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LEARNING OBJECTIVES

• To review the background and importance of cervical cancer 
screening

• To understand the role of HPV testing in cervical cancer screening

• To review the recommendations for cervical cancer screening in 
general and special populations 



BACKGROUND

• The primary goal of screening is protection from cervical cancer

• Incidence of cervical cancer in the US has decreased > 50% in last 30 
years due to wide spread screening 

• Cervical cancer occurs more commonly in women who have never 
been or have been inadequately screened 
• 50% of women diagnosed with cervical ca have NEVER been screened 

• Additional 10% had not been screened in last 5 years prior to dx 



CERVICAL CYTOLOGY SCREENING TECHNIQUES

• Liquid-based and conventional methods of collecting cervical cells are 
acceptable
• Liquid-based allows for performing cytology, HPV testing and GCCT testing in 

a single specimen

• Exfoliated cells from the transformation zone are collected 

• Blood, discharge and lubricants can interfere with specimen 
interpretation 
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HPV TESTING

• Infection with the oncogenic strains of human papilloma virus is 
necessary for the development of squamous cervical neoplasia 
• Most HPV infections are transient 

• Persistent infections > 1-2 years strongly predict risk of CIN 3 or cancer 
regardless of age 

• HPV 16 has the highest carcinogenic potential

• Indications for HPV testing:
• Reflex testing 

• Co-testing

• Testing should only be performed to detect the presence of 
oncogenic (high-risk)



CASE VIGNETTE # 1

Your patient is a 19 y.o. G2P0020 woman who presents for her annual 
well woman exam.  She is requesting a pap smear today.  

• OBHx: VTOP x 2 
• GYNHx: + remote h/o chlamydia, + h/o HSV, denies fibroids, 

cysts, has never had a pap smear
• PMHx/PSHx: Denies
• Meds: None
• Allergies: NKDA
• SocHx: + cigarette smoker, ½ PPD, + social ETOH, denies illicit 

drug use

Should you perform a pap smear on this patient today?
• NO



INITIATION OF SCREENING

When should cervical cancer screening begin?
• Age 21 

Are there exceptions to this recommendation?
• Yes, women who are infected with HIV or who are immunocompromised

Why do we start screening at age 21?
• The incidence of cervical cancer in this population is very low

• Screening younger women has not decreased rates of cervical cancer and  
may lead to increased anxiety, morbidity and expense



CASE VIGNETTE # 2

Your patient is a 26 y.o. G0 woman who presents for her annual well 
woman exam.  She is requesting a pap smear today.  

• OBHx: Nulliparous 
• GYNHx: Denies h/o STIs, fibroids, cysts.  She reports her last pap 

smear was 3 years ago and was “normal.”
• PMHx/PSHx: Denies
• Meds: None
• Allergies: NKDA
• SocHx: Denies use of tobacco, ETOH, illicit drugs 

Should you perform a pap smear on this patient today?
• YES



TIMING OF SCREENING

What test should be performed for screening and how often?



CASE VIGNETTE # 3

Your patient is a 67 y.o. G2P2 woman who presents for her annual well 
woman exam.  She is requesting a pap smear today.  

• OBHx: FT NSVD x 2 
• GYNHx: Denies h/o STI, fibroids, cysts.  She reports no h/o abnormal 

pap smears and her last pap was 3 year ago and was 
NILM/HPV negative 

• PMHx/PSHx: Denies
• Meds: None
• Allergies: NKDA
• SocHx: Denies use of tobacco, ETOH, illicit drugs 

Should you perform a pap smear on this patient today?
• NO



DISCONTINUATION OF SCREENING

At what age is it appropriate to discontinue screening?
• 65 y.o. 

What criteria MUST be met in order to discontinue screening in this 
population?

• Must have evidence of adequate prior negative screenings and NO h/o CIN 2 
or greater
• Three consecutive negative cytology results or two consecutive negative cotest results 

within the previous 10 years
• The most recent test must have occurred within the last 5 years

Why do we choose this age to discontinue screening?
• Low risk of progression to cancer in this population with newly acquired 

infections



DISCONTINUATION OF SCREENING

When is it appropriate to discontinue screening for women who have 
had a total hysterectomy?

• In women who have had a total hysterectomy (with removal of the cervix) 
and have NEVER had CIN 2 or greater, routine cytology and HPV testing 
should be discontinued and NOT RESTARTED FOR ANY REASON

• Vaginal cytology screening in this group has a small chance of detecting an 
abnormality, and the test has a very low positive predictive value. 



CASE VIGNETTE # 4

Your patient is a 17 y.o. G0 woman, HIV positive, who presents for her 
annual well woman exam.  

• OBHx: Nulligravid
• GYNHx: Denies h/o STIs, fibroids, cysts.  She became sexually active 

at age 16 and has had only 1 sexual partner.  She has never 
had a pap smear. 

• PMHx/PSHx: Congenital HIV 
• Meds: None
• Allergies: NKDA
• SocHx: Denies use of tobacco, ETOH, illicit drugs

Should you perform a pap smear on this patient today?
• YES 



SCREENING STRATEGIES IN HIV + AND 
IMMUNOCOMPROMISED PATIENTS

• Women with the following risk factors may require more frequent 
screening than recommended for the general population at 
average-risk:
• Women infected with HIV 
• Women who are immunocompromised (e.g. those who have received a solid 

organ transplant)
• Women exposed to diethylstilbestrol in utero
• Women previously txed for CIN 2, CIN 3 or cancer 

• No studies or major society recommendations exist to guide 
screening in immunocompromised women because of non-HIV 
causes 



SCREENING STRATEGIES IN HIV + AND 
IMMUNOCOMPROMISED PATIENTS

Initiation
• Within 1 year of onset of sexual activity or 
• Within first year after HIV dx if already sexually active 
• No later than 21 years old 

Women < 30 y.o. 
• If initial cytology normal 🡪 repeat in 12 months 
• Three consecutive annual cytology results 🡪 q3yr cytology

Women > 30 y.o. 
• Three consecutive annual cytology results 🡪 q3yr cytology OR
• One negative cotest result 🡪 any cervical cancer screening in 3 years 

Discontinuation
• Screening should be continued throughout a woman’s lifetime



SOCIAL DETERMINANTS OF HEALTH

Race, 
socioeconomic 
status, and 
region strongly 
influence 
cervical cancer 
outcomes. 

NH Black and Hispanic 
women have higher 
incidence and mortality 
rates and lower survival 
rates than white women.

Cervical cancer incidence
and mortality rates are 
higher in rural and 
nonmetropolitan areas 
than in metropolitan 
areas

Improving access to screening services and follow-up of abnormal tests in rural areas and among 
minority women can affect stage at diagnosis and overall cervical cancer incidence and may serve 

to diminish the racial/ethnic differences in cervical cancer survival.



EPIC .PHRASE

BBonCervicalCaScreening
Description: Cervical cancer screening timing 

Recommended cervical cancer screening intervals were discussed with the 
patient today.  Given the patient’s age and timing of her last pap smear 
(last pap smear date and result***), a pap smear (was/was not***) 
performed today.  
We briefly discussed possible outcomes of the pap smear and possible 
need for follow up depending on results.  
The patient was informed that a letter will be sent to her home with a 
normal pap smear result.  If any abnormalities are detected, the patient will 
receive a phone call from a clinical staff member with those results and 
recommendations for follow up.  
All questions were answered to the patient’s satisfaction.  



CODING AND BILLING

• Diagnostic Codes (ICD-10) 

• Z12.4 Encounter for screening for malignant neoplasm of cervix

• Z12.72 Encounter for screening for malignant neoplasm of vagina 

• Z01.419 Encounter for gynecologic examination (general) (routine) 
without abnormal findings 

• WWE including screening cervical pap smear 



HISTORY EXAM MEDICAL DIAGNOSIS MAKING CODE APPLICABLE GUIDELINES

Problem focused:
- Chief complaint
- HPI (1-3)

Problem focused:
- 1 body system

Straight forward:
- Diagnosis: minimal
- Data: minimal 
- Risk: minimal

99201

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Expanded problem focused:
- Chief complaint
- HPI (1-3)
- ROS (1-3)

Expanded problem focused:
- Affected areas and others

Straight forward:
- Diagnosis: minimal
- Data: minimal 
- Risk: minimal

99202

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4)
- ROS (2-9)
- Past, family, social history (1)

Detailed:
- 7 systems

Low:
- Diagnosis: limited
- Data: limited
- Risk: low

99203

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (3)

Comprehensive:
- 8 or more systems

Moderate:
- Diagnosis: multiple
- Data: moderate
- Risk: moderate

99204

- Personally provided
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (3)

Comprehensive:
- 8 or more systems

High:
- Diagnosis: extended
- Data: extended
- Risk: high

99205

- Personally provided
- Physicians at teaching 

hospitals

CODING AND BILLING – NEW PATIENT



HISTORY EXAM MEDICAL DIAGNOSIS MAKING CODE APPLICABLE GUIDELINES

Expanded problem focused:
- Chief complaint
- HPI (1-3)

Problem focused:
- 1 body system

Straight forward:
- Diagnosis: minimal
- Data: minimal 
- Risk: minimal

99212

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Expanded problem focused:
- Chief complaint
- HPI (1-3)
- ROS (1)

Expanded problem 
focused:
- Affected area and others

Low:
- Diagnosis: limited
- Data: limited
- Risk: low

99213

- Personally provided
- Primary care exception
- Physicians at teaching hospitals

Detailed
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (3)

Detailed:
- 7 systems

Moderate:
- Diagnosis: multiple
- Data: moderate
- Risk: moderate

99214

- Personally provided
- Physicians at teaching hospitals

Comprehensive
- Chief complaint
- HPI (4+)
- ROS (10+)
- Past, family, social history (2)

Comprehensive:
- 8 or more systems

High:
- Diagnosis: extended
- Data: extended
- Risk: high

99215

- Personally provided
- Physicians at teaching 

hospitals

CODING AND BILLING – ESTABLISHED PATIENT
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