BREAST AND CERVICAL CANCER 
SCREENING AND FOLLOW-UP 
REPORTING PROCESS

REQUIRED DATA COLLECTION FOR THE KWCSP

INTRODUCTION

The following information is provided to assist the nurses and support staff that are responsible for completing and entering the patient encounter form (PEF), the Kentucky Women’s Cancer Screening Program (KWCSP) Data Collection form.
PROGRAM OVERVIEW

The KWCSP has both state and federal funds to reimburse for cancer screening and follow-up services for income eligible women (age 21 and older) without a third party payer source. The federal funds are made available through a competitive grant from the National Breast and Cervical Cancer Early Detection Program managed by the Centers for Disease Control and Prevention (CDC).  To meet the grant requirements and assure that LHDs are reimbursed for screenings and diagnostics, specific tracking information must be obtained throughout the patient’s cancer screening cycle.  The patient’s cancer screening cycle begins on the day of the initial or annual screening and ends when the patient is determined to either be free of cancer or if cancer is diagnosed when staging is determined and treatment is started.

                            DATA COLLECTION PROCESS
In order to obtain federal funding, the following data collection process must be completed on all women who receive either a CBE, mammogram, Pap test or any diagnostic test.  Data must be collected and entered on three screens:  the Patient Registration Screen(s), the Results Pending Screen (PERS), and the Kentucky Women’s Cancer Screening Program Data Collection Screen. A hard copy form, the ACH-58, titled “Kentucky Women’s Cancer Screening Program Data Collection Form,” should be completed for all women ages 40–64 years old, who have no insurance (no Medicaid, no Medicare, and no private insurance) and have a household income less than 250% of the federal poverty guidelines.  The form will be used to collect screening data, mammogram and Pap test results, and abnormal follow-up data.  
Support staff must collect and enter patient demographic information in the patient registration screen(s).  Program eligibility is calculated automatically by the program, not by staff. The PSRS program will apply KWCSP eligibility requirements for women who are ages 40–64, have a household income below 250% of the federal poverty guidelines, and do not have insurance (including no Medicaid, no Medicare, and no private insurance.)  

The system will generate a label C to be placed on the ACH-58 and will send a status line message to place ACH-58 form on chart.  The support staff will add a label to the ACH-58, will place the ACH-58 on the patient chart, and send it with the patient when the patient sees the provider (Nurse, ARNP or Physician.)  The Nurse will then complete the data on the Screening Sections of the ACH-58.   After the nurse completes the Screening Sections of the ACH-58, the ACH-58 will be sent with the patient’s PEF to support staff.  The support staff will also enter the ACH-58 data into the Kentucky Women’s Cancer Screening Program Data Collection Screen.

For a woman who is receiving Cancer Visit services and who is eligible for KWCSP (40–64 years of age, below 250% of the federal poverty guidelines, and does not have Medicaid, Medicare, or private insurance), one or more of the following secondary ICD codes or CPT codes must be coded on the patient encounter form (PEF) in order for the Patient Services Reporting System (PSRS) to create the Kentucky Women’s Cancer Screening Program Data Collection Screen:

· 88164 Conventional Pap test

· 88142 Thin Prep Pap test

· V7619 Normal CBE

· 611.72 Abnormal CBE
· V643-  CBE Not Needed
*MDE=Minimum Data Elements are data elements required by CDC for determination of federal funding awards for the National Breast and Cervical Cancer Early Detection Program.

If the patient’s Reason for Visit code is not 813, the KWCSP Data Collection screen will not be created.  Once the patient registration screen is open, the Reason for Visit Code can be changed and the KWCSP Data Collection screen will be created.  

Whenever a procedure or visit for one cancer screening cycle is entered in the PEF, the Kentucky Women’s Cancer Screening Program KWCSP Data Collection Screen will open.  

Results of screening mammograms can be entered on the KWCSP Data Collection Screen upon receipt of the ACH-16 and after the nurse assures that the information on the ACH-16 agrees with the mammography report.  It is no longer necessary to wait until receipt of a bill before entering the screening mammography results, since the results can be entered directly into the KWCSP Data Collection Screen.  However, when the bill for the mammogram is received, the billing encounter information must still be entered into PSRS and also continue to enter results of diagnostic mammography tests in the PSRS.  

Results of Pap tests and the date of the procedures will continue to be entered in the Results Pending Screen.  The results of pap procedures and the dates of the procedures will be extracted from the PEF to the KWCSP Data Collection Screen; therefore, support staff will not need to enter Pap test results and procedure dates for Pap tests on the Kentucky Women’s Cancer Screening Program Data Collection Screen.  In addition, all follow-up visits and procedures that are entered on the PEF will be extracted to the Kentucky Women’s Cancer Screening Program Data Collection Screen in the Breast and Cervical Diagnostic Procedures fields and will not need to be entered on the Kentucky Women’s Cancer Screening Program Data Collection Screen by the support staff.  

The Breast Diagnostics/Follow-up Information and the Cervical Diagnostic/Follow-up Information in the Abnormal Follow-up Section of the Kentucky Women’s Cancer Screening Program Data Collection Form will be completed by the nurse or Nurse Case Manager.  Support staff will electronically enter the information in the Abnormal Follow-up Section of the Kentucky Women’s Cancer Screening Program Data Collection Screen.  To promote follow-up for all MDE eligible women who have abnormal Mammogram or Pap test results, the ACH-58 will be placed in the front of the chart.  It will be necessary for Nurse Case Managers to use audit trails to identify patient records with incomplete data on the Kentucky Women’s Cancer Screening Program Data Collection Screen.  The following 5 audit reports must be used: 

  323 A list of all women with missing Pap test results

  676 A list of all women with missing Mam test results

1706 A list of women with missing breast follow-up information

1707 A list of women with missing cervical follow-up information

1709 A list of all women for whom history data has not been completed

2610 A list of all MDE records with missing mam results and missing pap results

These audit reports will be used to apply a proactive quality assurance process at the local health department level to identify records with incomplete screens and to supply the missing data.  The nurse and Nurse Case Manager will use the audit trails to assure local health department follow-up for patients who have abnormal breast and cervical cancer screening results.

The system will also allow support staff to open the Kentucky Women’s Cancer Screening Program Data Collection Screen in order to edit information on the screen.  The form can be printed from the website for the LHDs at http://chfs.ky.gov/dph/ with the appropriate LHD’s User ID and password.

Whenever the computer displays a data collection screen always “transmit” in order to save the information before clearing the screen.  To do this, position the cursor in the box located in the bottom-right corner of the screen and “transmit”.  If all data has been properly entered, the screen will erase the data automatically and the words “screen processed” will appear in the bottom-left corner of the screen.  If the screen does not erase automatically, then consult the “error-message” in the bottom-left corner of the screen and correct the identified errors.  Note that errors will be identified one at a time from the beginning of the record (similar to the WIC data-entry program).  Once the data collection screen is successfully transmitted, the information is saved in PSRS and the system automatically creates a menu of records for that patient.

The KWCSP Data Collection Screen contains two edits.  One edit requires completion of all data items in the Screening Section and the second edit requires completion of all data items in the Abnormal Follow-up Section.  The Breast Cancer Abnormal Follow-up Section and Cervical Cancer Abnormal Follow-up Section will only be completed when the appropriate abnormal results codes have been entered in the KWCSP Data Collection screen.  

KENTUCKY WOMEN’S CANCER SCREENING CASE MANAGEMENT FORM (ACH-58)

The other side of the ACH-58 (the back of the form) was designed to assist the nurse case manager in required tracking and follow-up on all women with an abnormal CBE, mammogram, or Pap result.  (See Forms Section of the Public Health Practice Reference).

· Completion of the form is recommended but not required on all women regardless of age that have had an abnormal CBE, Pap, or Mam results.   The nurse case manager is responsible for completing the information on the form including the status of workup and final diagnosis at the appropriate time.  

· Support staff do not electronically enter data on this form.  
MENU OF A PATIENT’S RECORDS

Once the data is saved in PSRS the system automatically creates a menu of records for that patient.  Use the following steps to view the client record menu:

· PERL<space>30<space><Hid/Loc/S><space><Patient ID or SSN><XMIT>

· Select the record to be viewed by placing an “X” in the box to the left of the entry then “transmit”.  (The screen will be retrieved with the fields filled-in.)

Typically, diagnostic follow-up data will be entered into the Kentucky Women’s Cancer Screening Program Data Collection Screen by:

· Entering a PEF with the CPT code for the diagnostic service.

· Recalling the previously created Kentucky Women’s Cancer Screening Program Data Collection Screen using the PERL command & entering the information manually.

However, if a Kentucky Women’s Cancer Screening Program Data Collection Screen cannot be created using one of the three methods described above then the following “special commands” may be used to create one if a visit screen already exits for the patient.  You will only have these screens for screening cycles initiated before July 1, 2004.

PERU<space>30<space><Hid/Loc/S><space><Patient ID or SSN><XMIT>
PERV<space>30<space><Hid/Loc/S><space><Patient ID or SSN><XMIT>

The following command can be entered to generate the KWCSP Data Collection Screen for updating and editing the data:

PERK<space>30<space><Hid/Loc/S><space><PatientIDor SSN><space><date><XMIT>

Enter the date in the format MMDDYYYY.

When retrieving a record, the action field (“Act”) automatically fills with “C” to indicate that the system is ready to receive changes in the existing record.  This “C” should remain in the field unless a record must be deleted.  Enter “D” in the action field and “transmit” to delete a record.  When you need to just make a change or correction in an existing record, access the screens using the PERL command.
C.D.P.’s DESCRIPTION OF VALID CODES OF DATA FIELDS FOR THE KWCSP DATA  COLLECTION SCREEN

CERVICAL/BREAST SYSTEM DATA COLLECTION AND REPORTING

INSTRUCTIONS FOR DATA ENTRY 

Kentucky Women’s Cancer Screening Program

The Cervical/Breast system contains one screen – the data collection screen.  This screen will be opened for Cancer patients that meet KWCSP eligibility requirements. The system will automatically create the record and send back the screen when a visit CPT code or a valid breast/cervical procedure is entered on the PEF entry screen.  The results pending screen will send back the KWCSP Data Collection screen when a result is entered.  The supplemental system will also send back the screen when an off-site mammogram or pap is entered for tracking purposes.

Client:


Will always be 30 for Kentucky.






Automatically filled in by the system and cannot be modified.

Hid/Loc/S:

Valid Health Department Id






3-digit district number, 3-digit county number, alphabetic site






Automatically filled in by the system and cannot be modified.

Action:
Valid codes:





C = Change Record




                 
D = Delete Record

Patient Id:

Valid patient Id in patient master file.






Automatically filled in by the system and cannot be modified.

Visit Date:

The date the record was created in the system.





Automatically filled in by the system and cannot be modified.





Form = MMDDCCYY

Provider Id:
Provider Id for CBE, PAP or mammogram.



Must be valid provider on file.



Automatically filled in by system and cannot be modified.

SCREENING SECTION

BREAST SCREENING HISTORY

Breast Symptoms:
Patient’s self-reported symptoms.



Valid codes:




1 = Yes




2 = No




3 = Unknown  

Prior Mammogram:
Valid codes:


    

1 = Yes




2 = No

Prior Mam Date:
Enter date if prior mammogram is Yes.



Form = MMYYYY

BREAST SCREENING DATA

 CBE result:

CBE performed during this visit, code YES 




Valid codes:




1 = Normal Exam/Nodularity




2 = Benign Findings




3 = Discrete Lump or Mass




4 = Discharge (e.g. clear, serous, bloody)




5 = Nipple or Areolar Scaling




6 = Skin Dimpling, Retraction




7 = Focal, Immobile Thickening



     Findings in bold require diagnostic referral.




8 = CBE Not Done – Other or unknown reason




9 = CBE Refused

CBE Date:

Date CBE was performed.




Automatically filled in by system and cannot be modified.




Form = MMDDYYYY

CBE already done/paid by outside provider or other program:

      1 = Yes
  


      2 =  No      

      3 =  Unknown

Mam Ordered At This Visit?:






Valid codes:





1 =  YES, Screening Mammogram Ordered




2 =  YES, Diagnostic Mammogram Ordered




3 =  YES, Mammogram Needed but not performed




4 =  NO, Mammogram Not Needed

At this point, an edit will prevent transmission of the screen if the Screening Section data is

not complete.




To complete Screening Mammogram Data:  Enter results of Mammogram from ACH-16 or radiologist’s report into KWCSP Data Collection screen when received and after review by clinical staff as follows:


Mam Date:

Date screening mammogram was performed. 





Form = MMDDYYYY

      Mam Result (BI-RADS Classification):





 Screening mammogram result code.



 Valid codes:




0 = Assessment incomplete – Need additional imaging

                                                            evaluation




1 = Negative




2 = Benign finding




3 = Probably benign – Short interval follow-up indicated




4 = Suspicious abnormality – biopsy should be considered


5 = Highly suggestive of malignancy – Appropriate action    

      should be taken

6 = Known Biopsy–Proven Malignancy–Appropriate Action Should Be Taken

Since July 1, 2005, mam results can be entered directly into the KWCSP Data Collection screen upon receipt of the medical report of the results.  You no longer have to wait to enter the mam results into the system until receipt of the provider’s bill; however, the encounter must still be entered in the PEF when the bill is received.  Pap results must be entered in the Results Pending Screen.  Pap results cannot be entered in the KWCSP Data Collection screen directly; instead they are automatically entered from the Results Pending Screen.  

Diagnostic Procedures (Work-up) Planned for Breast Cancer




Valid codes:





1 =  Yes, diagnostic procedures (work-up) planned on basis of 





abnormal CBE or screening mammogram




2 =  No, diagnostic procedures (work-up) not planned

3 =  Not Yet Determined, Diagnostic procedures (work-up) plan not yet determined

This field is automatically filled by the system based on the results entered in the Mammography test results field. This field can be modified. If this field is coded as 1, the abnormal Follow-Up (mammogram/CBE) section must be completed.
ABNORMAL FOLLOW-UP SECTION

Breast Diagnostic Procedures
Breast Diagnostic Procedures will automatically be entered in this section when CPT codes for the procedures are entered on the PEF.  An edit command will allow you to enter the procedures and codes if necessary.



Valid codes:



          1 = Yes          2 = No 




(These codes will be automatically entered from the PEF.)

1. Surgical Consult – CPT codes 99241-99244 

2. Diagnostic Mammogram/Additional Views – CPT codes 76090 or 76091

3. Ultrasound – CPT code 76645

4. Aspiration –  CPT  code 19000

5. Breast Biopsy – CPT codes 19100 or 19101

6. Lumpectomy – CPT code 19120

7. Other (No CPT code entered)



7a.  Other Diagnostic (Describe)



7b.  Other Diagnostic (Describe)

When an “other” diagnostic CPT code is entered in the PEF, the KWCSP Data Collection Screen will open and allows you to describe the procedure for this “other” diagnostic procedure.  More than one “other” diagnostic procedure can be entered.  

BREAST DIAGNOSTIC FOLLOW-UP DATA

The following data must be electronically entered into the Abnormal Follow-up Section of the KWCSP Data Collection screen.

1.
Status of Final 
Valid codes:

Breast Diagnosis:
1 = Work-up Complete*




2 = Work-up Pending



3 = Lost To Follow-up*



4 = Work-up Refused*



*Date of final diagnosis required

2.
Date of Final

Enter date of final diagnosis


Diagnosis:

Form = MMDDYYYY

3.
Final Diagnosis:
Valid codes:




1 = Ductal Carcinoma, In Situ (Stage 0)




2 = Invasive Breast Cancer




3 = Breast Cancer Not Diagnosed




4 = Lobular Carcinoma, In Situ (Stage 0)

4. 
Treatment Status:
Enter treatment status      





Valid codes:





1 = Treatment (tx) Started*






2 = Treatment (tx) pending





3 = Lost to follow-up*







4 = Treatment refused* 





5 = Treatment (tx) Not needed





*Date of Treatment required


5.
Date Treatment Status: 
Enter date treatment was started




Form = MMDDYYYY  

6. Staging:

Enter Staging information




Valid codes:



1 = AJCC Stage I
5 = Summary local




2 = AJCC Stage II
6 = Summary Regional



3 = AJCC Stage III
7 = Summary Distant





4 = AJCC Stage IV
8 = Unknown/Unstaged

7. 
Tumor Size:
Enter tumor size information





Valid codes:





1 = 0 to <1 cm





2 = >1 to <2 cm





3 = >2 to <5 cm







4 = >5 cm 





5 = Unknown

SCREENING SECTION - CERVICAL CANCER

Whenever you code a Pap in the PEF, it will automatically open a KWCSP Data Collection Screen.

CERVICAL SCREENING HISTORY

 Prior Pap Test? 
Valid codes:




1 = Yes




2 = No

Prior Pap Date:
Date of most recent Pap. Form = MMYYYY

Cervix Present: 
       Enter whether cervix is present or not 

       Valid data Codes 

       1 = Yes    


       2 = No

When this MDE item is coded as “No”, the MDE item “Pap Test Performed At This Visit?” will be automatically coded as “Pap Not Needed” and the MDE item “Diagnostic Procedures (Work-up) Planned for Cervical Cancer” will be automatically coded as No, Diagnostic Procedures (Work-up) Not Planned.

KWCSP does not reimburse for the vaginal Pap tests.

Pap Test Performed At This Visit?:






Valid codes:




1 = Yes




2 = PAP Needed But Not Performed




3 = Pap Not Needed

 Specimen Type?:  
     Valid codes:




1 = Conventional PAP




2 = Liquid Based (Thin Prep)




3 = Others




4 = Unknown

Pap test already done by outside provider or program:   Was the Pap test already performed

by a non-contracted provider or in another program:

          Valid data codes

                 


       1 = Yes
       


       2 =  No              

       3 =  Unknown

The following data is automatically entered into the KWCSP Data Collection screen from the Results Pending Screen.  Therefore, enter the Pap test date and results into the Results Pending screen as follows:

Pap Test Results: 

Valid Codes:




      
1 = Negative for Intraepithelial lesion or malignancy




2 = Atypical Squamous Cells of Undetermined Significance   

                                          

3 = Atypical Squamous Cells Cannot Exclude High Grade

                                                             Lesions




4 = Low Grade SIL

5 = High Grade SIL – Moderate-Severe Dysplasia &

      Carcinoma In Situ




6 = Squamous Cell Cancer

7 = Other (Describe) includes Adenocarcinoma and 

      Adenocarcinoma in situ 




8 = Unsatisfactory

9 = Abnormal Glandular Cells (Atypical Glandular,

      Atypical Endocervical, Atypical Endometrial) 

Pap Date:

Date of Pap test.




Form = MMDDYYYY

Diagnostic Procedures (Work-up) Planned for Cervical Cancer




Valid codes:



1 =  Yes, diagnostic procedure (work-up) planned on basis of 




abnormal CBE or screening mammogram



2 =  No, diagnostic procedures (work-up) not planned

3 =  Not Yet Determined, diagnostic procedures (work-up) plan not yet determined

This field is automatically filled by the system based on the results entered in the Pap test results field. If this field is coded as 1, the abnormal Follow-Up (Pap Diagnostic Procedures) section must be completed.

Specimen Adequacy:      
Valid Codes




1 = Satisfactory



      2 = Unsatisfactory

This is the only field that can be changed on the KWCSP Data Collection Screen.

After receipt of the Pap results from the providers, the nurse enters the data on the highlighted area which is below the cervical screening data area.  The support staff then enters the Pap test date and results into the Results Pending Screen.  The data will be extracted automatically from the Results Pending Screen to the KWCSP Data Collection Screen.  Then support staff can enter the Specimen Adequacy data in the KWCSP Data Collection Screen.

Cervical (Pap Test) Diagnostic Procedures
Entry of Pap Diagnostic Procedures will automatically be entered in this section when CPT codes for the procedures are entered on the PEF.  An edit command will allow you to enter the procedures and codes if necessary.



Valid codes:



          1 = Yes           



          2 = No 




(These codes will be automatically entered from the PEF.)

1.  Gyn Consult – CPT Codes 99241-99244

2.  Colpo w/o Biopsy – CPT Code 57452

3.  Colpo w/Biopsy – CPT Code 57454, 57455

4.  Endometrial Biopsy – CPT Code 58100 

5. Cold Knife Cone – CPT Code 57520

6. LEEP – CPT Code 57522

7. Other –  No CPT Code entered


7a.  Other Diagnostic Procedures (Describe)



7b.  Other Diagnostic Procedures (Describe)

When an “other” diagnostic CPT code is entered in the PEF, the KWCSP Data Collection Screen will open and allows you to describe the procedure for this “other” diagnostic procedure.  More than one “other” diagnostic procedure can be entered.  

CERVICAL DIAGNOSTIC FOLLOW-UP DATA

The following data must be electronically entered into the Abnormal Follow-up Section of the KWCSP Data Collection screen.

  1. Status of Final 
     Valid codes:

Cervical Diagnosis:
1 = Work-up Complete*




2 = Work-up Pending



3 = Lost To Follow-up*



4 = Work-up Refused*



*Date of final diagnosis required

  2. Date of Final
     Enter date of final diagnosis


Diagnosis:
     Form = MMDDYYYY


3. Final Diagnosis (based on cervical biopsy results):  Enter final diagnosis  

                                            Valid codes:





1 = Normal/Benign reaction/Inflammation



2 = HPV/Condylomata/Atypia



3 = CIN I/Mild Dysplasia (biopsy diagnosis)



4 = CIN II//Moderate Dysplasia (biopsy diagnosis)



5 = CIN III/Severe Dysplasia /Carcinoma In Situ         

                                                     (Stage 0) ( biopsy diagnosis)



6 = Invasive Cervical Carcinoma (biopsy diagnosis)



7 = Others (Describe) 

4. Treatment Status:        Enter treatment status      




         Valid codes:

1 = Treatment (tx) Started*


2 = Treatment (tx) pending


3 = Lost to follow-up*



4 = Treatment refused*  

5 = Treatment (tx) Not needed

*Date of treatment required


 5. Date Treatment Status: 
Enter date treatment was started


Form = MMDDYYYY  
6. Staging:

Enter Staging information




Valid codes:



1 = AJCC Stage I
5 = Summary local




2 = AJCC Stage II
6 = Summary Regional



3 = AJCC Stage III
7 = Summary Distant





4 = AJCC Stage IV
8 = Unknown/Unstaged

INQUIRY TO CERVICAL/BREAST RECORDS

To access the Cervical/Breast records in the system:

             Function       Client        Hid/Loc/S           Patient Id

             PERL<space>30<space>500500<space>748159263<XMIT>

List of Cervical/Breast Records for Patient



                
Patient Id                
Name

[PERH]   [0030]                     [500[500[ ]        
[748159263]           MARVINA BARLOW

                Sys Date           Type

[ ]
[07232003]
[50]

[00013502]

[ ]
[07262003]
[60]

[00013538]

[ ]
[08162003]
[70]

[00014262]

[ ]
[                ] 
[BC]

[                ]

Select the record by system date (date record was set up in the system) and the record type by placing an “X” to the left of your selection and transmitting.



Type:




40 = New Visit Record (only before July 1, 2004)



50 = New Breast Cancer Diagnostic Record



60 = New Cervical Cancer Diagnostic Record

These screens will only be stored in the system for no longer than eighteen (18) months.

The inquiry into the new KWCSP Data Collection Screen can be made by using the following command:

  PERK<space>30<space><Hid/Loc/S><space><Patient ID or  

  SSN><space><date><XMIT>
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