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The Breast and Cervical Cancer Provider Manual  
 

The Utah Breast & Cervical Cancer Screening Program (UCCP) is a program within the Utah 
Department of Health. 

Utah’s breast and cervical cancer screening rates are significantly below the national average. 
Only 63% of Utah women aged 40 or older have had a mammogram in the last 2 years, as 
compared with 72.3% of U.S. women (IBIS, 2018), and only 63.4% of adult Utah women have 
had a pap test to screen for cervical cancer in the last 3 years, as compared with 71.7% of U.S. 
women (IBIS, 2018). Not only are Utah women being screened for cancer at lower rates than 
the national average, there is an additional significant disparity in breast and cervical cancer 
screenings for women who do not have health care coverage or insurance. Only 47.7% of 
uninsured women received recommended mammograms, and only 52% received 
recommended pap tests in 2018 (IBIS, 2018). 

Through funding from the National Breast and Cervical Cancer Early Detection Program 
(NBCCEDP), the Utah Breast & Cervical Cancer Screening Program provides breast and 
cervical cancer screenings to Utah women aged 40-64 who have a moderate income, and are 
uninsured or underinsured. NBCCEDP requires  75% of funding be spent for women age 50 
and older and 25% of funding be spent for women age 40 – 49.The UCCP contracts with 
surgeons, obstetricians, gynecologists, for reimbursement for specified clinical services. 
Providers are reimbursed at Medicare rates. 

The purpose of this manual is to provide standardized guidelines for breast and cervical cancer 
screening services for eligible UCCP participants.  

Each screening provider must have a designated staff member who is responsible for receiving 
UCCP memorandums, programmatic updates, and for distributing this information to the 
appropriate staff. It is the responsibility of each clinic to keep UCCP updated with the 
designated contact person. Each screening provider agrees to allow the UCCP to provide 
continued in-service training to existing staff members and to new employees to assure program 
compliance.    
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Acronyms 
 
ACOG- American College of Gynecology 

ACS- American Cancer Society 

ASCCP - American Society for Colposcopy and Cervical Pathology 

ACR - American College of Radiology 

BI-RADS – Breast Imaging Reporting and Data System 

BRFSS- Behavioral Risk Factor Surveillance System  

CBE - Clinical Breast Exam 

CDC - Centers for Disease Control and Prevention 

CIN – Cervical Intraepithelial Neoplasia 

DOB - Date of Birth 

EBI - Evidence Based Intervention 

HRC - Health Resource Center 

IBIS - Indicator-Based Information System 

LEEP – Loop Electrosurgical Excision Procedure 

LMP – Last Menstrual Period 

MOA - Memorandum of Agreement 

NCCN - National Comprehensive Cancer Network 

NCI - National Cancer Institute 

NBCCEDP - National Breast and Cervical Cancer Early Detection Program 

SEER - Surveillance, Epidemiology, and End Results Program 

SES – Socioeconomic Status 

UCCP - Utah Breast & Cervical Cancer Screening Program 

USPSTF - United States Preventive Services Task Force 
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Breast Health in Utah 
 

Breast cancer is the most commonly occurring cancer in U.S. women (except for basal 
and squamous cell skin cancers) and the leading cause of female cancer related death in Utah 
(IBIS, 2020). The National Cancer Institute (NCI) estimates that women living in the United 
States have a 12.9%, or a one in eight, lifetime risk of being diagnosed with breast cancer (NCI, 
2020). Estimated risk is an average risk for all women. Individual risk factors include, among 
others, age, family history, reproductive history, hormonal fluctuations, race, and ethnicity.  

 
According to the American Cancer Society (ACS), breast cancer death rates have been 

steady in women younger than 50, but have continued to decrease in older women. From 2013 
to 2018, the death rate went down by 1% per year. These decreases are believed to be the 
result of finding breast cancer earlier through screening and increased awareness, as well as 
better treatments. 

 
However, rates for breast cancer screening in Utah are low. According to the national 

Behavioral Risk Factor Surveillance System (BRFSS) survey, only 64% of women age 40+ 
reported that they had received a recommended mammography screening, compared to a US 
average of 70.9% (IBIS, 2019). Not only are Utah women being screened for cancer at lower 
rates than the national average, there is an additional significant disparity in breast cancer 
screening for women who do not have health care coverage or insurance. Only 47.7% of 
uninsured Utah women received mammograms in 2018 (IBIS, 2018). In the American Cancer 
Society’s latest state rankings, Utah ranked 46th in the nation for female breast cancer 
screenings (ACS, 2018).  
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Cervical Cancer Health in Utah 
 

Cancer of the uterine cervix is the third most common gynecologic cancer diagnosis and 
cause of death among gynecologic cancers in the United States. Cervical cancer has lower 
incidence and mortality rates than uterine corpus and ovarian cancer, as well as many other 
cancer sites. It has been found that infections of Human papillomavirus (HPV) are central to the 
development of cervical neoplasia and can be detected in 99.7% of cervical cancers. The most 
common histologic types of cervical cancer are squamous cell (69% of cervical cancers) and 
adenocarcinoma (25%). The HPV vaccine protects against the HPV types that most often cause 
cervical cancer. Women who have had an HPV vaccine still need to have routine Pap smears 
because the vaccine does not fully protect against all the strains of the virus and other risk 
factors that can cause cervical cancer. 
 
 

Cervical cancer is one of the most curable cancers if detected early through routine 
screening. While incidence rates of cervical cancer (4.5 cases per 100,000 women) and its 
associated mortality (2 deaths per 100,000 women) in Utah are relatively low, an alarming 
downward trend in cervical cancer screenings has been observed. Cervical cancer screening 
rates in Utah have fallen from 82% of women being screened in 2000 to only 59% in 2019 (IBIS, 
2021). Not only are Utah women being screened for cancer at a lower rate than the national 
average, there is an additional significant disparity in cervical cancer screenings for women who 
do not have health care coverage or insurance. Only 52% of uninsured Utah women received 
recommended pap tests in 2018 (IBIS, 2018). In the American Cancer Society’s latest state 
rankings, Utah ranked one of the lowest states in the nation at 52nd for cervical cancer 
screenings (estimates which included some local territories as well as states) (ACS, 2018). 
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Provider Participation  
 
Healthcare providers in the state have an opportunity to participate in the Utah Breast & 
Cervical Cancer Screening Program (UCCP). Providers who participate in the program adhere 
to the following:  
 

● Will follow guidelines given in the Americans with Disabilities Act (ADA) including 
associated regulations and policies and Civil Rights laws, regulations and policies, which 
includes providing reasonable accommodations to those with disabilities and displaying 
required notices of rights. 
 

● Sign a Memorandum of Agreement (MOA). The MOA allows healthcare providers to 
participate in the UCCP by agreeing to follow the procedures outlined in the MOA and 
this Program Manual.  
 

● Accept the fee schedule. See the Compensation and Billing Section (Appendix C) for a 
complete list of services and the program’s reimbursement rates. Rates are updated 
yearly.  
 

● Submit for reimbursement of procedures according to program guidelines. Procedures 
are reimbursed for enrolled patients according to the guidelines set by the program’s 
funder, the Centers for Disease Control and Prevention (CDC). These guidelines are 
designed to meet the greatest public health need.  
 

● Participate in financial and program clinical review to meet quality assurance 
requirements, including scheduled site visits by the UCCP staff.  
 

● Supply needed data about those screened to UCCP in a timely manner. This manual 
describes all documentation needed to participate in the program.  

 
● Assure, to the extent practicable, that each patient with abnormal findings receives 

appropriate treatment and follow-up, either on site or through referral. Clinics must make 
three (3) attempts to ensure follow-up in a timely manner.  
 

● The provider will make medical decisions regarding follow up and treatment 
recommendations. 
 

● Utilize only UCCP contracted providers for referral of patients with abnormal findings.  
 

● Discuss with patients, services that are not covered by the program and how those 
services will be paid for. 
 

● Maintain appropriate state and federal occupational and facility licenses and 
certifications required to perform the services provided.  
 

● Assure that healthcare providers serving patients of the program have a valid, current 
license, certification, or registration to practice their profession or occupation, as required 
by state statutes.  
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● Maintain professional liability insurance to cover the services provided.  
 

● Assure staff participation in professional continuing education and training necessary to 
provide competent breast and cervical cancer screening such as, standard of care 
services, education about individuals with a high risk of breast and cervical cancer, 
dense breast tissue, etc.  

● Verify the spelling of each patient’s legal name and date of birth on the enrollment form 
using the patient’s ID. 
 

● Actively recruit eligible patients to receive services through the UCCP. 

 

** The UCCP does not provide training or CEU’s for breast and cervical cancer 
screening. 
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Improving Cancer Screening Rates 
 
Evidence-based Interventions (EBIs) as defined by the Centers for Disease Control (CDC) are 
strategies including cancer screening interventions, which improve the quality of cancer 
screening and increase the number of people screened.  
 
UCCP provides free quality improvement technical assistance with the implementation of EBIs 
in your healthcare setting by working with our trained Health System Specialist. The process 
begins with an assessment of your system including the collection of clinic baseline cancer 
screening data. The data collected from the assessment will allow our staff to identify gaps, 
recommend interventions and create process maps to ensure success with improving cancer 
screening rates in your clinic. Funding may be available for qualifying clinics. 
 
The following EBIs include actions designed to reach patients and those designed to reach 
health care providers: 
 
Client-Oriented Interventions 
 

Client (patient) reminders 
 

This EBI is a message advising a patient that he or she is due for a cancer screening 
test. Patient reminders can be written messages (letter, postcard, e-mail, or text) or a 
telephone call made by a person or an automated service. The goal is to prompt patients to 
schedule an appointment for screening. 

 
Actions - interventions and supportive activities:  

• Offer to schedule cancer screenings for a patient during a clinic visit 
• Contact patients to schedule screenings 
• Send reminders about appointments and tests 
• Provide support to help patients overcome barriers and prepare for tests 

 
Reducing structural barriers 

 
This EBI is designed to lessen or eliminate non-economic obstacles that make it difficult for 
people to access cancer screening. Reducing structural barriers increases access to cancer 
screening. Examples include: 

• Modifying hours of service to meet client needs 
• Offering services in alternative or non-clinical settings such as mobile mammography 

vans at worksites or in residential communities 
• Eliminating or simplifying administrative procedures and other obstacles; for 

example, offering scheduling assistance, patient navigation, transportation, 
dependent care, translation services, or decreasing the number of clinic visits 

 
Actions - interventions and supportive activities:  

• Reduce paperwork 
• Help patients schedule appointments 
• Offer screening at more locations 
• Expand clinic and screening hours 
• Provide transportation 

https://www.cdc.gov/screenoutcancer/interventions/client-reminders.htm
https://www.cdc.gov/screenoutcancer/interventions/client-reminders.htm
https://www.cdc.gov/screenoutcancer/interventions/reducing-structural-barriers.htm
https://www.cdc.gov/screenoutcancer/interventions/reducing-structural-barriers.htm
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• Provide translation services 
• Provide child care 

 
Other client-oriented interventions  

 
Other interventions include the use of small media (like videos, brochures, or newsletters) 
and one-on-one or group education to motivate people to get screened. Health care systems 
can also give vouchers, reimburse costs, or reduce co-pays to remove economic barriers for 
patients. 

 
Provider-Oriented Interventions 
 

Provider reminders  
 

This EBI informs health care providers that a patient is due or overdue for a cancer screening 
test, either during or just before a scheduled encounter. Provider reminders help ensure that 
patients due for cancer screening receive a screening referral or recommendation. 

 
Actions - interventions and supportive activities:  

• Put stickers or notations on the medical charts of patients or program electronic 
health records to send alerts to providers 

• Every day, print a list of patients who are due for cancer screening 
 

Provider assessment and feedback 
 

This EBI assesses providers’ performance in delivering or offering cancer screening to 
clients and presents providers with the results of this assessment. The goal of provider 
assessment and feedback is to motivate providers to increase cancer screening 
recommendations to patients. 

 
Actions - interventions and supportive activities: 

• Track screening numbers for clinics and individual providers 
• Review clinic policies and practices 
• Tell providers how many of their patients are screened and receive follow-up care 

 
To receive free EBI quality improvement assistance to improve cancer screening rates in 
your clinic, contact UCCP and ask to speak to our Health System Specialist. 
 
Reference  
 

https://www.cdc.gov/screenoutcancer/ebi-planning-guides/index.htm 

 

https://www.cdc.gov/screenoutcancer/interventions/provider-reminders.htm
https://www.cdc.gov/screenoutcancer/interventions/provider-reminders.htm
https://www.cdc.gov/screenoutcancer/interventions/provider-assessment-and-feedback.htm
https://www.cdc.gov/screenoutcancer/ebi-planning-guides/index.htm
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UCCP Clinical Flow for Pre-registration Clinics- English 
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UCCP Clinical Flow for Pre-registration Clinics - Spanish 
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Client Eligibility 

In order to be eligible for enrollment into the UCCP, a patient must meet the following eligibility 
criteria.  

● Women between the ages of 40-64 are eligible for both breast and cervical cancer 
screening services. 
 

● Patients who are 65 years or older and not eligible for Medicare Part B or not enrolled in 
Medicare Part B are eligible for breast screening services. 

● Women between the ages of 21-39 who have never had a life time pap, or their last pap 
was 10 or more years ago are eligible for cervical cancer screening only through UCCP. 
 

● Living at or below 250% of poverty according to the federal poverty guidelines. See 
Appendix A. 

  
● Uninsured or underinsured (have a deductible or co‐payment). The UCCP can also 

serve those who have insurance but will act as the payer of last resort in these 
scenarios. 
 

● A Utah resident residing in the state of Utah or a border town of Utah with limited access 
to breast and cervical cancer screening services (such as Mesquite, Colorado City, etc.) 
and who will continue to be in the area for at least 3 months. 

UCCP will make decisions on eligibility on a case by case basis for the following patients. 
Please call UCCP for guidance: 
 

● Women between the ages of 21 and 39 who are having breast symptoms and in need of 
CBE and diagnostic service. 

● Transgender individuals  

UCCP is unable to provide any services to the following patients:  

● Male patients who may require breast cancer screening services 
 

● Women who are currently pregnant or lactating  

Eligibility in the UCCP is valid for 12 months. All patients can re‐enroll every 12 months for 
clinical screening, provided they continue to meet the eligibility criteria.  

  



13 
 

Covered Services 
 

● Clinical screening visit including clinical breast exam and BeWise Services (where 
available) 

● Screening mammograms 
● Diagnostic mammogram services 
● Screening MRI for high risk individuals (pre-authorization is required through the UCCP) 
● Referral for direct diagnostic services (see page 25 for details) 
● Breast biopsy 
● Pap tests 
● Colposcopy 
● Surgical consults 
● Referral to Medicaid for Breast or Cervical Cancer Treatment 

 
Please note the UCCP does not make medical decisions regarding patient follow-up and 
treatment. The UCCP will act as a payer for eligible services. (See Appendix C for specific 
covered CPT codes) 
 
UCCP does not cover: 

● STI screening 
● Family Planning screening 
● Cervical cancer screening following a total hysterectomy (call the UCCP for exceptions) 
● Treatment for breast or cervical cancer 
● Treatment for abnormal pap screening 
● Colposcopy if cervix is not present 

 
(See Appendix B and Appendix C for covered services) 
 
 
The UCCP is required to reimburse clinics for CBE, Pap test and/or mammograms. If 
none of these services are provided, a clinic will not be reimbursed.  
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Pre-Registration  
 
Pre-registration is a process for patients who are prequalified by the Health Resource Center 
(HRC) at the Utah Department of Health and have met the age, income, and other eligibility 
criteria for the UCCP.  All patients seen at a clinic site must be pre-registered before being seen 
by a provider at the clinic. Clinics who have access to the UCCP Tracker do not use Pre-
registration. Call 1-800-717-1811 to pre-register. 
 
What HRC asks the patient: 

● Demographics (i.e., Name, date of birth, address, phone number, email) 
● Estimated household income 
● Tobacco use 
● Breast concerns and mammogram history 
● Cervical concerns and pap test history 
● To sign electronic consent to participate in program  

 
What HRC tells the patient: 

● Clinic address and phone number 
● Date and time of appointment 
● Remind patients that proof of income may be required per clinic protocol 
● There is no charge for services provided by the UCCP  

 
What HRC sends to clinic (via secure email or fax); (copies of all forms are found in Appendix 
D): 

● Clinical form that details services the patient is eligible for 
● Mammogram Payment Voucher 
● Pap Requisition form (if indicated)  
● High Risk Assessment form  

Incorrect information on all forms (i.e., spelling of name, DOB, address) must be crossed out 
and corrected by the clinic prior to faxing to the screening facility and the UCCP. 
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Determining Income 
Women served through the UCCP must be at or below the 250% federal poverty level 
guidelines. Income is asked during the registration process and may be verified according to 
clinic policy.   
 
Income is gross annual income (before taxes and deductions) and must include all sources of 
income. Income may be verified using pay stubs, bank statements, and/or W-2s. The options 
below follow Medicaid guidelines: 

 
● When determining the patient’s income limit, the household size used includes a spouse 

and any children living in the home. Each child can be counted through the month the 
child turns 19. 

a. If a spouse lives away for work, it will be considered a “temporary absence” and the 
spouse’s income will be included. 

b.   If a child less than age 19 lives away at college or for other reasons, and is being 
supported by the household, it will be considered a “temporary absence” and the 
child will be counted as part of the household size. 

c.  Countable income includes patient’s disability checks.  Children or dependents’ 
disability income does not count as countable income. 

d.   If a patient earns wages at a certain block of time in a year, such as a seasonal 
worker, average the total income over 12 months. 

 
● Alimony is countable.  
● Child support is not countable. 
● SNAP benefits are not countable as income. If an individual is receiving SNAP benefits, 

she will automatically meet the income test. 
● For women reporting no income, follow your clinic policy.  
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Components of Breast Cancer Screening 
  
There are two main components of breast cancer screening: 

1. Clinical Breast Examination (CBE) 
2. Age-appropriate mammogram 

 
Clinical Breast Exam (CBE) 
 A Clinical Breast Exam (CBE) is not mandatory to receive a screening mammogram. The 
purpose of the CBE is to assess breast health status. A CBE should be thorough. The 
examination may be done as part of a general exam or as a separate exam for asymptomatic or 
symptomatic women. A CBE must be done for all symptomatic patients needing diagnostic 
orders. 
  
Age-appropriate mammogram 
Mammography is the best way to detect breast cancer in its earliest, most treatable stage— 
an average of 1–3 years before a woman can feel a lump (Duffy, 2012; National Cancer 
Institute, 2016). Mammography also locates cancers too small to be felt during a clinical 
breast examination. For more information regarding mammograms, including the difference 
between screening and diagnostic mammograms, please refer to Appendix F. 
 
Current Recommendations for Breast Screenings for Average-Risk Women 
Aside from genetics and personal and family history, there is no consensus on age for 
mammography screening, especially for women between the ages of 40 and 49. The Utah 
Cancer Control Program follows the American College of Radiology (ACR) guidelines. For more 
guidance on ARC guidelines please go to the following link: www.acr.org. 
  

http://www.acr.org/
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Breast Cancer Risk Factors 
 
All women should undergo a risk assessment to determine if they are at high risk for breast 
cancer. The first step in determining a risk category, is to assess for major risk factors, to 
identify women at average risk, and to identify the smaller number of women at moderate or 
high risk of developing breast cancer in their lifetime. The risk categories are delineated 
according to the lifetime risk of being diagnosed with breast cancer (not according to the risk of 
dying due to breast cancer).  
 
Although there is no standardization or consensus about the exact percentages of lifetime risk 
of developing breast cancer within each risk category, generally they are as follows: average 
(less than 15%), moderate (approximately 15 to 20%), or high (greater than 20%) lifetime risk. 

 Major factors used to determine a risk category, based on a patient’s history, are: 

• Personal history of ovarian, peritoneal (including tubal), or breast cancer 
• Family history of breast, ovarian, or peritoneal cancer 
• Genetic predisposition (if the patient’s BRCA or other genetic marker status is 

known)   
• Radiotherapy to the chest before age 30 
• Ashkenazi Jewish Heritage 

All these are in congruence with high risk criteria with the National Breast and Cervical Cancer 
Early Detection Program (NBCCEDP).  

Women who have none of these risk factors are usually considered at average risk. Most 
women are in this average-risk category, with an average lifetime risk of being diagnosed with 
breast cancer estimated at 12.4 percent. It is important to remind patients that this is the risk of 
being diagnosed with breast cancer, not of dying from breast cancer.  

 

  



18 
 

Clinical use of risk prediction models 
 
The United States Preventive Services Task Force (USPSTF) recommends one of five simple 
screening tools (Appendix E). 

● Ontario Family History Risk Assessment Tool (FHAT)  
● Manchester Scoring System  
● Referral Screening Tool (RST) 
● Pedigree Assessment Tool (PAT) 
● Family History Screen (FHS-7)  

 
A comparative analysis is seen below: 
Model Name Positive 

Predictive 
Value 

Negative 
Predictive 
Value 

Sensitivity Specifici
ty 

Study reference 

Pedigree 
Assessment 
Tool (PAT) 

0.63 1.0 100 93 Hoskins et al,20061 

Family History 
Screen-7 

0.63 1.0 88 56 Ashton-Prolla, et al2 

Referral 
Screening Tool 
(RST) 

0.8 0.92 81 92 Bellcross et all, 20093 

Manchester 
Scoring System 

 0.2 0.95 87 66 Evans et al, 20044 

0.24 0.95 92 33 Antoniou et al, 20085 

- - 58 71 Panchal et al, 20086 

Ontario Family 
History 
Assessment 
Tool (FHAT) 

0.31 0.97 94 51 Gilpin et al, 20007 

- - 70 63 Panchal et al, 20086 

 
 
For standardization: Based on the information above, the UCCP recommends using the 
Pedigree Assessment Tool (PAT). This assessment tool is conveniently located on the High 
Risk Assessment form sent to your clinic when the patient is registered. (see Appendix E) 
 
Risk Factor Score 
Breast cancer at age ≥50 years Total number x 3 
Breast cancer at age <50 years Total number x 4 
Ovarian cancer at any age Total number x 5 
Male breast cancer at any age Total number x 8 
Ashkenazi Jewish heritage Total number x 4 
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Breast Screening Procedures 
 
Collect a thorough breast history. The decision to perform a CBE should be based off clinician 
preference, clinic protocol and appropriately documented on the mammogram referral form.  
 
A patient with breast symptoms such as skin changes, nipple discharge, axillary 
lymphadenopathy in the absence of other etiology, and unilateral focal breast pain must have a 
diagnostic mammogram order.  
 
Document breast implants on the mammogram payment voucher so that appropriate 
accommodations may be made by imaging facilities.  
 
Upon completing the clinic visit, schedule the patient for her mammogram. An appointment 
must be made before the patient leaves the clinic. The mammogram appointment must 
be 21 days or less from the patient’s clinic visit (call UCCP if appointment is outside 
these parameters). 
 
Give a copy of the mammogram payment voucher to the patient.  
 
Fax the mammogram payment voucher to the imaging facility.  
 
A list of participating mammography facilities can be found in Appendix H.  

 
Fax the completed high-risk assessment and mammogram payment voucher to 801-536-0172 
at the end of the patient’s appointment. 

 
Educate the patient on the following: 

 

 
 

Patient education at time of the visit.  
 
Instruct the client to take and present the mammogram payment voucher to the 
imaging facility. This is proof of payment for her mammogram.  
 
Remind the client to present to the imaging facility the SAME ID card used during clinic 
visit.  If applicable to take her insurance card to the facility.  
 
Educate the client that the mammogram payment voucher is only valid for 60 days from 
clinic date. Additional testing such as additional views, ultrasound, and biopsies must be 
completed within 60 days of clinic visit.  
 
Educate client how to prepare for mammogram test: Deodorant, lotions or powders 
should not be used prior to the test. If the client is uncomfortable after the 
mammogram, recommend she take an over-the-counter pain medication such as 
acetaminophen (Tylenol) or ibuprofen (Advil, Motrin, others).  
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Breast Cancer Screening Frequently Asked Questions 
 
1. Is it appropriate to order a mammogram for a patient who is breastfeeding? 

 
The UCCP does not provide services for lactating women. Mammograms for lactating 
women should be discussed with the patient to weigh risk vs benefit. Unfortunately, UCCP 
cannot pay for this service if clinically recommended. 

 
2. If a patient receives a BI-RADS-0 (add-views) mammogram and then receives a benign 

result with a recommendation of return to annual screening, from which date is the annual 
screening based?  From the initial mammogram or the additional imaging (add view) 
mammogram? 

 
The annual screening will be based off of the most recent mammogram, which is the 
additional imaging (add-views) mammogram.  
 

3. A complaint of breast pain (mastalgia). What should I do? 
 

First, get a thorough health history from the patient. Does the pain occur at the time of her 
menstrual cycle? Is it bilateral? It is important to note that breast pain is common. Up to 70% 
of women in Western societies will experience it sometime during their lives. Cyclical breast 
pain affects two thirds of patients with true mastalgia. Cyclical pain is associated with 
hormone fluctuations of the menstrual cycle. If cyclical, a routine screening mammogram is 
indicated. Please specify that the pain is cyclical in the mammogram payment voucher; if 
not, the patient will be turned away until an appropriate order is written.  

 
If the pain is noncyclical, focal, unilateral, or bilateral, a diagnostic mammogram should be 
ordered. It is important to specify that the pain is noncyclical and on which side the pain is 
located. These recommendations are obtained from the American College of Radiology.  

 
4. If a patient refuses a mammogram, what should I do? 

 
First, it is important to identify any barriers causing the patient to refuse a test, and try to 
resolve. For example, if a patient refuses a mammogram due to pain or discomfort 
experienced after a mammogram, recommend over-the-counter pain medication, such as 
acetaminophen (Tylenol) or ibuprofen (Motrin, Advil).  It is also important to explain the 
benefits of a mammogram. If a patient refuses, please document on the mammogram 
payment voucher prior to faxing to the UCCP. 

 
5. A patient reports she received a bill from a recent UCCP covered service, where should I 

refer her? 
 

Please refer the patient to the UCCP Billing Department at 801-538-6230, or call 1-800-717-
1811.  
Please have the patient have a copy of the bill when contacting the UCCP Billing 
Department. 
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U.S. Preventive Services Task Force and UCCP Cervical Cancer Screening 
Recommendations 

The priority population for UCCP cervical cancer screening services is women between the 
ages of 50 and 64 and covers those in Group A indicated in the table below.  

Age Group  USPSTF Recommendations UCCP Coverage  

Women age 21-65 
years of age or 30-65 (in 
combo with HPV 
testing) 

A 

The USPSTF recommends 
screening for cervical cancer 
every 3 years with cervical 
cytology alone in women age 
21 to 29 years. For women 
aged 30-65 years, the USPSTF 
recommends screening every 3 
years with cervical cytology 
alone, every 5 years with high-
risk human papillomavirus 
(hrHPV) testing alone, or every 
5 years with hrHPV testing in 
combination with cytology 
(contesting). 

21-29 cervical cytology 
alone for women who 
have never had a pap 
test. 

30-39 co-testing for 
women who have never 
had a pap test. 

40-64 co-testing every 5 
years. 

Women younger than 
age 21 D 

The USPSTF recommends 
against screening for cervical 
cancer in women younger than 
21 years. 

Not covered 

Women younger than 30 
years, HPV testing D 

The USPSTF recommends 
against screening for cervical 
cancer with HPV testing, alone 
or in combination with cytology, 
in women younger than age 30 
years. 

Not covered 

Women older than 65 
years of age D 

The USPSTF recommends 
against screening for cervical 
cancer in women older than 65 
years who have had adequate 
prior screening and are not 
otherwise at high risk for 
cervical cancer. 

Not covered 

Women who have had a 
hysterectomy D 

The USPSTF recommends 
against screening for cervical 
cancer in women who have had 
a hysterectomy with removal of 
the cervix and do not have a 
history of a high-grade 
precancerous lesion (ie, cervical 
intraepithelial neoplasia [CIN] 
grade 2 or 3) or cervical cancer. 

Not covered 
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Cervical Cancer Screening Procedures 
 
Patient Exam: Patient is seen by respective provider/screener. 

● Collect a thorough gynecologic history 
● CBE and findings documented on Mammogram Payment Voucher (if the patient is also 

receiving this service) 
● Pap test performed, if indicated on Clinical Form eligible services  

**If your clinic uses Cytocheck Laboratories a pap requisition (see example 
on page 40) is included with enrollment forms faxed to your office at the 
time of the patient’s enrollment. 

 
Cytocheck Laboratory Protocol 
 
Requisition form: 

● Demographic fields will be pre-populated on the form; correct any errors on the form 
before submitting specimen. 

● Pertinent history, please fill out the appropriate fields. 
● All fields must be completed by the clinic for Cytocheck Lab to process the specimen. 

 
Mailing Pap Specimens: 

● All shipping supplies are provided by Cytocheck Laboratory. Please contact Cytocheck 
Provider Services at 800-572-4277 for additional supplies as needed. 

● After specimens have been collected, place the specimen in a sealed biohazard bag. 
● Biohazard bags should be placed in the white mailing box.   
● White mailing box should be placed in Fed-Ex shipping envelope. 
● The sample must be sent by FedEx within 14 days of the patient’s clinic visit. 
● Whenever possible, send as many specimens per mailing to save on postage. 

 
Obtaining Pap Reports: 

• Cytology and HPV results will be available on the Cytocheck website, 
https://www.cytocheck.net/lab_login.aspx.  

• You will need to access results through the provider portal using your user ID and 
password.  

 
Initial Set-Up with Cytocheck:  
 

• UCCP will provide a New Provider information form to be completed. 
• UCCP will send email to account representative at Cytocheck Laboratory notifying 

Cytocheck that your clinic will be doing pap smears for the UCCP: 
 
The Account Representative will help you: 

a. Set up a password for your clinic to view and print pap test results. 
b. Request pap supplies, FedEx mailers, and Cytocheck Manual. 

 
Please note, if you are using Cytocheck for other services, such as paps for family planning or 
STI testing, request custom requisitions for that purpose. Do not use these requisitions for the 
UCCP paps. 

 
  

https://www.cytocheck.net/lab_login.aspx
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Non-Cytocheck Laboratory Protocol 
 
Clinics who are using lab of their choice, agrees to sub-contract with a lab which: 

• Provides FDA approved test Pap smear and HPV test according to the 2014 Bethesda 
Classification System for Reporting Cytology test results. Any deviation from the 
Bethesda system language and terminology must be mutually agreed upon in advance. 

• Is able to perform HPV testing on the same sample submitted for the initial Pap test for 
co-test purposes. All smears with an ASCUS result will automatically have an HPV 
typing performed on the same specimen. 

• Will retain in its file a copy of all Pap smear reports for a minimum of five years on all 
negative slides. Slides on abnormal specimens shall be kept indefinitely to provide 
correlation opportunities with the cytology and histology findings generated in follow-up. 

 
Pap Specimens 

• The clinic shall follow pap specimen guidelines from lab of their choice. 
• The clinic is responsible for obtaining supplies to collect pap specimen from a lab of their 

choice. 
• The clinic understands that the UCCP will not reimburse for lab supplies, packaging or 

receiving of pap samples. 
• The clinic agrees to provide pap results to UCCP within ten (10) working days of 

the receipt of raw specimens in lab. 
 
 
  



24 
 

Cervical Cancer Risk Factors 
 
The cervical risk assessment tool is a collaborative effort between the UCCP and its Medical 
Advisory Board. It was developed following the recommendations of various professional 
organizations such as, ACOG, ASCCP, ACS, USPSTF, and in compliance with the CDC 
recommendations.  
 
If a patient answers “yes” to any of the following questions, she is determined to be at high risk 
for cervical cancer: 

1. Do you have a history of cervical, vaginal, or vulvar cancer? 
2. Have you had recurrent or persistent HPV? 
3. Have you taken daily oral steroids for more than 2 years (methotrexate, or other 

medications that can weaken your immune system)? 
4. Have you been diagnosed with HIV/AIDS?  
5. Are you an organ transplant recipient? 
6. Have you been exposed to, or been told you were exposed to, Diethylstilbestrol (DES) in 

utero? 
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Cervical Cancer Screening Frequently Asked Questions  
 

1. If a patient refuses a service, such as a pap test, how do I proceed? 
 

Call the UCCP to notify of the patient’s refusal of service by calling 1-800-717-1811 and 
asking to speak with a clinical team member. Document on Clinical Form provided in 
patient registration forms and fax back to the UCCP at 801-536-0172. 

 
2. A patient reports she had a hysterectomy done in the past, but is unsure if she has a 

cervix or not. What should I do? 
 

A one-time pelvic exam can be covered to check for the presence of a cervix at the time 
of the visit. Document clinical finding on Clinical Form provided in patient registration 
forms and fax to back to the UCCP at 801-536-0172. 

 
3. A patient reports she had a total hysterectomy due to invasive cervical cancer or cervical 

neoplasia (precursors to cervical cancer). Does she qualify for a Pap test? 
 
Yes, under the NBCCEDP guidelines, a client who had a total hysterectomy for known 
invasive cervical cancer or cervical neoplasia can have a pap test covered through the 
UCCP. They are eligible for a yearly pap for 20 years post hysterectomy. Documentation 
must be on file.  

 
4. How do I manage women with normal cytology but absent or insufficient endocervical 

cells/transformation zone component? 
 
Follow-up for pap results with normal cytology results but absent or insufficient 

endocervical cell/transformation zone are as follows: 
● For women 21-29 years of age, routine screening (with cytology in 3 years) is 

recommended. 
● For women ≥ 30 years of age (co-testing is preferred), the HPV result guides 

management: 
○ If HPV result is unknown, the patient should have repeat cytology and co-

testing in 3 years. 
○ If HPV is negative, patient should have routine screening with co-testing 

in 5 years  
○ If HPV is positive, genotyping is recommended/preferred, and results 

should be managed based on the results.  
○ If HPV is positive and genotyping is not done, patient should be managed 

based off of cytology results. 
 

5. A patient reports she received a bill from a recent UCCP covered service, where should I 
refer her? 

 
Please refer the patient to the UCCP Billing Department at 801-538-6230, or call 1-800-
717-1811. Please have the patient have a copy of the bill when contacting the UCCP 
Billing Department. 
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Direct Diagnostic Services 
 

Any patient not screened through the UCCP in need of a covered diagnostic service can 
be referred to the UCCP for enrollment. Patient must meet all eligibility requirements as 
outlined in this manual.  The UCCP does not make medical decisions to follow up or 
treatment. The UCCP acts only as a payer for eligible services. 

 
Patients can be enrolled at any time during the screening process. (i.e. diagnostic 
mammogram, biopsies (breast/cervical), screening MRI or surgical consultation) 
 
Call the UCCP for pre-authorization of diagnostic services  
 

1. Patient should be referred to the UCCP enrollment line at 1-800-717-1811. 
2. Order must be placed and sent to appropriate facility.  
3. Send a copy of the screening results to the UCCP at 801-237-0775. 
4. Provider/Screener is responsible for follow-up as outlined in follow-up section. 

 
 
 

Women who are referred for a colposcopy as a direct diagnostic, who presents 
without a cervix will not qualify for UCCP coverage. 
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Abnormal Finding and Follow-Up Procedures 
 
The UCCP follows the American College of Radiology (ACR), United States Preventive Task 
Force (UPSTF), National Comprehensive Cancer Network (NCCN), and American Society for 
Colposcopy and Cervical Pathology (ASCCP) guidelines along with recommendations from the 
UCCP Medical Advisory Board to navigate patients for follow-up.  

The primary provider who provides the CBE or pap test is responsible for appropriate and 
timely follow-up for diagnostic and treatment services. The primary provider is responsible for:  

● Counseling each patient about abnormal tests or exams and documenting this visit. 
● Referring or providing any additional diagnostic work-up and treatment needed 

o These services should be pre-authorized by the UCCP before rendering the 
service.  

o Patient must be referred to contracted UCCP provider. 
▪ Contact Katrina, Breast Care Coordinator or Jennifer, Pap Coordinator for 

specific details. 
o Some diagnostic services are not funded by the UCCP. (See Appendix C)  
o No treatment services are funded by the UCCP. 

● Ensuring each patient has completed the recommended follow-up. 
● Documenting attempts to contact patients who need follow-up. 

o Three attempts must be made as outlined in the Missed Abnormal Follow-Up 
Appointments section. 

o Please see Missed Abnormal Follow-Up Appointments section for patients who 
refuse services or are lost to follow-up for documentation process. 

● Documenting the patient’s response to the provider’s contact/recommendations. 
● Providing the UCCP with information regarding the outcome of the patient’s results for 

diagnostic/follow-up tests and any treatment needed, within 30 days of scheduled 
follow-up appointments.  

Tracking and Follow-Up 
Each healthcare provider and facility must:  

● Utilize a tracking protocol that ensures effective communication with the patient, 
healthcare providers, and laboratory personnel. 

● Maintain an accurate record of pap tests, HPV testing, and completed mammograms, to 
ensure results are received in a timely manner.  

● Address barriers that cause difficulty for a patient to complete the recommended follow-
up.  

● Facilitate proper follow-up for patients with abnormal screening results, as well as annual 
re-screen as indicated. 

Please note the UCCP does not make medical decisions regarding patient follow-up and 
treatment.  

Missed Abnormal Follow-up Appointments  

● Providers must contact the patient at least three times for missed appointments for 
diagnostic or treatment procedures. These should begin with a phone call and followed 
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by a reminder letter. If the provider has received no response after these follow-up steps, 
a certified letter must be sent to the patient.  

● If, after two months from the abnormal screening results, the patient does not respond to 
documented attempts to reach her by phone and/or a certified letter to schedule 
additional diagnostic procedures, the work-up disposition will be entered in the clinic’s 
tracking system as one of the following: 

●  Lost to follow-up - if the patient cannot be contacted via phone and/or certified 
letter.  

●  Work-up refused - if the patient refuses additional diagnostic tests or does not 
show twice for scheduled follow-up appointments. 

● A patient lost to previous work-up attempts or who refuses follow-up will not be denied 
future screening services. 

● The UCCP must be notified of patients who are lost to follow-up or refuses additional 
services. The screening cycle will be closed at that time.  
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Breast Cancer Screening Follow-Up Procedures 
 
The UCCP follows the American College of Radiology (ACR) guidelines to navigate 
patient follow-up.  
 

1. If a patient requires additional views and/or ultrasound 
Upon receipt of a mammogram result with BI-RADS-0 (incomplete) following a screening 
mammogram, ensure the patient is scheduled for additional testing or assist the patient 
to schedule this appointment if it is not already scheduled. The provider should also 
send an electronic order for the patient to the imaging facility prior to scheduling. Notify 
the UCCP of the appointment date, time, and location. The UCCP will fax the 
mammogram payment voucher to the facility for payment.  

 
2. If a patient requires screening MRI for high risk  

Upon receipt of a mammogram result that indicates the patient should receive a 
screening breast MRI due to being high risk for breast cancer, the provider/screener 
should contact the UCCP for pre-authorization of this service. Once pre-authorized, the 
provider/screener should assist the patient with scheduling the appointment and notify 
the UCCP of the appointment date, time, and location. The provider should also send an 
electronic order for the patient to the imaging facility prior to scheduling.  The UCCP will 
fax the mammogram payment voucher to the facility for payment. The provider/screener 
is responsible for following up on results and treatment recommendations. The UCCP 
does not pay for diagnostic MRIs. 
 

3. If a mammogram report indicates clinical follow-up is necessary 
For mammogram results that indicate the patient should be followed clinically for breast 
concerns, the provider/screener should follow-up with the patient according to their clinic 
guidelines/protocols. The UCCP does not pay for an office visit for clinical follow-up 
of breast concerns. 
 

4. If a patient requires a short-term follow-up 
Upon receipt of a mammogram with BI-RADS-3 (short term follow-up), document in the 
tracking system when the follow-up screening is due. The provider should also send an 
electronic order for the patient to the imaging facility prior to scheduling. When the 
patient schedules the short term follow-up imaging, notify the UCCP of the appointment 
date, time, and location. The UCCP will fax the mammogram payment voucher to the 
facility for payment. The UCCP does not cover an office visit prior to short term 
follow-up imaging. 

 
5. If a patient requires a biopsy 

Upon receipt of a mammogram with BI-RADS-4 or greater, schedule the patient for 
biopsy with a breast imaging facility. Notify the UCCP of the appointment date, time, and 
location. The UCCP will fax the biopsy payment voucher to the facility. The provider 
should also send an electronic order for the patient to the imaging facility prior to 
scheduling. The UCCP will not pay for punch biopsy procedure. 

 
6. Surgical consult  

Upon receipt of a mammogram or biopsy result indicating surgical consultation is 
recommended, the provider should contact the UCCP for pre-authorization of such 
services. The UCCP will provide the name of a contracted surgeon(s). Contact the 
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patient and assist them with making an appointment. Notify the UCCP of the 
appointment date, time and surgeon. The UCCP will fax a payment voucher to the 
Surgeon’s office for payment. The UCCP can pay up to two surgical consult 
appointments.  

 
7. Breast Cancer Treatment 

The UCCP does not pay for staging or treatment of breast cancer. Patients with 
pathology of, but not limited to, ductal carcinoma (in situ/infiltrating), lobular carcinoma 
(in situ/infiltrating), malignant phyllodes tumor of the breast, tubular carcinoma, mucinous 
carcinoma, medullary carcinoma, and micropapillary carcinoma are navigated to the 
Breast and Cervical Cancer Medicaid Treatment Act. The patient should be directed to 
the Department of Workforce Services to apply for Medicaid at 866-435-7414 or online 
at (https://jobs.utah.gov/mycase/). Patients who are not eligible for Medicaid should be 
directed to apply for financial assistance through the hospital system and/or provider’s 
office. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

https://jobs.utah.gov/mycase/
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Abnormal Cervical Cancer Screening Results and Follow-up Procedures 
The UCCP follows the American Society for Colposcopy and Cervical Pathology (ASCCP) 
guidelines to navigate patient follow-up.  

 
1. Pap results with incidental findings 

For pap test results that show bacterial vaginosis, yeast, trichomoniasis or inflammation, 
the provider/screener should treat the infection according to their clinics 
guidelines/protocols. The provider/screener is responsible for notifying patient of 
incidental findings. The UCCP does not pay for an office visit to diagnosis or treat 
such findings. The UCCP does not pay for treatment. 
 

2. If a patient requires a surveillance Pap test due to an abnormal screening pap test: 
Upon the receipt of a pap test result or colposcopy result requiring surveillance (follow-
up) pap test, document in the tracking system when the follow-up screening is due. A 
reminder needs to be sent to the patient at that time. The patient should be instructed to 
call the UCCP to pre-register for services to be covered. The provider/screener is 
responsible for notifying patient of abnormal pap results. The UCCP will not pay for a 
surveillance/follow-up pap test at the OB/GYN office.  

 
3. If a patient requires a colposcopy:  

Upon receipt of a pap result which requires a colposcopy, the provider should: 
• Contact the UCCP for approval of such services. The UCCP will provide the 

name of a contracted OB/GYN(s). 
• Contact the patient, provide abnormal results and assist her with making an 

appointment. 
• Notify the UCCP of the appointment date, time and OB/GYN.  

o The UCCP will fax the payment voucher to the OB/GYNs office for 
payment. 

• The provider/screener who makes the referral for colposcopy is responsible for 
ensuring the patient has the recommended services and results associated with 
this referral.    

**Upon receipt of colposcopy results the provider should send results and follow-up 
recommendations to the UCCP within 14 days of receiving results.  
 

Please note the UCCP does not make medical decisions regarding patient follow-up and 
treatment. 
 

4. Pre-Cancer and Cervical Cancer Treatment 
For colposcopy pathology of Cervical Intraepithelial Neoplasia (CIN) 2 or 3, Squamous 
cell Carcinoma (SCC) and its variants, and adenocarcinoma and its variants: The UCCP 
does not pay for LEEP or other treatment/s, but navigates patients to the Breast and 
Cervical Cancer Medicaid Treatment Act for Medicaid insurance for eligible women 
enrolled in the Utah Cancer Control Program. The patient should be directed to the 
Department of Workforce Services to apply for Medicaid at 866-435-7414 or online at 
(https://jobs.utah.gov/mycase/). Patients who are not eligible for Medicaid should be 
directed to apply for financial assistance through the hospital system and/or provider’s 
office. 

 
 
 

https://jobs.utah.gov/mycase/
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Appendix A 
 

INCOME GUIDELINES 2021 
For the Utah Cancer Control Program 

Family Size** 250% Federal Poverty Level 

1 $32,200 

2 $43,550 

3 $54,900 

4 $66,250 

5 $77,600 

6 $88,950 

7 $100,300 

8 $111,650 

9 $123,000 

Effective 1/15/21 – 1/14/22 
Note: This schedule is based on official poverty levels. Published in the Federal 

Register 
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Appendix B 
2021 UCCP Services and Rates 

CPT Description - Women age 40 - 64 may be eligible for pap and breast 
exam  
    -Women age 21 - 39 may be eligible for first time pap only 
    -Women age 65+ may be eligible if they are not enrolled in Medicare 
Part B 

Reimbursement 
Rate 

NEW PATIENT VISITS 
99203 Office visit for new patient – (20 min. face to face) – Flat Rate - Clinical 

breast exam only 
Standard of care practice as per clinic, education of breast and 
cervical cancer (symptoms, dense breast tissue, mammogram and 
pap screening, HPV, risk, etc), completion of breast and cervical high 
risk assessment, appointment for mammogram scheduled, voucher 
faxed to facility and UCCP and copy given to patient. 

$70.00 

99204 
99205 

Office visit for new patient – (30 min. or more face to face) – Flat Rate - 
Both clinical breast exam AND pap provided OR Pap only 
Standard of care practice as per clinic, education of breast and 
cervical cancer (symptoms, dense breast tissue, mammogram and 
pap screening, HPV, risk, etc), completion of breast and cervical high 
risk assessment, appointment for mammogram scheduled, voucher 
faxed to facility and UCCP and copy given to patient. 

$108.00 

ESTABLISHED PATIENT VISITS 
99213 Office visit for established patient (15 min. face to face) – Flat rate - 

Clinical breast exam only 
Standard of care practice as per clinic, education of breast and cervical 
cancer (symptoms, dense breast tissue, mammogram and pap 
screening, HPV, risk, etc), completion of breast and cervical high risk 
assessment, appointment for mammogram scheduled, voucher faxed to 
facility and UCCP and copy given to patient. 

$70.00 

99214 
99215 

Office visit for established patient (25 min. or more face to face) – Flat 
rate - Both clinical breast exam AND pap provided OR Pap only 
Standard of care practice as per clinic, education of breast and cervical 
cancer (symptoms, dense breast tissue, mammogram and pap 
screening, HPV, risk, etc), completion of breast and cervical high risk 
assessment, appointment for mammogram scheduled, voucher faxed to 
facility and UCCP and copy given to patient. 

$108.00 

Follow-up for discussion of dense breast tissue 

99211 Office visit for established patient–minimal problem 5 min face to face 
for discussion of dense breast tissue result within a month after 
mammogram appointment. 

$21.00 

99212 Office visit for established patient–problem focus 10 min face to face; 
for discussion of dense breast tissue result within a month after 
mammogram appointment. 

$44.00 
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Appendix C 

UTAH CANCER CONTROL PROGRAM 
Facility CPT Codes and Reimbursement Rates 2021 

 
SERVICES PROVIDED 

CPT PROCEDURES UCCP RATE 
77067 Screening mammography $88.78 
77065 Diagnostic mammography, unilateral, includes CAD $83.97 
77066 Diagnostic mammography, bilateral, includes CAD $107.38 
77063 Screening digital breast tomosynthesis, unilateral or bilateral (in 

addition to 77067) 
$23.41 

G0279 Diagnostic digital breast tomosynthesis, unilateral or bilateral (in 
addition to 77065 or 77066) 

$23.41 

76641 Complete Ultrasound, Unilateral $66.98 
76642 Limited Ultrasound, Unilateral $51.26 
76098* Radiological examination surgical specimen $24.97 
76942* Ultrasonic guidance for needle placement, imaging supervision 

interpretation. 
$25.29 

88172 Cytopathology, evaluation of FNA; immediate cytohistologic 
study to determine adequacy of specimen(s), first evaluation 
episode 

$18.24 

88177 Cytopathology, evaluation of FNA; immediate cytohistologic 
study to determine adequacy of specimen(s), each addt’l 
evaluation episode 

$6.73 

88173 Cytopathology, evaluation of FNA; interpretation and report $78.48 
88305 Surgical pathology, gross and microscopic examination $31.06 
88307 Surgical pathology, gross and microscopic examination; requiring 

microscopic evaluation of surgical margins 
$189.99 

88331 Pathology consultation during surgery, first tissue block, with 
frozen section(s), single specimen 

$38.76 

88332 Pathology consultation during surgery, each addt’l tissue block, 
with frozen section 

$22.08 

88341 Immunohisto/cytochemistry, per specimen $59.96 
88342 Immunohisto/cytochemistry, per specimen, each addt'l $65.05 

88360** Morphometric analysis, tumor immunohistochemistry, per 
specimen; manual 

$75.96 

88361** Morphometric analysis, tumor immunohistochemistry, per 
specimen; using comp. assisted technology 

$73.71 

19000 Puncture aspiration of cyst of breast $42.32 
19001 Puncture aspiration of cyst of breast, each addt’l $20.86 
19100 Biopsy of breast, needle core $68.07 
19101 Incisional biopsy of breast $217.67 



35 
 

19126 Excision of breast lesion identified by preop placement of rad 
marker, open 

$157.30 

19081 Breast Biopsy, w/placement of loc device & imaging of biopsy 
specimen, perc; stereotactic guidance 

$387.04 

19082 Breast Biopsy, w/placement of loc device & imaging of biopsy 
specimen, perc; stereotactic guidance, each addt'l 

$355.95 

19083 Breast Biopsy, w/placement of loc device & imaging of biopsy 
specimen, perc; ultrasound guidance 

$396.03 

19084 Breast Biopsy, w/placement of loc device & imaging of biopsy 
specimen, perc; us guidance, each addt'l 

$353.06 

19281 Placement of breast loc device, perc; mamm guidance $139.81 
19283 Placement of breast loc device, perc; stereotactic guidance $162.90 
19285 Placement of breast loc device, perc; ultrasound guidance $327.40 

19120/191
25* 

Outpatient Surgical Breast Biopsy – Flat Rate $1,250.00 

77053*** Mammary ductogram or galactogram, single duct $35.55 
77046*** MRI, breast, without contrasts, unilateral $158.33 
77047*** MRI, breast, without contrasts, bilateral $157.68 
77048*** MRI, breast, including CAD, with and without contrasts, unilateral $260.94 
77049*** MRI, breast, including CAD, with and without contrasts, bilateral $259.66 

* Pre-approval for use of these diagnostic codes needs to be obtained from a state follow-up 
coordinator.  Please call the UCCP at (801)538-6157 or 1-800-717-1811 to obtain approval for each 
patient. 
** Will pay for women who do not qualify for Medicaid and are diagnosed with breast cancer. 

*** Pre-approval for High Risk patients ONLY. (Limited number per year) 
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Payable  
OB/GYN CPT Codes and Reimbursement rates 2021 

 
SERVICES PROVIDED 

 
CPT PROCEDURES UCCP RATE 

57452 Colposcopy without biopsy (surgical procedure only) $120.96 

57454 Colposcopy with biopsy and/or endocervical curettage (surgical 
procedure only) 

$163.77 

57455 Colposcopy of the cervix, with biopsy $155.36 
57456 Colposcopy with endocervical curettage $145.79 

57500 Biopsy, single or multiple, or local excision of lesion, with or w/out 
fulguration (separate procedure) 

$148.46 

57505 Excision, endocervical curettage (not done as part of dilation & 
curettage) 

$141.42 

58100 Endometrial Sampling (biopsy) with or without endocervical 
sampling(biopsy), w/out cervical dilation 

$99.10 

58110 Endometrial sampling (biopsy) performed in conjunction with 
colposcopy 

$49.41 

99202 New patient – Office visit (20 min. face to face) $70.23 
99203 New patient – Office visit (30 min. face to face) $108.43 
99211 Established patient – Office visit (5 min. face to face) $21.63 
99212 Established patient – Office visit (10 min. face to face) $54.04 
99213 Established patient – Office visit (15 min. face to face) $88.23 
99214 Established patient – Office visit (25 min. face to face) $125.41 

 
Preauthorization Required: Services MUST BE APPROVED PRIOR TO 
PROCEDURE 
 

*57460 Colposcopy of the cervix with loop electrode biopsy of the cervix $310.11 
*57461 Colposcopy with loop electrode conization of the cervix $345.74 
 *57520 Conization of cervix, with or w/out fulguration, with or w/out dilation 

and curettage, cold knife or laser 
$338.90 

*57522 Loop electrode excision $291.69 
* Pre-approval for use of these diagnostic codes needs to be obtained from a UCCP 
pap coordinator.  Please call the Utah Cancer Control Program at (801)538-6157 or 1-
800-717-1811 to obtain approval for each patient. 
UCCP will pay for one (1) follow-up office visit if required. 



37 
 

Appendix D 
 

Pre-Registration Forms Sent to the Clinic 
 

Clinical Form 
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Mammogram Payment Voucher 
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High Risk Assessment Form 
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Pap Requisition Form 
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Appendix E 
 
USPSTF Approved Breast Risk Assessment Models 
 

 
Ontario Family History Assessment Tool (FHAT) 

 
Ontario Family History Assessment Tool (FHAT)Questions  Score  
Do you have a family member with breast AND ovarian 
cancer? 
(choose from the following below) 

 

● Mother 10 
● Sibling 7 
● Second/third degree relative 5 

Do you have a family member with breast cancer? 
(choose from the following below) 

 

● Parent 4 
● Sibling 3 
● Second/third degree relative 2 
● Male relative (add to above) 2 

What was age at diagnosis?  
● 20-29 years old 6 
● 30-39 years old 4 
● 40-49 years old 2 

Was she premenopausal or perimenopausal at the time of 
diagnosis? If yes 

2 

Was it bilateral or multifocal breast cancer?  If yes 3 
Do you have a family member with ovarian cancer?  

● Mother 7 
● Sibling 4 
● Second/third degree relative  

What was her age at diagnosis?  
● 39 years old and younger 6 
● 40 -60 years old 4 
● 61 years old and older 2 

Was she/he diagnosed with colon cancer under the age of 
50? 
If yes 

1 

  
Total   
If ≥10 corresponds to a lifetime risk of breast cancer 22% High Risk  
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Manchester Scoring System for BRCA1/BRCA2 Assessment: 
 
 

Risk factors BRCA 1 
score 

BRCA2 
score 

Age at onset of female 
breast cancer* 

  

<30 years 6 5 
30 to 39 years 4 4 
40 to 49 years 3 3 
50 to 59 years 2 2 
≥60 years 1 1 
Age at onset of male 
breast cancer* 

  

<60 years 5 8 
≥60 years 5 5 
Age at onset of ovarian 
 Cancer* 

  

<60 years 8 5 
≥60 years 5 5 
Pancreatic cancer 0 1 
Age at onset of prostate 
cancer* 

  

<60 years 0 2 
≥60 years 0 1 

 
 

Instruction:  A total score of 10, or combined score of 15, is equivalent to high risk.  
 
*For relatives of direct lineage.  
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Referral Screening Tool  
 

Risk factor Breast 
Cancer at 
age ≤50 

Ovarian 
cancer at any 
age 

Yourself       
Mother     
 

  

Sister     
 

  

Daughter     
 

  

Mother's side     
 

  

Grandmother     
 

  

Aunt     
 

  

Father's side     
 

  

Grandmother     
 

  

Aunt     
 

  

≥2 cases of breast cancer after age 50 
on the same side of the family 
 

  

Male breast cancer at any age in any 
relative 
 

  

Jewish ancestry   
 

Instruction: A patient should complete the checklist if she has a family history of breast 
or ovarian cancer and receives a referral if she checks ≥2 items.  

 
 
 
 
 
 
 
 
 
 
 
 



44 
 

Pedigree Assessment Tool 
 
Risk Factor Score 
Breast cancer at age ≥50 years Total number x 3 
Breast cancer at age <50 years Total number x 4 
Ovarian cancer at any age Total number x 5 
Male breast cancer at any age Total number x 8 
Ashkenazi Jewish heritage Total number x 4 

 
Instructions: Use for every family member with a diagnosis of breast or ovarian cancer, 
including second and/or third degree relatives. 
 
A score of ≥8 is the optimum for referral threshold.  

 
Family History Screen-7 
Risk factor 
Did any of your first-degree relatives have breast or ovarian cancer? 
Did any of your relatives have bilateral breast cancer? 
Did any man in your family have breast cancer? 
Did any woman in your family have breast and ovarian cancer? 
Did any woman in your family have breast cancer before age 50? 
Do you have two or more relatives with breast and/or ovarian cancer? 
Do you have two or more relatives with breast and/or bowel cancer? 

 
One positive response initiates referral.  
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Appendix F 
 
Mammography Screening 
 
1. Screening mammogram 
 

a. Definition: A screening mammogram is performed on asymptomatic women to 
detect early, clinically unsuspected breast cancer. (American College of Radiology 
[ACR], 2016). 

b. Purpose: The purpose of a screening mammogram is to find breast cancers before 
they cause symptoms. Early detection results in the diagnosis of breast cancer 
before there are palpable masses and symptoms. Breast cancer found during 
screening examinations are more likely to be small, confined to the breast, may 
not require chemotherapy or lymph node surgery, and increase the number of 
treatment options. 

 
A screening mammogram consists of two views. 
 

Mediolateral Oblique (MLO)  Craniocaudal (CC) 
Visualizes:  Visualizes: 

● Pectoral Muscle  ● Nipple 
● Nipple  ● Breast Tissue 
● Breast Tissue  ● Includes medial tissue that may 

  not be seen on the MLO view 
   

 
2. Diagnostic Mammogram 
 

a. Definition: A diagnostic mammographic examination is performed on a woman 
with clinical signs or symptoms that suggest breast cancer (ACR, 2016).  
Additional diagnostic examinations may be performed on women with an 
abnormal mammogram (ACR, 2016). 

b. Purpose: The purpose of diagnostic mammography is to identify the exact 
size and location of a breast abnormality, the surrounding tissue, and lymph 
nodes. A diagnostic mammogram sometimes requires extra views, spot 
compression, and magnification. Most diagnostic mammograms are likely to 
be benign. If an abnormality is suspicious, usually an ultrasound study follows 
and/or a biopsy may be ordered. If a patient has a clinically suspicious 
abnormality, a biopsy is the only way to determine with certainty whether she 
has breast cancer (National Breast Cancer Foundation, 2016). 

 
Note: (1) When scheduling a mammogram, previous films should be requested and 
sent to the contracted radiology facility. Films should be requested at least two weeks 
prior to the patient’s appointment. (2) Results of the CBE and history of any prior 
breast surgery should also be included on the referral form to the radiology facility. 
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Appendix G 
 
Dense Breast Tissue Provider Information 
  
Definition 
Breast tissue comprises skin, blood vessels, ductal and stromal elements of the glands, which 
appear radio-opaque (or white) in mammography; and fat which appear radiolucent (or black) in 
mammography.  Mammographic breast density is defined as the relative amount of radio-
opaque elements to radiolucent fat on image. Increase in proportion of radio-opaque elements 
leads to greater mammographic breast density. Increased breast density may obscure the 
detection of a benign mass or more importantly, breast cancer. Reduced sensitivity of 
mammography in younger women, in part, is related to increased mammographic density due to 
a higher proportion of breast epithelial and stromal elements in younger breasts (Kelemen, 
Pankratz, Sellers, et.al, 2008). 
 
Classifying breast density — There are several ways to report mammographic breast density. 
The most commonly used method is the Breast Imaging Reporting and Data System (BI-
RADS), fifth edition, 2012, in which the determination of breast density is made by the 
radiologist using a visual assessment that is subject to inter-rater variability. 
 
Computerized quantification programs are available, but are used largely as research tools. As 
these objective computer-based methods are not widely adopted, most state laws requiring 
breast density notification to patients are based on the less reproducible method of visual 
assessment. 
 
BI-RADS classification — BI-RADS is based on a scale that identifies breast tissue density as 
being in one of four categories [17]: 

 
A – Almost entirely fatty 
 
B – Scattered areas of fibroglandular density 
 
C – Heterogeneously dense (may obscure small masses) 
 
D – Extremely dense (lowers the sensitivity of mammography) 

 
For most purposes, the term "dense breasts" refers to either heterogeneously dense or 
extremely dense breasts (categories C or D), accounting for approximately 47 to 50 percent of 
women in the general United States screening population. Mammographic examples of each of 
these categories of breast density are shown in the radiograph. 
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(A) Almost entirely fatty 
(B) Scattered areas of fibroglandular tissue 
(C) Heterogeneously dense 
(D) Extremely dense 
These categories correspond to the four-point scale as defined by the Breast Imaging Reporting 
and Data System, 5th edition (BI-RADS). 
 
Breast Density and Breast Cancer Risk 
The presence of dense breast tissue on mammography affect breast cancer risk in two ways. 
Dense tissue can obscure an underlying cancer, decreasing the sensitivity of mammography to 
detect small lesions. Increased density is an independent risk factor for breast cancer, as most 
cancers develop in the glandular parenchyma. However, increased breast density is not 
associated with increased mortality from breast cancer (Gierach, Ichikawa, Kerlikowske, et al, 
2012). 
 
*While increased breast density is an independent risk factor for breast cancer, the extent to 
which breast density affects risk for breast cancer has not been established. Best estimates are 
that, compared with the general population, the relative risk of developing breast cancer is 1.2 
for women with heterogeneously dense breasts, and 2.1 for women with extremely dense 
breasts (Sickles, 2010). Reports indicating a relative risk of four to six fold are based on a 
comparison of women in the 90th percentile to women in the 10th percentile for breast density - 
which inflates the risk and does not represent the average population. Absolute risk, rather than 
relative risk, is a more meaningful reflection of the impact of breast density. In terms of absolute 
risk, a 45-year-old woman with average breast density, no family history of breast cancer, and 
no prior breast biopsy has a 0.7 percent five-year breast cancer risk, compared with a woman 
with similar characteristics, except for extremely dense breast tissue, whose five-year breast 
cancer risk is 1.3 percent (Gierach, Ichikawa, Kerlikowske, et al, 2012). 
 
Breast Density and Breast Cancer Screening 
 
Digital mammography — Digital mammography is more sensitive than film mammography for 
dense breasts and is preferred (when available) for women with increased breast density.  
Using digital mammography, the sensitivity of mammography was similar for women without 
dense breasts (78.3 to 86.6 percent) and for women with heterogeneously and extremely dense 
breasts (82.1 to 83.6 percent) (Kerlikowske, Hubbard, Miglioretti, et al, 2011). 
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Digital breast tomosynthesis (3D mammography) — The technique of digital breast 
tomosynthesis (DBT) is increasingly available in the United States. The National 
Comprehensive Cancer Network (NCCN) has updated its guidelines for women with an average 
risk of breast cancer by adding "consider" annual tomosynthesis screening starting at age 40 
(NCCN, 2018).   
 
There are no controlled randomized trials comparing digital breast mammography with digital 
breast tomosynthesis in women with dense breasts. Clinical studies suggest that compared with 
digital mammography, screening digital breast tomosynthesis has an equal or greater sensitivity 
for cancer detection, while decreasing the recall rate from screening mammography (Haas, 
Kalra, Geisel, Raghyu, Durand, Philpotts, 2013). In one prospective observational study 
including approximately 2600 women with dense breasts, three-dimensional (3D) 
mammography detected an additional 5.4 to 6.2 cases of cancer per 1000 screens performed in 
women with dense breasts (Bernardi, Macaskill, Pellegrini, Valentini, et al, 2016). 
 
Mammography modality - NBCCEDP will reimburse film, digital and 3-D mammography up to 
the Medicare Reimbursement rate (NBCCEDP, 2017). 
 
Breast density and supplemental screening for breast cancer  
 
Ultrasound as secondary screening 

● The large prospective, multicenter study conducted through the American College of 
Radiology Imaging Network (ACRIN Protocol 6666) evaluated the diagnostic yield of 
screening handheld ultrasound in addition to mammography, in high-risk, asymptomatic 
women, with at least heterogeneously dense breasts on mammography, and one 
additional risk factor for breast cancer (Berg, Blume, Cormack, et al, 2008). Radiologists 
with ultrasound experience interpreted the examinations. The study found that adding 
screening ultrasound to mammography identified an additional 4.3 cancers per 1000 
women screened, but increased the number of false-positive results (positive predictive 
value for mammogram alone was 22.6, versus 11.2 percent for mammogram plus 
ultrasound). In a follow-up study, despite the adjunctive ultrasound screening, 18 to 22 
percent of cancers were not detected (Berg, Zhang, Lehrer, Jong, et al, 2012). 

● In a cost-effectiveness study using three simulation models, supplemental ultrasound for 
women aged 50 to 74 years with heterogeneously or extremely dense breasts and a 
negative mammogram, would cost more than USD $100,000 per quality-adjusted life-
year (QALY) gained. Biennial supplemental screening for women aged 50 to 74 years 
was more cost-effective than annual screening for women aged 40 to 74 years, but 
neither strategy met generally accepted thresholds for cost-effectiveness. Compared 
with mammography alone, supplemental ultrasound was predicted to prevent 0.36 
additional cancer deaths and lead to an additional 354 biopsies per 1000 women 
screened biennially for 25 years (Sprague, Schechter, Ravesteyn, 2015). 

Magnetic Resonance Imaging (MRI) as Secondary Screening 
 
Contrast-enhanced dynamic breast magnetic resonance imaging (MRI) has increased sensitivity 
for cancer detection in women who are at high risk for breast cancer (>20 to 25 percent lifetime 
risk), including women with known deleterious gene mutations (such as BRCA1 or BRCA2 
mutations), women with sufficiently strong family histories of breast and/or ovarian cancer, and 
women who received mantle radiation for Hodgkin lymphoma (Saslow, Boetes, Burke, et. Al 
2007). This aligns with NBCCEDP guidance, for a screening breast MRI performed in 
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conjunction with a mammogram, when a patient has a BRCA mutation, first degree relative who 
is a BRCA carrier, or a lifetime risk of 20-25% or greater as defined by risk assessment models.  
 
According to the DP17-1701 NBCCEDP clinical manual, Breast MRI can also be reimbursed 
when used to better assess areas of concern on a mammogram, or for evaluation of a patient 
with a past history of breast cancer after completing treatment. Breast MRI should never be 
done alone as a breast cancer screening tool, or to assess the extent of disease for staging in 
women who were recently diagnosed with breast cancer and preparing for treatment.  

● The ACRIN 6666 studied women without BRCA mutations or breast cancer who had 
three negative screening rounds with mammography and supplemental ultrasound over 
two years. In this study, breast MRI identified an additional six cases of invasive breast 
cancer among 334 women. For women who had dense breasts and a negative 
mammogram, supplemental ultrasound yielded no additional malignancies that were not 
found on either mammogram or MRI, but did yield additional false-positives. This 
suggests that women who receive MRI for supplemental screening after a negative 
mammogram should not also receive screening ultrasound (Berg, Zhang, Lehrer, Jong, 
et al, 2012). 

● In a systematic review of three studies of MRI after a negative mammogram, the 
sensitivity of MRI ranged from 75 to 100 percent, specificity from 78 to 94 percent, and 
positive predictive value from 3 to 33 percent. Recall rates were 23 to 24 percent, and 
3.5 to 28.6 additional cancers were found per 1000 examinations, of which 34 to 86 
percent were invasive. Most women in these studies were at increased risk for breast 
cancer, in addition to having increased breast density (Melnikow, Fenton, Whitlock, et al, 
2016). 

Stratification for supplemental screening/guidelines   
 

● High risk (>20% lifetime risk): Routine supplemental screening breast MRI, as an adjunct 
to mammography, is recommended regardless of breast density (NBCCEDP, 2017). 

● Average or low risk (<15% lifetime risk:  There is a lack of medical evidence to routinely 
recommend screening with either MRI or Ultrasound in average risk women with dense 
breasts. Advice varies among organizations. 

o In 2016, the United States Preventive Services Task Force (USPSTF) found 
insufficient evidence to assess the balance of benefits and harms of adjunctive 
screening using breast ultrasound, MRI, digital breast tomosynthesis (DBT), or 
other methods in women with dense breasts and an otherwise negative 
mammogram (Melnikow, Fenton, Whitlock, et al 2016). 

o For women with dense breasts as their only risk factor for breast cancer, the 
American College of Radiology states that, "the addition of ultrasound to 
screening mammography may be useful for incremental cancer detection." Also 
noted was the decision to not offer ultrasound screening, due to issues of test 
reproducibility, high false-positive rates, operator dependency, and a low positive 
predictive value for biopsy recommendations, is acceptable within the standard of 
care. Some breast imaging centers may decide to not offer screening ultrasound 
examination (Lee, Dershaw, Kopans, Evans, et al, 2010). 

● Intermediate risk (15 to 20% lifetime risk): There is no consensus guideline to 
recommend supplemental screening ultrasound in women with intermediate risk and 
dense breast tissue. For women with a 15 to 20 percent lifetime risk of breast cancer, 
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appropriateness criteria from the American College of Radiology, rate supplemental 
screening MRI as a 7, and supplemental ultrasound as a 5, on a scale of 1 (not 
recommended) to 9 (highly recommended), based on expert consensus and review of 
medical evidence (Mainiero, Lourenco, Mahoney, 2013). Many experts suggest in 
women with intermediate risk, the decision to undergo supplemental screening (with 
either ultrasound or MRI) should be determined after a discussion between the patient 
and her provider regarding the patient's personal preferences for known risks versus 
possible benefits, availability, and insurance coverage.  

 
 
Health Literacy and Legislation 
 
A study reports that the language used by breast density notifications in states, where 
mandated, generally exceeded recommended readability levels, scored poorly on 
understandability ratings, and generally did not correlate with state literacy levels (Kressin, 
Gunn, Battaglia, 2016).  
 
 
Recommendation 

1. Prior to screening, the provider/screener and patient should review the risks and 
potential benefits, including the risk of a false-negative mammogram, the risk of a false-
positive ultrasound finding leading to unnecessary breast biopsy, and the risk of over 
diagnosis if breast cancer is detected. 

2. Women with dense breast tissue and no additional risk factors for breast cancer should 
not undergo supplemental screening. After discussion of potential risks and benefits 
associated with such screening, some women may reasonably opt to have supplemental 
screening. For low-risk women who choose to undergo supplemental screening, given 
its lower cost and availability of more data in this population, ultrasound is preferred to 
MRI. 

3. Recommend that after undergoing a screening mammogram, a patient should have 
access to visit with their provider to discuss mammogram results and implications of 
dense breast tissue result.  

4. Recommend that the UCCP provider information regarding breast density and screening 
for breast cancer including, but not limited to, risk of false-negative mammograms, risk of 
false-positive ultrasound finding leading to breast biopsy and risk of over diagnosis, if 
breast cancer is detected.  

 
 
 
 
 
 
 
 



51 
 

Appendix H  
Imaging Facility List 
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Appendix I 
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