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Q: Which members are included in the sample? 
A:  
 Women 21-64 years of age, and 
 Had one or more Pap smear in 2010, 2011, or 2012. 

 

Q: What codes are used? 
A: Codes used to identify Cervical Cancer Screening: 

CPT CODES: 88141-88143, 88147, 88148, 88150, 88152-88155, 88164-88167, 

88174, 88175 
HCPCS:G0123, G0124, G0141, G0143-G0145, G0148, P3000,P3001, Q0091 

     LOINC: 10524-7, 18500-9, 19762-4, 19764-0, 19765-7, 19766-5, 19774-9, 33717-0, 
      47527-7, 47528-5 
     ICD-9 CM CODE: 91.46 

UB-92 REVENUE CODE: 0923 

      
     Codes to Identify Exclusions for Cervical Cancer Screening: 
     Surgical Codes for Hysterectomy 

CPT CODES: 51925, 56308,57540,57545,57550,57555,57556, 58150, 58152, 

58200,58210, 58240, 58260, 58262, 58263, 58267, 58270, 58275, 58280, 58285, 
58290-58294, 58548, 58550, 58551, 58552-58554, 58570-58573, 58951, 58953-
58954, 58956, 59135.  ICD-9 CM Procedure: 68.4-68.8 
ICD-9 CM Diagnosis CODES: 618.5, V67.01, V76.47, V88.01, V88.03 

 

Q: What documentation is needed in the medical record? 

A:  Documentation must include both of the following criteria: 
 a note indicating the date test was performed, and  
 the result or finding 

 

Q: What type of medical record is acceptable? 

A: Acceptable document: (Completed in 2010, 2011, or 2012) 
 Cytology report /Pap Smear (Lab), and/or 
 Chronic Problem List with documentation of pap smear date or h/o hysterectomy 
 Progress note or consultation - notation of date and result of Pap smear or 

documentation of a history of hysterectomy 
 

Q: How to improve score for this HEDIS measure? 

A:  
 Use of correct diagnosis and procedure codes 
 Timely submission of claims and encounter data 
 Ensure proper documentation in medical record 
 Hysterectomy - documentation will assist in excluding from the HEDIS sample 

 


