HOW TO DOCUMENT COLORECTAL CANCER SCREENING

The RPMS GPRA+ Clinical Indicator Reporting software allows for retrieval of colorectal cancer screening data (Indicator B), including lists of eligible patients who have and have not had documented screening.  
We recommend that you use the following documentation to ensure that your facility’s screening rates can be retrieved using this application.

Denominator (eligible patients) includes adults who are over age 50.

Numerator includes the following: 

1. Fecal occult blood test (FOBT) recorded in the year prior to the end of the report
2. Rectal examination recorded in the year prior to the end of the report
3. Flexible sigmoidoscopy recorded within 5 years prior to the end of the report
4. Annual FOBT plus flexible sigmoidoscopy within 5 years prior to the end of the report
5. Double contrast enema within 5 years prior to the end of the report
6. Colonoscopy within 10 years prior to the end of the report
7. Patient with recorded refusal of a rectal in the year prior to the end of the report
These numerator values are obtained via the following search criteria:

1. Rectal examination documented    
· ICD procedure code 89.34

2. Fecal occult blood test documented 
· using site-defined lab taxonomy
· CPT 82274
3. Sigmoidoscopy:  
· ICD procedure 45.24
· CPTs:  45330, 45331, 45332, 45333, 45334, 45336, 45337, 45338, 45339, 45341, 45342, 45345
4. Colonoscopy:  
· ICD procedure codes: 45.21, 45.22, 45.23, and 45.25 
· CPTs:  45335, 45360, 45361, 45362, 45363, 45364, 45365, 45366, 45367, 45368, 45369, 45370, 45371, 45372, 45378, 45379, 45380, 45382, 45383, 45384, 45385, 45387
We recommend that you work with your local data entry people to ensure that appropriate documentation and codes are used within PCC.

Physician Instructions

1.  Prepared packages should be available at the site of screening (clinic).

     Each package should contain:

· envelope (government prepaid if possible) addressed to the healthcare facility

· three stool cards
· three sticks for obtaining samples

· lab slip (so that the results are entered into the lab package)

· instructions about how to obtain the specimen

· patient education material about CRC screening.

2.  When the packages are given to the patient, they can be labeled (labels can be stamped and applied) with the patient's identifier (name/number) 
3.
The lab slip can also be stamped or otherwise labeled.

4.  At the time the packages are given, the patient should be instructed 1) how to obtain the samples; and 2) to put the cards in the envelope, seal it, and return it to the clinic or hospital.
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