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OBJECTIVES

On Completion, the participant will be able to

» |dentify and understand Show Me Healthy Women Program (SMHW)
Eligibility Criteria

» |dentify information required to bill SMHW claims for clients with high
deductible insurance

» Define acceptable timeframes for billing completed claims

» |Introduction to Missouri Health Strategies Architectures and Information
Cooperative (MOHSAIC) form entry



ADDITIONAL TOPICS

* MOHSAIC visit types based on program definitions
» CDC'’s High-Risk Criteria for Breast and Cervical Cancer Screening
» Mammography Van Screening Information

= Common errors found in billing for Screening vs. Diagnostic Exams

» Breast and Cervical Cancer Treatment (BCCT) Guidelines



ADDITIONAL TOPICS
(CONTINUED)

= American Society for Colposcopy and Cervical Pathology
(ASCCP) Information

* Transportation Voucher

= Patient Navigation



SMHW BASIC ELIGIBILITY
CRITERIA

* Females 35-64 years of age
* Meet Income Guidelines

» Underinsured or not insured
» Health Insurance does not cover services/Unable to pay deductible

* Has MO HealthNet with a spend-down, but has not met the spend-down

* Income eligible for Medicare Part B, but unable to pay premium (Medicare Part B
covers breast and cervical cancer screenings)



ELIGIBILITY EXCLUSIONS

* \Women who have a diagnosis of breast or cervical cancer are not eligible
for SMHW

» \Women currently being treated for breast or cervical cancer are not eligible
for SMHW

= Women enrolled in prepaid/managed care and health plans, such as
Health Maintenance Organizations [HMOs], Point of Service Plans [POS]

* Women with full MO HealthNet (ME Code 05) or (ME Code E2)



HEALTH INSURANCE

Show Me Healthy Women (SMHW) and WISEWOMAN programs
are the payors of last resort

A client’s insurance must be billed first. Once the Explanation of
Benefits (EOB) has been received, list the dollar amount the
iInsurance paid for each procedure with the corresponding CPT
code in the comment section of the MOHSAIC reimbursement
form

SMHW and WISEWOMAN will reimburse up to the total amount
allowed per our guidelines



CLIENTS WITH HIGH DEDUCTIBLE
HEALTH INSURANCE (EXAMPLE)
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Commentis Maximum length is 1336 characters.

INSURAMCE PATID: o

INSURAMCE PAID $186.98 OM BILATERAL DIAGHNSOTIC MAMMO WITH CPT CODE: 77066

INSURAMCE PAID $62_.25 OM ULTRASOUMND WITH CPT CODE:76641

PAID ZERO OM BREAST BIOPSY WITH CPT CODE:191@@. MNAMCY MNAVIGATOR, RM =~
I

L Claims Problem L Crwerride

Please Be Sure to Mark the "Reporting Only™ Box in the Section When Not Requesting Reimbursement

| Delete | | Submit | | Cancel |

CPT Code: 77066 S 186.00 Mammography, diagnostic follow — up (bilateral)
CPT code: 76641 S 62.25 US, complete

CPT code: 19100 paid zero Breast biopsy



BILLING TIMEFRAMES

= Claims for reimbursement should be entered into
MOHSAIC within 60 days of service

* Forms submitted beyond 60 days may be considered
ineligible for reimbursement

= Submit final billing within 30 days of the closing of the

grant year




BILLING TIMEFRAMES
(CONTINUED)

»Data submitted after the deadline cannot be reimbursed by SMHW
or billed to the client

Reminder:
The SMHW grant year (FY 24) closed June 29, 2024.
June 30, 2024 — June 29, 2025 (FY25).




FORM ENTRY INTO MOHSAIC

* MOHSAIC is an online data system used to collect and manage
client service records for SMHW and WISEWOMAN. To apply,
applicants must submit a request through the Missouri
Department of Health and Senior Services Automated
Security Access Process (A.S.A.P).

= After receiving authorization with A.S.A.P. and a user log-in, go
to https://healthapps.dhss.mo.gov/smhw/. Enter MOHSAIC with
your log-in and password. The main screen will open. Do not
use Internet Explorer, use Google Chrome or Microsoft Edge.



https://healthapps.dhss.mo.gov/smhw/

FORM ENTRY INTO MOHSAIC
(CONTINUED)

» MOHSAIC will ask to change your password every 30 to 60
days. MOHSAIC will lock you out if you do not log in for 30 days.

* |f you save the MOHSAIC link into your favorites, make it the
simple link https://healthapps.dhss.mo.gov/smhw/. Do not add
anything, the link will not work.



https://healthapps.dhss.mo.gov/smhw/

FORM ENTRY INTO MOHSAIC
(CONTINUED)

G )] 5] hitps; ‘healthapps.dhss.mo.gov/Login/Login.aspx?ReturnUrl =92 f5SMHWIa2f AV @

Log-in
Health & Senior Services screen for

* Read the disclaimer
» Check Change Password to change passwords
s Enter the login information

* Click Login to procsed

Missouri Department of

Login Information Disclaimer

Motice: You are about to gain access to a Missouri Department of Health and
Username ||CES | Senior Services application. By proceeding, you are agreeing to keep
confidential all information made available to you through this application.
Password seesnaeses | Any unauthorized access, use and/or disclosure of information may result in a
O Change Password loss of access privileges, an action for civil damages, an action for criminal
charges, and/or disciplinary action including but not limited to suspension or

dismissal.

Login | ‘ Cancel




FORM ENTRY INTO MOHSAIC
(CONTINUED)

State of Missouni

DEPARTMENT OF HEALTH AND SENIOR SERVICES SHOW ME HEALTHY MISSOURIANS Click the “Client” button.

Current Client: None Selected

CLIENT PROVIDER FINANCIAL ADMINISTRATIVE Cl i C k (lS u b m it N eW

p SUBMIT NEW FORMS / BILLING p VIEW MEDICAID INFORMATION p VIEW MONTHLY ACTIVITY REPORT

WELCOME TO Forms/Billing”. Enter the

SSN, DCN or the last and
first name of the client
separated by a comma.
Do not click return/enter.
MOHSAIC will look for the
patient. Verify the correct
patient is selected.




FORM ENTRY INTO MOHSAIC
(CONTINUED)

TEST VERSION

CLIENT PROVIDER FINANCIAL ADMINISTRA
¥ SUBMIT MEW FORMS / BILLING p VIEW MEDICAID INFORMATION p VIEW

Show Instructions

Client Information

SErN _/ \_
Mame/Addres

Prm?d 15 of 51 retrieved. Make a selection, Refine Search or Press tab key to continu

Client I[:J:rsnrnj tEStJ m ?
Address|| name DOB Gender DCN IsMedicalClient
TEST, DALYNE N 11/28/1993  MALE 48625711 ¥
TEST, DALYNE NICOLE 11/28/1993  FEMALE 33963960 ¥
City, State ZIp|| +ocr DOROTHY MAXINE 9/6/1943 FEMALE 00378811 %
Provider Informal TE5T, EO) 1/1/1855 FEMALE ¥
TEST, GAGE/aTTA 6/2171000 48443931 ¥

Form Type/Version

Type||

S

\ersion

| Create FOEI

Select the correct
patient.

The highlighted
section shows you
can scroll to pick
the correct
patient.




FORM ENTRY INTO MOHSAIC
(CONTINUED)

TEST VERSION

Current Client: TEST, ALLISON JENMNA 137 SOUTH ST HOLLISTER, MO 65672-9773 County: TANEY (417) 335-8540

PROVIDER FINANCIAL ADMIMNISTRATIVE TO edit; SeIeCt
“View/Edit
Client

Show Instructions

0 V24
Client Information Information”.
Client Plasl‘sﬁﬁ TEST. ALLISOM JEMNA - | View/Edit Client Information
Address — Enter the
| 137 SCUTH ST | 55N 490-06-8621 Sex FEMALE
DOoB 10/24/1991 Race WHITE
| | DCN 29650349 Ethnicity NON HISPANIC u p ate
City, State Zip |HG_L|5T5R - | |mo -| 65672-0773 | Phone |41? |— |335 | - |854G [ wo phone |nf0r| | Iatlon .
Provider Information
O Regular Billing QO Direct Billing
Provider| - Refernng Provider -
Service
Name/Address
Form Type/Version
Type ~
— Create Form || Close




FORM

TEST VERSION

ENTRY INTO MOHSAIC

(CONTINUED)

im] B SMHW Web Application % |+

K= O

State of Missouri

CLIENT

!:“ mport favorites

v SUBMIT NEW

(] [5)  https//healthapps.dhss.mo.gov/SM

‘ Provider Forms Sh..

DEPARTMENT OF HEALTH AND SENIOR S:R

Curmrent Client: None Selected

PROVIDER

FINANCIAL

FORMS / BILLING

‘ Provider Forms Wl

VIEW MEDICAID INFORMATION p VII

ealthapps.dhss.mo.gov says

CANCEL to search again.

The client was NOT found in MOHSAIC. Click OK to add the client. Click

“ Cancel

Version

Mame Dos Genger DCN IshiedicalClient Address
Provide
Servicy MO results found. Press tab key to continue.
Name/Address]
Form Type/Version
Type| v - - -
Create Form || Close

PartylD

If the client is
not in the
database, the
screen will
show the
client is not
found. Press
the OK button
to continue.



FORM ENTRY INTO MOHSAIC

TEST VERSION

State of Missouri

CONTINUED)

DEPARTMENT OF HEALTH AND SENIOR SERVICES

Current Client. None Selected

CLIENT PROVIDER FINANCIAL

ADMINISTRATIVE
¥ SUBMIT NEW FORMS / BILLING p VIEW MEDICAID INF:

Show Instructions

D Search/QuickClientAdd - Profile 1 - Microsoft Edge

SHOW ME HEALTHY MISSOURIANS

= (] X
[:] hitps://healthapps.dhss.mo.gov/Partylnformation/Search.aspx?m=mcén= A
[SubmiEForm . o reucnons
Client Information Search Person
Clignt Namef .
! gonl| smit M
Ridie= Client
| Part
| Name Search
LAST NAME: * CLIVE FIRST NAME: * ROSY
City, State Zip ~| |mo v| [ MIDDLE NAME: PREFIX:
DATE OF BIRTH: 01/16/1574  GENDER: FEMALE
T e ETHNICITY: NON HISBANIC ROLE: MEDICAL CLIENT
- - SEARCH TYPE: - -
.} Regular Billing ') Direct Billing LIKE SCURDEX BOTH
RACE: —
Provider| WHITE |:| ASIAN
— [BLack L) american moian
ervice) — —
Name/Address| [ umkmown L pacterc sianper
Form Type/Version
Type|| DCN Search SSN Search
Version DCN: S5N:

SUFFIX:

SEMQCH | REGISTER AS MEDICAL CLIENT | M(

Mo results found mat =arch criteria.

Additional informatio
found then add your

the system.

uired to add the client in the system. Please modify your search with additional dat

IFY SEARCH | CANCEL

= and search

Enter the patient’s
information and
then select
“Register as medical
client”. This will
allow you to move

forward and enter
forms.



FORM ENTRY INTO MOHSAIC
(CONTINUED)

Select client section, enter last name, first name, DOB,
gender, ethnicity, race and role then select register as a
medical client. All these fields must be are entered, if
not, it will not allow you to register as a medical client. If
they have a SSN, click SSN search button and enter the
SSN with no spaces or dashes. Click search at the
bottom left corner. This will either provide search results
and select the client or you must register them as
medical client.



FORM ENTRY INTO MOHSAIC
(CONTINUED)

TELFEIS AL L% ¥ % LGy

TEST VERSION

Ll f BN N IVILJI W E Wl EEEGI EEJE BN I KL WEF Ll

Current Client: ELLIS, AMY LOUISE 123 TEST LANE APPLETON CITY, MO 12345 (573) 289-5458
CLIENT PROVIDER FINANCIAL ADMINISTRATIVE

¥ SUBMIT NEW FORMS / BILLING p WVIEW MEDICAID INFORMATION p VIEW MONTHLY ACTIVITY REFORT

Show Instructions

Client Information

Client Name |E LIS, AMY LOUISE - ‘ > View/Edit Client Information
/55N i - .
Address
[ 123 TEST LANE | SSN  497-88-5378 Sex FEMALE
DOB 1/23/1984 Race WHITE
| | DCN 48435920 Ethnicity NOM HISPAMIC
City, State Zip |A3|::_ETQN CITY - |r |MQ - | ‘ 12345 Phone | 573 ‘— ‘289 ‘ - ‘ 5458 | (J ne Phone

Provider Inform,

® gegular Billing U Direct Billing
Provider|| WRIGHT CO HD - Referrning Provider ‘ \ v|
FERIEE | WRIGHT COUNTY HEALTH DEPT - MOUNTAIN GROVE - 602 E STATE ST STE B, MOUNTAIN GROWVE, MO B5711-1826 LV |
Name/Address
N y A
For ype/Version
Typel“ Patient History (Green) v |
ion ([ Forms for Services Provided On or After June 30, 2022 ) Create Form | | Close |

——




SMHW - MOHSAIC FORM BASICS

* Types of Forms:

Green = History / \

Other Forms Needed for
Client’s File:
= Breast Diagnostic Eligibility Form, Proof of Age-
Photo ID and Proof of Income
-Tax form/Paycheck Stubs

= Patient Navigation K j

= Screening Report

= Cervical Diagnostic




SCREENING REPORT
BLUE FORM) VISIT TYPES

Screening Report

| 44600509101 - WRIGHT COUNTY HEALTH DEPARTMENT
Provider SAMII Number - BoVIC MOUNTAIN GROVE - 602 E STATE ST STE B, MOUNTAIN GROVE, MO
65711-1826 A

A. PERSOMNAL DATA

Mame(lLast First, Middle Initial MDUSE MINNIE
County at TOV:

Maiden Name
Date of Birth Social Security Number Medicaid DCN/Medicare Number
Age (Years): 35 2/1/1989 540-40-4039

Date Form Received: MM/DDMYY Y Y

H

M ETCraen

Annual CBE only

ClientEligibility\.-’eriﬂed " |Insurance Coverage atial CBE anly

P armmeogram canbly
WY | Type of Medicare M awig ation ODnly

S R Average

o] Jn[ [ weon| Jos om I .

1st Reading 2nd Reading

B. CLINICAL EREAST EXAM RESULTS Clear __ Reporting Only

-

Does client report any
breast symptn?ns? L N Additional Information Required if "YES" Selected
CBE WHL N Additional Information Required if "NO" Selected

Date of CBE MMDDMY Y Y'Y




SMHW - MOHSAIC FORM ENTRY

vs. ANNUAL vs. RESCREEN visit types

First time to enroll in SMHW with the provider or greater than 5 years since last
SMHW visit with the same provider (Initial or Initial CBE only)

Note: Even if the patient has been seen by the provider for multiple years — the
FIRST time the client enrolls with a SMHW provider it is an INITIAL visit

= Annual — Any future SMHW visits or tests with the SMHW provider (Annual or Annual CBE only)
Note: Annual screening is 10 months or greater from the initial or the last annual visit.

= Rescreen — A rescreening visit can be done with an abnormal result that is less than 10 months
from an initial or annual screen date. Arescreen CBE can be performed after 14 days
or within 10 months of an initial CBE with the first-time reported pain/tenderness or a

CBE deemed suspicious for cancer and after diagnostic testing confirms a non-cancer
diagnosis.




SMHW - MOHSAIC FORM ENTRY
(CONTINUED)

RESCREENING NOTE:

Use when entering a 6-month follow up diagnostic mammogram or
rescreen CBE or cervical abnormalities after benign diagnostics.

If 10 months or more pass from the date of the annual/initial visit,
patient must meet SMHW criteria for reimbursement.

A repeat pelvic exam is optional as a rescreen in less than ten (10)
months if the previous abnormal pelvic exam reported to SMHW was
not within normal limits due to an abnormal cervical finding.




SMHW - MOHSAIC FORM ENTRY
(CONTINUED)

Mammogram Only — screening mammogram only with the CBE
done elsewhere or a mammogram van visit.

— “Navigation-Only” allows payment for
navigation services provided to a woman who meets age and
Income requirements and has group or private insurance to pay
for the screening/diagnostic services.



HIGH RISK SCREENING FOR
BREAST CANCER

During the visit, screen the patient and document the high-risk
assessment. [f the patient meets the high-risk criteria (next
slides) SMHW may pay for a screening MRI.

SMHW will pay for an annual screening breast MRI as funding is
available and with prior approval

Contact your RPC or Central Office to request screening MRI
approval. Document the approval in the comment’s section of

the claim form.



HIGH RISK CRITERIA FOR
BREAST CANCER (CONTINUED)

The HIGH RISK section should be marked YES if there is a:
= Known genetic mutation such as BRCA 1 or 2
» First-degree relative whom is a BRCA carrier (parent, full sibling or biological child)

= Lifetime risk of 20 - 25% or greater as defined by risk assessment models such as
BRCAPRO, Tyrer-Cuzick or GAIL Model

If these criteria are not evident, mark NO.

If the clinician did not assess a patient for risk or high risk for breast and/or cervical cancer is
unknown, mark NOT ASSESSED/UNKNOWN



HIGH RISK CRITERIA FOR
CERVICAL CANCER

The HIGH RISK section should be marked YES if the client has:

Human Immunodeficiency Virus (HIV)

Had an organ transplant

* Immunocompromised with another health condition

Diethylstilbestrol (DES) exposure in utero

If these criteria are not evident mark NO.

If the clinician did not assess a patient for risk or high risk for breast and/or cervical cancer is
unknown, mark NOT ASSESSED/UNKNOWN.



MAMMOGRAPHY VAN
SCREENING GUIDELINES

The mammography van should coordinate with primary care services
for documentation of the clinical breast exam (CBE) to meet quality
care guidelines and program requirements.

If a client presents at the mammography van and has not had a CBE,
continue with screening services and refer them for primary care
services to obtain a CBE.

Document the patient education regarding the CBE.

SMHW reimburses the provider for the office visit performing the CBE.



MAMMOGRAPHY VAN
SCREENING GUIDELINES

A patient 40 to 64 years old, has an appointment scheduled on a
mammogram van. When submitting the reimbursement MOHSAIC
claim form, note this as a mammogram van visit. For clinical best
practice, a CBE should be completed at a well-woman check-up
(annually). Please encourage and document the conversation to
promote the patient to receive a CBE with a well-woman check-up
appointment. If the patient has completed a CBE, document where the

CBE was completed in the comments section of the MOHSAIC
reimbursement form.



MAMMOGRAPHY VAN
SCREENING GUIDELINES

If the patient receives a screening mammogram
at a brick-and-mortar breast imaging center, the

same example will apply. A patient may be
referred to your breast imaging center after a CBE

was completed with a practitioner.



REPORTING SCREENING
MAMMOGRAPHY VAN ONLY

» For Mammography Van providers, when billing for a screening
mammogram only select the visit type as “Mammogram Only” and mark
the “"Mammography Van” box (next slide)

* Include the name of the facility providing the van and include the word
“Van” by the facility name

= Example: Ellis Fischel Van

AL
MALE (LAET FRIET. WIDOLE MITIL b U
Iriiteal
A [EFS ninwal
CATE OF BIHTH _ CUENT ELGEBLITT VERIFED | 84 = Rescreen
W DO vy | D Y OMa Age (vears) 4 .
METTOR O il (O Aol LBaszoo el -
O Intial CBE only O Anrual CBE snly Navigation Oy
B. BREAST CANCER SCREEMING
R bl i il ALgEs Coeray u
SCREENING BLUE SCREENING BLUE FORM -

FORM - PAPER MOHSAIC



EXAMPLE OF REPORTING SCREENING
MAMMOGRAM ON MAMMOGRAPHY VAN

B 3. Mammagram Results

[1 Reporting Oniy
0 (4] Mammogram not done of CBE done and O (5} Cervical recir onfy, no bReas! senice provioed
Jagnosic workup planned 0 (6] Retemed b drec
(1) RoUEME SMEning mammogranm O {3} Abnormal mammogram done Dy 3 non-program funded provider, pate
(2] Mammogram perfomed 10 evaluate symploms EINOESE SvaUATON (Ente neluls In MIMMOGam Seid a8 Reporting Only)
0 Pemnsoral history of breasl cancer : f
O Previols ADNOMMAl MAMMOGRT PESLILS (fescresn) D clienit FeSTEa FOf GLIgRCEE J !
h oo
Mammography provider facility A -
acits nameery Ellis Fischel Mamm Van
Previous mammogram 0 Yes (1 Mo Unknown  Date of last mammogram Date of this mammogram
L~ T YYYY (L) [= =] YYYY
Type of mammogram O Screening [0 DiagniosSic Tomosynthess Method wused for mammogram 0 Digita [ Conwertional
SMHW mammaogram result check one) (resulfls wih

Left Mg inacs

Lef Righi
Homal O O Megatve (Category 1 Apnpma O O @) Probabiy Benign (Calegory 3
| O (2) Benign Finang (Catsgory 2) 0O 0 4 Sesplcloss Abnormality (Catsgony 4
L 2 anig ng (Category 2
O O (&) Haghly Suggestve of Mallgnancy |Caegory
Furthesr dl - (3] Probuabd C ¥ Mo ]
rd agmum planned for: (3 3 ¥ BBI'II-F1 O e oo UnEaBesaciony-not nlirpheled, repeal (NGE Plid)

FEQuUire aodiona) falow-Lp]

Snly Gfe O adr N3 Mammogran i CORMEN TS )

Uhear

PAPER FORM

r—
C. MAMMOGRAM RESULTS C©

J Reporting Only

{4} Mammogram not done. OR CBE done and
disgnositic workup pending

MOHSAIC FORM

\®} (1) Routine soreening mammaogram

{2} Memmaogram perdformed to evaluate symptoms:

Fersonal history of breast cancer

Frawsies Sbnoemal MEmmograsm nesuls (nescneen)

{5} Carvical record only, no braast servica provided

{8} Refered to Direct Biller for Mammogram

{2} Abnonmal mammogram donae by 8 non-program
funded provider, patient referred in for diagnostic evaluation
{Enter results in Mammaogram field ss Repoding Only)

Ciste Chant Refered for disgnosis

Mamnmogram Prowides Facility

[ELLIS FISCHEL MAMM VAN

Prewious Mammograms

Yes W

Date of Last Mamaogradm

monin| 08

| vesel2018 |




CREENING FORM VS. BREAST
DIAGNOSTIC FORM

Use for a screening mammogram with normal
SBE/CBE findings

Use for the entry of a 6-month diagnostic
mammogram rescreen (typically in response to a
previous “probably benign result or Cat
Imaging”)

Use for entry of diagnostic mammogram with
abnormal SBE/CBE findings

MISSOURI DEPARTMENT OF HEALTH AND SENIOR SERVICES
SHOWME HEALTHY WOMEN (SMHW)
SCREENING REPORT

0. Bax 570
Jefierscn City, MO 65102-0570
(573) 522-2845

AL A T 0, nsi

LLITE SITE (PLAISE ANG ACORESS)

5 PRADER 70 DIRECT SLUNG,

NAME (5T, FIRET. MODLE RATIAL

CANCER SCREENING
B 1. Does client report any BSE symploms? Oves 0o {f TES compiese 62)
B 2. Symptoms Reported By Clent (Check sy mar ansty 71,2 3 or 48 s checked may hive fas
O} Lemg
(3 Nople dscharge
D (3) Shin changes (amping. resmacion, new niaple inverson
uiceration. Fager's usasss

Date of CBE

T —

D (4A) PainfTondorness - Tat sccurence 0

Other (spesify

3. EBE within normal limits and findings Pressnt 81 CBE (check yes o no and ore explamaton]

D4} Wpple er srpssar scalinens o an

g nodes, sisa swling of ueer s

8 5. Mammogram Results

D014) Mammegram nes doms or CBE oone sna
dimgrcate morkes parned
0% Rouine screenirg memmagram
1) Mammogram pemDMed 10 Cuilue syirgram
0 Barscras ratery of beasat cancer
5 Prious abearel —seermogram st (rescrens)

£ Reperting Ondy

aa

TArTPmSaram ane By & e pesgram linsded provides. it reisered n or
agncste euabuslion (Erte: ks in Mamemagram fukd & Raparing O

[ / I

Further disgostic plasned for: (3} Probubly Bengm: O Yes 1 No it
=

Higniy Suggessye ot maligamesy (Casgoy 5
Unsatstacsaeynet naesprated, reoast ivet P
e —

[ Rescreen mammogram punned D e G
it b B 19 f

D 3 B

Diagnostic work-up planned G e
i

Referrad for diagnostic testing/dinect Bl (physcantaciny namer

C1 MR (Hh Risk ONLY . Prior aulherination rageivasd.§ Fe4 LR revuls i Sacton D Camim

MO 580-175% (5:15)

(e

L AL THY BT o
BHEART D44 GHOSIS ARND TRILATMEINT

T ELGBTY VERIED i TCTRLE N | RO ERALTLE | MG 3
£ ¥es O ohe Oves Ome |0ve Ome O PaiA O PaiAandB

T T — D Rescresn ey [CE—p—

O_Insal CBE caly 0 Anrual CBE orly ) Marmnogram anly

OYes O khinromalimis E § e
o ing (MMOCYSIE CHANGER. OFMSS impinass. sy dedned INickining, lenderiess or nodfarty) ¥ LA T iy
0 No - Sus far cancer (Any checked findings requines compiesion of WD (2 degnostic procedures enlered 0o purple brans form . " E - " g T o i
O Dscreta palpsbis mass fincudes masses Sal may b CIiS) Stin dimpiing rewacton; s ripcs (s - .
Ss, poorty dedined Iohening. CYBIC Of Sokd 7 1hAN Lo, PO VBN, LIHNE WWIELG] erse 0 ke anitstersl kb
O Nosk dumare am

s Co—

P
) ) - ;
Mammagraghy provider facility O Mammogram van - 5 ’ 4
ey - | b i
= = . £ 1 i o e

Previous mammogram D ves Mo O umncsn  Date of last mammegram _ Date of this mammogram = | i
|t 5 E LT . i 5
Type of mammogram O Sreeing O Dagreste O Tomosynteesis Mothod used for mammogram 0 Oigtsl O Convers | = - -

SMHW mammogram rosult check crel [resats wilh * requi stonal folow-is) = - =

e — - S — T [rree—
Lo igheiincicate mhy oy ome breast hac mammerae in COMMENTS Lan g :
e e el O O @) Propstiy Banign (Cafegory 3 T g Bt
O O Bengn Findog (Caregorr 2) O O Suspicious Abmonmaity (Calegry 41" wis : v
oo




REPORTING DIAGNOSTIC
RESCREEN (MAMMOGRAM)

MOHASIC Blue Screening Form

RESCREENING
NOTE:

Use when entering a 6-
month follow up
diagnostic mammogram
or rescreen CBE or
cervical abnormalities

after benign
diagnostics.

If 10 months or more
pass from the date of
the annual/initial visit,
patient will need to
meet SMHW criteria for
reimbursement.



MAMMOGRAM RESCREEN
SECTION

RESCREENING NOTE:
Select (2) Mammogram
performed to evaluate

symptoms, previous

¢ mammogram results
(rescreen)

MOHSAIC Blue Screening Form




BREAST AND CERVICAL CANCER
TREATMENT ACT (BCCT) GUIDELINES

Client is enrolled in SMHW prior to tissue biopsy and has a
screening or diagnostic test paid by SMHW

Please note: If the only service reimbursed by SMHW is a
referral fee, the client will not be eligible for

BCCT




BCCT GUIDELINES (CONTINUED)

» Diagnosed with breast and/or cervical cancer, or cervical
precancerous condition through a SMHW provider

= No source of health/medical insurance that covers treatment
(even if a high deductible/Affordable Care Act)

« Meet SMHW eligibility guidelines

= Need treatment for_b_reast and/or_ cervical cancers or
precancerous conditions (next slide)



CLINICAL QUALIFIERS FOR BCCT

BREAST CERVICAL
= Ultrasound of “suspicious * CIN 2/moderate dysplasia®
abnormality”(BI-RADS category -
4)** or “highly suggestive of " CIN 3/severe dysplasia
malignancy” = CIS or AIS *
" (BI-RADS category 5)™ = |nvasive cervical cancer *
= Carcinoma in situ®

= |[nvasive breast cancer®

*ELIGIBLE FOR FULL BCCT
**ELIGIBLE FOR PRESUMPTIVE BCCT
A presumptive BCCT application SHOULD always be submitted first



PRESUMPTIVE (PE) BCCT FORM

MISSOURI DEPARTMENT OF SOCIAL SERVICES
FAMILY SUPPORT DIVISION

BREAST & CERVICAL CANCER TREATMENT (BCCT) TEMPORARY MO HEALTHNET AUTHORIZATION

7

Correct Address

MNancy Jones

(Nams)
123 State Lane
Jefierson City, MO 65109 (Address)
(Address)
(Address)

MO HealthNet Service Center

Dear Nancy

You are eligible for Temporary MO HealthNet based upon your Missouri Show Me Healthy Women
program screening resulls. Your temporary coverage will continue until a decision is made on your
eligibility for on-going MO HealthNet coverage. MO HealthNet can pay for medical services only when
the medical provider you use accepts MO HealthMet payments.

FSD Customer Relations Unit
101 Park Central Square
Springfield, MO 65806

An application for the MO HealthNet Breast & Cervical Cancer Treatment (BCCT) program
based upon your need for breast or cervical cancer treatment is enclosed. Please complete the
application and mail it to the St. Joseph Customer Service Center listed on the back of the
application as quickly as possible. If you fail to complete and return the enclosed application
by the last day of next month, your MO HealthNet coverage will end.

You will receive a MO HealthNet card in approximately five days. Until you receive your MO HealthNet
card, use this letter as proof of eligibility when you go to your doctor, pharmacy or other medical service
provider. If you have questions about MO HealthNet providers or how to get MO HealthNet services,
please call the MO HealthNet Participant Services Unit toll free number at 1-800-392-2161.

E-mail
MRT.ProcessingCenter@dss.mo.gov
Fax: 573-526-9400

If you have any questions pertaining to continuing MO HealthNet eligibility, please call the Family
Support Division Information Center toll free at 1-855-373-4636.

Breast & Cervical Cancer Control Project (BCCCP) Contracted Provider: Bames-Jewish Hospital

Breast & Cervical Cancer Control Project (BCCCP) Eligibility confirmed by: E=i= Smith, RN

Date enrolled in SMHW Dete: FEEE DCN REQUIRED

MO HealthNet Number (DCN)

Name ing Date of Coverage

| | START DATE OF

0510472020 « T

MNancy Jones|

Providers are to veritv MO ¢ orlor 1o services to the above particioant. [ | COVE RAG E I S DATE
OF QUALIFYING
TEST



mailto:MRT.ProcessingCenter@dss.mo.gov

(FULL) BCCT/ BREAST AND CERVICAL
CANCER TREATMENT ACT APPLICATION

ARTMENT OF SOCIAL SERVICES
pniim

FOR OFFICE USE ONLY
ATE AFFLIED

RT DIVISION
O HEALTHNET APPLICATION [F

Complete the top
upper left box.

| Correct Address |

MO HealthNet Service
Center

—_— —— The DCN must be entered

Once a client is enrolled into
BCCT, they are qualified for
full MO HealthNet benefits.

FSD Customer Relations
Unit

101 Park Central Square
Springfield, MO 65806

E -m a i I | e an plete, to the best of my knowledge
MRT.ProcessingCenter@dss. S R ——
m o . gov I 777\77 GALL 1-888-275-5906 IF YOU HAVE ANY QUESTIONS S— |

Fax: 573-526-9400



mailto:MRT.ProcessingCenter@dss.mo.gov
mailto:MRT.ProcessingCenter@dss.mo.gov

AMERICAN SOCIETY FOR COLPOSCOPY
AND CERVICAL PATHOLOGY (ASCCP)
CONSENSUS GUIDELINES

* The American Society for Colposcopy and Cervical Pathology
(ASCCP) user friendly app for guidelines for managing
abnormal cervical cancer screening test. Guidelines and
algorithms can be viewed at https://www.asccp.orqg.

= The mobile phone application is located at
https://www.asccp.org/mobile-app.



https://www.asccp.org/
https://www.asccp.org/

CERVICAL RESCREEN

Pelvic Examination:

A repeat pelvic exam is an option as a rescreen in less than ten (10) months
If the previous abnormal pelvic exam was not within normal limits due to an
abnormal cervical finding.

Pap Test:

Reimbursement occurs when a pap test is in accordance with ASCCP
guidelines.

HPV DNA genot¥pirl1_$s not considered the same as HPV testing. SMHW
does reimburse for HPV DNA genotyping.

HPV DNA specific genotyping 16/18 is an ASCCP option that recommends
being done with normal pap/HPV ﬁosmve. results to determine if further
diagnostic follow-up is needed. The provider can choose not to do
ge{]otypmg and co-test (pap/HPV) in one year. Both are acceptable ASCCP
options.




ABNORMAL CERVICAL
SCREENING RESULTS

» Notify and explain to the client with abnormal screening findings
the need for any additional diagnostic service(s).

» SMHW requires two documented attempts for client follow-up,
on abnormal results.

* Direct telephone communication has been shown to be the
most effective contact.



ABNORMAL CERVICAL SCREENING
RESULTS (CONTINUED)

= [f unable to reach client, a letter should be sent indicating there
IS need for additional diagnostic testing/treatment. For legal
purposes, providers are encouraged to use a certified letter.

* |[f no response is received after the second attempt or the client
refuses further diagnostics and/or treatments, notify your RPC.



ABNORMAL CERVICAL SCREENING
RESULTS (CONTINUED)

= |[f abnormal screening results are pending for ten (10) months or
longer, client eligibility must be checked and a new annual
screening test must be performed prior to the initiation of further
diagnostic studies.

= SMHW will only reimburse for additional diagnostic services if
the client continues to meet SMHW eligibility guidelines and
follow ASCCP guidelines.



LOST TO FOLLOW UP (EXAMPLE)

TEST VERSION

I
101} Mammogram Guided(19281) Mo Add'l Sec Pathology
25) Stereotactic Guided(19253) 1 Add’l Sec Pathology
p US Guided(19235) 2 Add’l Sec Pathology
Mumber of Add'| Lesions 3 Add’l Sec Pathology
(19282, 192584, 19236) hd
Immunohistochemistry, Inifial (58342)
Immunchistochemisiry,
~  Additional {(58341)
Radiological Exam of Specimen?(760938)
St

Biopsy Resu
(Report anly mos
severs resulf)

O (4} Work-up refused (Describe in commepf seclion/Must have signed waiver)

ical protocol - FOR STAFF USE OMNLY)

[{ alignancy ) Irreconcilable {Does not foll

Stalus of Final Diagnosis Date (MMDDYYYY) 05.-’D4f’2(}23|

Mext Breast Cancer Screening Date MMM ™YY

Clear




TRANSPORTATION VOUCHER

SHOWME Transportation Voucher

1Y) | o
R

Omen Trip Date:

FREE :'ppo.intment
. ime:
Breast and Cervical
Cancer Screening

Program Client
Signature:

Removing barriers to life

saving cancer screenings for| Clinic
women. Signature:

Free transportation is available for SMHW participants. Ask the client if
she requires transportation, if she does, document in the patient chart
when you arrange the transportation



TRANSPORTATION (CONTINUED)

SMHW/WW services qualify for transportation
services, including initial office visits, lab visits,
follow-up diagnostic office visits, lifestyle education
sessions, and annual evaluation screenings.

Contact Show Me Healthy Women Staff for travel
vouchers or questions regarding transportation
arrangements.



PATIENT NAVIGATION
ELIGIBILITY CRITERIA

* Females 35-64 years of age
* Income Guidelines at or below 250% of the federal poverty level
= Patient’s insured status

= Client with barriers preventing them from obtaining screening
services.

» "Navigation-Only” status allows payment for navigation services
provided to a woman who meets age and income requirements
and has insurance to pay for screening and diagnostic services.



PATIENT NAVIGATION
(CONTINUED)

* Six CDC required services:

Written assessment of patient barriers to cancer screening
Patient education and support

Resolution of barriers to obtaining screening

Patient tracking and follow-up

Minimum of two (2) preferably more, patient contacts

SR O D —

Data collection to evaluate outcomes of patient navigation



PATIENT NAVIGATION
(CONTINUED)

* A completed screening is the desired and
expected outcome

= A minimum of 2 contacts must be documented

* A current patient history (green) form must be in
MOHSAIC



PATIENT NAVIGATION
(CONTINUED)

*Entry of a screening and/or diagnostic form
will be entered

»SMHW will reimburse $60.00 for each
completed navigation form



REQUEST FROM SMHW FOR
ADDITIONAL INFORMATION

» Diagnostic form without abnormal screening
* [ncomplete form

» Missing a lost to follow up form (enter on the next step form, either
diagnostic breast (purple) and/or diagnostic cervical (yellow)

* Mammogram on incorrect MOHSAIC form (rescreen mammograms)



DIAGNOSTIC WITH A NORMAL
SCREENING

TEST VERSION NORMAL CBE/MAMM DIAGNOSTIC BREAST FOLLOW-UP

B. CLINICAL BREAST EXAM RESULTS Clear (J Reporting onty B. BREAST DIAGNOSTIC PROCEDURES O Reporting Only
Does client report any M . P A Bmfmmr
breast symptoms ? No v dditional Information Required if "YES" Selected Diagnostic Mammagram

CBE WNL Additional Information Required if "NO" Selected

Findings Present at CBE (check only one)

O Conventional ® Digital Tomosynthesis Clear
05/04/2023 oy

Additional Mammographic Views

BENIGN FINDING: (@)
= . ®) \within Mormal Limits

SUSPICIOUS FOR CANCER 1) Benign finding (fibrocystic changes, diffuse lumpiness, clearly defined thickening, tendemess or nodularity)
(Any marked findings requires
completion of two(2)

diagnostic procedures entered L R Clear
on purple breast diagnostic
form)

O 1 O (1} Negative {Category 1)

ozl @ 2 @ (2) Benign Finding (Calegory 2)
C MAMMOGRAM RESULTS  Clear _ Reporting only O 3 O (3) Probably Benign (Category 3)
o mammogram not dane. OR CBE done and U N S S S S O 4 O (4) Suspicious Abnormality (Categary 4)
® (1) Routine screening mammogram (6) Referred to Direct Biller for Mammegram Abnormal O 5 O (3} Highly Suggestive of Malignancy (Category 5)

' (3) Abnormal mammogram done by a non-program

(2) Mammogram perfermed to evaluate symptoms: funded provider, patient referred in for diagnostic evaluation O O fiit i i
y (Enter results in Mammeogram field as Reporting Only) 14 (14) Add]llona] Imaglng andlng {CEtEgDI]I’ o:l

Personal history of breast cancer O i O (7} Unzalisfactory - not interpreted - repeat (not paid)

. . § "
Frevious abnormal mammogram results (rescreen) (B (E FEmeE [ R ee Other

Mammegram Provider Facility |ABC L Mammogram Van
Previous Mammograms Yes ~ Ultrasound 051104;2023 MM/DDIYYY Clear D Rescreen [:] Reporting Only

Date of Last Mammogram munln| 0s | year| 2015 |
Date of This Mammaogram 05/03/2023 MM/DDAYY Y'Y L R
‘ Screening : ! Diagnostic Clear
T f M - _ - i
Jpe ST HsmmesEm L conventienal “® pigital Temesynthesis Left @ Complete O 1 O (1) Negatwe (Galegorﬁr 1}
SMHW Mammogram Result (Check one) Cle O
o RT\HT e O Limited @2 @ (2) Benign (Category 2)
NORMAL ®) yegative (Categery 1)
Benign Finding (Category 2) Right: @ Complete O 3 O {3) Probably Benign (Calegory 3)
Probably Benign (Category 3)
AR ) Suspicious Abnarmality (Gategory 4)° O Limited 8 4 O ) Suspicious Abnormality (Category 4) - Refer lo BCCT
) Highly Suggestive of Malignancy (Category 5)*
! : ) : : 5 ) : .
STAET P ‘ Meed evaluation or Film Comparison -%I-RADS\DJ’ O O ( ) H|gh|y Suggetl'.f& of Ma“gnanw {Categow 5) -Referto BCCT
FETTE: Fme T ™ Fenie AT 7 Unsatisfactory-nof inferpreted. repeat (Not Paid) 7 0
follow-up O O \nsatisfactory - notinterpreted - repeat (not paid)
14 '/ (14} Needs Addilional Evalualion {Category 0)
-____________________________________________________________________




INCOMPLETE FORM EXAMPLE

TEST VERISON MISSING HPV/DNA MISSING INFORMATION

SMHW PAP Test Resul (Select one)

[—— (1) Coesing Screging v e

NORMAL ' (1) Negative for Intraepithelial Lesion or Malignancy

' (2) Infection/Inflamation/Reactive Changes

,-\;‘QB_!\_JORM‘QL . (3) Atypical Squamous Cells of Undetermined Significance (ASC-US) (May have HPV tesf) lek'l Test RESU" I"P‘Ur DNA GEI‘IG[}'pIHg ]a il m POSH‘Wt
Clear ./ (4) Lowgrade SIL (HPV/Mild Dysplasia/CIM 1)

) (5) Atypical Squamous Cells cannot exclude HSIL (ASC-H) * vl ‘ POS”NQ(H@“ R|SK) v [ -YES [ ) 0 [ | NOTDONE

' () Highgrade SIL (with features suspicious for invasion/CIN IHIICIS) *

(T) Squamaous Cell Cancer *

/' (8) Atypical Glandular Cells (including atypical, endocervical adenccarcinoma in SITU and
adenoccarcinoma) *

'/ (9) Adenocarcinoma in situ (AIS)

./ (10) Adenocarcinoma

O Complete the Yes,

Endocervical Cells N o o r N ot D o n e
HPV Proefile: MMDDAYYY |:| Reporting Only

Indication for HPV Test: | (1) Cotesting/Screening v | Clear
HPV Test Result HPV DNA Genotyping 16 ar 18 POSITIVE
Clear - - - : ) ;
|P05|t|Ve(H|Qh Risk) "| Oves Uno U notponed
Rescreen Flanned (less than 10 months) MMAYYY
Diagnostic Work-up Planned (Must be less than 60 days) 06/2023 MMAYYY
Referred for Diagnostic Work-up / Direct Bjler Physician / Facility Name ‘ ABC

COMMENTS _ Maximum length is 1336




EXAMPLE OF LOST TO FOLLOW UP

Diagnostic Breast (Purple Form) Diagnostic Cervical (Yellow Form)

Mammogram Guided(19281) Mo Addl Sec Pathology Status of Final Diagnosis O i
Stereotactic Guided(15283) 1 Add'l Sec Pathology (1) Work-up complete (C-EIITIElEI:E Section C)
US Guided(19285) 2 Add'l Sec Pathology i T Work Pendi
Mumber of Add'l Lesions 3 Add Sec Pathology (2) Work-up Pending
(19282, 19284, 19268) = O] (3) Lozt to Follow-up (Enter Lost to Follow-up Date in Final Diagnosis Date)

Immunchistochemistry, Initial (88342)
Immunchistochemistry,
" Additional (88341)

d (Describe in comment i waiver)

§ O (5) Irreconcilable (Does not
Seamet A7e0se) Status of Final Diagnosis Date (

05/04/2023]

omplete Section C)

C. CERVICAL DIAGMOSIS

Final Diagnosis

I {2) Work-up Pending

@ {3) Lost to Follow-up

be in comment section/Must have signed waiver)

] - BT oes not follow typical protocol - FOR STAFF USE ORMLY)
Mormal/Benign Reactive/lnflammation
Stalus of Final Diagnosis Date (MM/DD/YYYY) |05f’04f202ﬂ |
ng Date MMAYYY HPV/Condylomata
Clear
Cytology for Mipple Discharge(Mot Reimbursed) CIN I'Mild DFS plaSIa.n"l_ﬂw glﬂdﬂ' SIL {B":lp@y Diagnﬂ@ed:l

O MRI (Mot Reimbursed)

CIN ll’lModerate Dysplasia (Biopsy Diagnosed)® refer to BCCT

O HNuclear Scan/Miraluma/BSGI (Mot Reimbursed)

O in Bioy eimburs
Stin Siopsy(Hat Rembursed) CIN Ill/Severe Dysplasia/High Grade SIL/Carcinoma In Situ (CIS), Stage 0 (Biopsy Diagnosed)*

O Ductogram

Single Duct(77053) Multiple Duct{7T7054 Not Reimbursed) Invasive (Biopsy Diagnosed)*

. Single Duct(77053) Multiple Duct(77054 Mot Reimbursed)
Right Left Right

o (1) Negative(Category 1) Other (Use if woman has no cervix for cancer types: Vulval, Vaginal, Endomedtrial, Uterine, Ovarian)




SMHW REGIONAL PROGRAM
COORDINATORS CONTACT

» Mary Young, RN, Kansas City/Northwest Area 816-859-4887

* Missy Rice, RN, Southwest Area 417-693-3409
» Mary Costephens, RN, Southeast Area 573-536-1809
» Lisa Graessle, RN, Central/Northeast Area 573-522-2855

» Margaret Laycock, RN, St. Louis City and Area 314-657-1509



SMHW REGIONAL PROGRAM
COORDINATORS CONTACT
(CONTINUED)

» Mary.Young@uhkc.org

» Missy.Rice@health.mo.gov

» Mary.Costephens@health.mo.gov

» Lisa.Graessle@health.mo.gov

» Margaret Laycock (Laycockm@stlouis-mo.gov)



SHOW ME
It

omen

Missouri Department of Health & Senior Services
Show Me Healthy Women
930 Wildwood Drive, PO Box 570
Jefferson City, MO 65102-0570
Web address:
www.health.mo.qov/showmehealthywomen
Telephone: 573-522-2845




QUESTIONS/COMMENTS

Thank you for attending the
SMHW Annual Provider Training!

QUESTIONS/COMMENTS?7?7?
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