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Submission Deadline: November 8, 2024 
 

Effective Date: TBD  

Scope  
This guideline provides recommendations for the primary care prevention, screening and initial 
investigation for cervical cancer in asymptomatic patients aged 25-69 who are or have been sexually 
active. The guideline applies to individuals with a cervix, equally to women and TTGD (Two-Spirit, 
Transgender, Gender-diverse) people and refers to all eligible individuals as “patients”. This guideline 
does not address investigation or management beyond colposcopy, nor does it address other HPV-
related cancers in sites outside the cervix. 
 
This guideline was developed to align with BC Cancer Cervix Screening Program information and in 
consideration of the BC Lifetime Prevention Schedule, In Plain Sight Report, and Truth and 
Reconciliation Commission of Canada Calls to Action.  

Key Recommendations  
• All eligible patients should be immunized against the human papillomavirus (HPV).  

• All eligible asymptomatic patients aged 25-69 should be screened for cervical cancer every 3-5 
years.  

• Provide patient education regarding cancer screening, including implications of test results.  

• Choose a sample collection method based on patient scenario and preferences.  

• Incorporate a trauma informed and culturally safe approach for all patients.  

• Screening during pregnancy is not necessary as a routine part of pre-natal screening and is only 
indicated if due or overdue. If screening is to be done during pregnancy, HPV self-collection is not 
recommended and instead a cervical sample should be collected for liquid-based cytology (LBC). 

• While all patients should be screened according to program guidelines, particular attention 
should be paid to patients with risk factors or those facing barriers to participation to encourage 
optimal alignment with screening protocols. 

• Ensure appropriate longitudinal care interactions for patients who were previously accustomed 
to having a pap appointment every three years. Consider options for engaging with patients to 

https://shorturl.at/UBzMj
http://www.bccancer.bc.ca/screening/cervix
https://www2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/health-priorities/lifetime-prevention
https://baseline.bchumanrights.ca/report/in-plain-sight-addressing-indigenous-specific-racism-and-discrimination-in-b-c-health-care/
https://www2.gov.bc.ca/assets/gov/british-columbians-our-governments/indigenous-people/aboriginal-peoples-documents/calls_to_action_english2.pdf
https://www2.gov.bc.ca/assets/gov/british-columbians-our-governments/indigenous-people/aboriginal-peoples-documents/calls_to_action_english2.pdf


Cervical Cancer Prevention and Screening (YYYY)  
 2 
 

identify/address other health and wellness issues, including other preventative care. 

• All symptomatic patients should be investigated/managed following best practices, including a 
speculum examination by someone with experience in gynecologic exams and collection of a LBC 
sample for co-testing (i.e., HPV and cytology) and identification of presenting symptoms. 
Appropriate referral should not be delayed pending results of the co-test, if collected. A vaginal 
sample for HPV screening is not appropriate for symptomatic patients, as it is only for 
asymptomatic individuals. 

Background  
BC Cancer leads cancer screening programs for asymptomatic individuals across BC. Historically, the 
Cervix Screening Program used a conventional Papanicolaou (PAP) smear to detect precancerous 
lesions. While very specific (96.8%), PAP smears suffer from low sensitivity (55.4%).1,2 BC Cancer 
transitioned to a liquid-based cytology (LBC) collection process in 2022 to facilitate timely reporting 
of results and the ability to test for HPV as well as cytology on a single sample (co-testing). 

In 2024, BC Cancer began transitioning to an HPV primary population-based screening program. 
Research indicates that when HPV testing is used alone or in combination with cytology, there is 
earlier and enhanced detection of pre-cancerous lesions and a reduction in subsequent cancerous 
lesions.3,4 HPV testing is also more reliable, can be done less frequently, and has options for patients 
to collect their own samples at home. This makes program participation more accessible and 
convenient for patients across BC, particularly when access to a primary care provider to collect a 
cervical sample can be a challenge. This represents a significant change for health care providers 
and patients.  
 
Regular screening reduces the incidence of stage 1A cervical cancer by 67% and stage 3 or worse by 
95%.5 In BC, 66% of patients with squamous cell carcinoma and 46% of patients with 
adenocarcinoma cervical cancer cases had either never been screened or did not receive timely 
screening.6 Unfortunately, only 68% of eligible patients participate in the BC Cervix Screening 
Program, far less than the 90% target.7 

Epidemiology  
Cervical cancer is the third most frequently identified cancer and fourth leading cause of cancer-
related fatalities in females globally.8,9 One in 170 BC females is expected to develop cervical cancer, 
while one in 530 will die from it.7,10 Most are diagnosed before the age of 50.11  
 
Studies in BC have shown there are higher rates of invasive cervical cancer in patients who are: 
Indigenous; current smokers; from rural areas of the province; or who self-identify as visible 
minorities.12 Cervical cancer incidence rates are 1.6x in First Nations peoples in BC compared to non-
First Nations peoples.13,14  

Etiology  
A persistent infection with a high-risk HPV virus (hr-HPV), accounts for >99% of invasive cervical 
cancer. 15,16 Among the more than 100 known HPV genotypes, 15 are categorized as high-risk (hr-
HPV).14 The remaining HPV genotypes are categorized as low-risk (lr-HPV), often causing non-
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cancerous conditions such as warts. See Table 1: High and Low Risk HPV Types. 

 Table 1. High and Low Risk HPV Types17  

High Risk HPV (hr-HPV) Low Risk HPV (lr-HPV) 
- Associated with cervical cancer, as well as anal, 

oropharyngeal, penile, vaginal, and vulvar 
cancers and certain cancers of the head/neck. 

- Hr-HPV 16 and 18 are associated with ~70% of 
cervical cancers.  

- less common hr-HPV types are 31, 33, 35, 39, 45, 
51, 52, 56, 58, 59, 66, and 68.7   

- Not associated with cervical or other cancers.  
- Associated with anogenital warts.  
- 6 and 11 are the most common lr-HPV types. 

 
HPV is transmitted through epithelial-to-epithelial (skin or mucosa) sexual contact.9 Though less 
common, it can also be transferred to newborns before or during childbirth.8,9 Some evidence 
suggests that HPV infections acquired perinatally may persist atypically.18 These infections have the 
potential to cause juvenile recurrent respiratory papillomatosis (RRP), a condition that is rare but 
particularly morbid.18  
 
90% of HPV infections resolve on their own within two years.19,20 Persistent infections with hr-HPV, 
lasting for more than two years, can result in cervical dysplasia and subsequent cervical cancer if left 
undetected and untreated.19,20 See Figure 1: Cervical Cancer Progression. 

 Figure 1. Cervical Cancer Progression (adapted from the World Health Organization’s International 
Agency for Research on Cancer)4  

 

Risk Factors  
Over 99% of cervical cancer is related to a persistent infection with high-risk HPV, with HPV-16 and 
HPV-18 responsible for 70% of these cancers.8,15 HPV is the most common sexually transmitted 
infection (STI) and affects >70% of sexually active Canadians.9 Individuals are at greatest risk for an 
HPV infection in the 5-10 years following their first sexual experience.21  

Other risk factors for cervical cancer include immunosuppression, including human 
immunodeficiency virus (HIV) infection, smoking commercial tobacco products, multiparity, 
becoming sexually active at a young age, having many sexual partners or a partner with a history of 
many sexual partners, history of other sexually transmitted infections,  and Diethylstilbestrol (DES) 
exposure in-utero (Note: DES not commonly used in Canada after 1980).6,8,9,22 Oral contraceptive use 
>5 years also increases the risk of cervical cancer, though this risk decreases after discontinuing use 
and is neutralized within 10 years.22,23 

While all patients should be screened according to program guidelines, particular attention should 
be paid to patients with risk factors or those facing barriers to screening program participation to 
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encourage optimal alignment with screening protocols. Providers should provide education and 
support to encourage maintenance of healthy behaviours that impact risk.  

Prevention  
Cervical cancer is best prevented through HPV immunization. Another way to reduce the risk of 
cervical cancer is to avoid an HPV infection through safe sexual behaviours, including correct 
condom use.  

Early detection through screening programs and early treatment for pre-cancerous lesions are 
highly effective secondary prevention measures. 

Immunization  
HPV vaccines are extremely safe and highly effective in preventing HPV infections and cervical 
cancer.21,24 Immunization is strongly recommended for all eligible patients unless they have had 
severe allergic reactions to yeast or a previous dose of the HPV vaccine. Immunization is best 
initiated at younger ages and prior to exposure to HPV.25 However vaccines are still effective in older 
populations and in preventing recurrence for patients previously treated for cervical dysplasia.  

The HPV9 vaccine is approved for use in Canada for patients 9-45 years.26 It is not recommended for 
use during pregnancy and is contraindicated for patients who are allergic or have hypersensitivities 
to any component of the vaccine or its container.26 The vaccine protects against nine types of HPV 
that together cause approximately 90% of cervical cancers (HPV 6, 11, 16, 18, 31, 33, 45, 52, and 58).27 
The HPV9 vaccine also protects against anogenital cancer and genital warts.27 

The HPV9 vaccine is publicly funded for BC residents <19 years and specific adult populations at 
higher risk.28 It is routinely offered for free to all grade six students through school-based 
immunization clinics. Those who miss the free vaccine in grade six remain eligible as long as they get 
their first dose before they turn 19, and their last dose before they turn 26. The vaccine is also 
recommended but is not publicly funded for adults outside these approved groups. See Appendix A 
for information on the different types of approved vaccines and their coverage in BC. 

While emerging evidence indicates that a single dose provides excellent protection against HPV,29–31 
Immunize BC currently recommends two doses to anyone who starts the series before their 15th 
birthday and three doses for anyone who starts the series after their 15th birthday or are 
immunocompromised. Refer to Immunize BC for program information and recommendations as 
they may change. 

 

 

 

 

 

 

 

https://immunizebc.ca/
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BC Cancer Cervix Screening Program 
Refer to Figure 2: BC Cancer Cervix Screening Program Algorithm for an overview.  

 Figure 2. BC Cancer Cervix Screening Program Algorithm 

 
Notes: 
- If colposcopy is indicated, the Cervix Screening Program will automatically refer the patient on behalf of the referring health care 

provider. Patients will receive a letter advising them that the results of their screening test indicate that further follow-up is needed 
and that they will be contacted by a colposcopy clinic to arrange an appointment.  

- Refer to the Cessation of Screening section below for more information on when patients can safely stop screening based on their 
previous test results and/or unique scenario. 

- Refer to Appendix C for more detailed information on screening program recommendations for patients who are 
immunocompromised, TTGD, after hysterectomy, during pregnancy, etc.  
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Eligibility  
Patients with a cervix are eligible for cervical cancer screening if they are: 

• asymptomatic, 

• 25-69 years old (even if they’ve gone through menopause), and 

• have a history of sexual activity (even if not currently sexually active). 

Screening is not recommended for patients <25 years, regardless of history of sexual activity. 
However, patients >69 who have never been screened can still be offered a HPV test.  

Pregnancy: Note that screening for cervical cancer is not necessary as a routine part of pre-natal 
screening and can be safely deferred until after pregnancy for those who are up to date. However, 
pregnancy may represent an opportunity for those who might not regularly access care and are 
overdue for screening. If screening is to be done during pregnancy, self-collection is not 
recommended and instead a cervical sample should be collected for LBC.  

Barriers to Participation 
Providers should be aware of systemic and personal barriers that can impact patients’ participation 
in screening programs. The cervical self-screening options serve to reduce some of these barriers 
and represents an excellent opportunity to increase access to care for patients across BC.   
 
Example of barriers that patients may experience when accessing health care include not having a 
regular care provider, the impacts of colonization, residing in rural/remote communities, having had 
few or negative interactions with the health care system, being members of certain groups (e.g., 
visible minorities, immigrants, low-income, underhoused, trans peoples, history of trauma/violence), 
certain religious/cultural groups, and those who don’t speak the language in which service 
information/delivery is available.6,13  
 
It is critical that providers apply a trauma-informed approach to build trust and best support all 
patients, including those who experience specific barriers to screening program participation. Refer 
to the College of Physicians and Surgeons of BC’s Indigenous Cultural Safety, Cultural Humility and 
Anti-racism practice standard, First Nations Health Authority and Health Standards Organization’s 
British Columbia (BC) Cultural Safety and Humility Standard and BC Guidelines Extended Learning 
Document: Primary Care Approaches to Addressing the Impacts of Trauma and Adverse Childhood 
Experiences (ACEs) for more information. Note: Additional training is required before administering 
the ACEs questionnaire. 

Frequency 
Eligible asymptomatic patients should be screened every 3-5 years, regardless of their HPV 
immunization status. Follow-up frequency/timing depends on previous screening modality (i.e., 
cytology versus HPV) and results. Refer to Figure 2: BC Cancer Cervix Screening Program Algorithm 
for more detail.   

https://www.cpsbc.ca/files/pdf/PSG-Indigenous-Cultural-Safety-Cultural-Humility-and-Anti-racism.pdf
https://www.cpsbc.ca/files/pdf/PSG-Indigenous-Cultural-Safety-Cultural-Humility-and-Anti-racism.pdf
https://www.fnha.ca/what-we-do/cultural-safety-and-humility
https://www.fnha.ca/what-we-do/cultural-safety-and-humility
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/extended-learning-document-primary-care-approaches-to-addressing-the-impacts-of-trauma-and-adverse-childhood-experiences-aces
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/extended-learning-document-primary-care-approaches-to-addressing-the-impacts-of-trauma-and-adverse-childhood-experiences-aces
https://www2.gov.bc.ca/gov/content/health/practitioner-professional-resources/bc-guidelines/extended-learning-document-primary-care-approaches-to-addressing-the-impacts-of-trauma-and-adverse-childhood-experiences-aces
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Test Types & Sample Collection Methods 
The BC Cancer Cervix Screening Program currently uses two tests:  

• The HPV test detects a high-risk HPV infection using a vaginal or cervical sample.  

• The cytology test detects the presence of precancerous lesions using a cervical sample.  

 Sample Collection Methods 
Asymptomatic patients, often in conversation with their primary care provider, can choose between 
three sample collection methods. BC and global evidence indicates that screening with a self-
collected HPV vaginal sample is as effective as screening with a health care provider-collected 
cervical sample.4,8,32–34 Several factors influence what collection method is most appropriate for each 
patient, including clinical history, comfort with speculum exam, availability for in person visits, and 
physical aspects like disability, limited motility, etc. Refer to Figure 3: Decision Tree for Sample 
Collection Method. 

1. Patient Collection: Vaginal Swab for HPV Testing 

Patients can take their own vaginal sample using a cervix self-screening kit. Patients can 
request a kit from BC Cancer online or via telephone, even if they do not have a regular 
provider. Providers can also request kits to have on hand at their offices. Refer to Appendix B 
for instructions.  

2. Provider Collection: Vaginal Swab for HPV Testing 

Patients who would like support collecting their own vaginal sample may seek assistance 
from a healthcare provider to gather a vaginal swab.  

3. Provider Collection: LBC Sample for HPV and/or Cytology 
Providers collect cervical samples using a plastic spatula and cytobrush and transfer the 
sample into a thin prep LBC medium. The lab triages the sample for either HPV or cytology 
based on patient and program factors. Refer to BC Cancer for more information on which 
providers are approved to collect cervical samples.  

http://www.bccancer.bc.ca/screening/cervix


Cervical Cancer Prevention and Screening (YYYY)  
 8 
 

 Figure 3. Decision Tree for Sample Collection Method 

 

Follow Up  
Different follow-up is indicated based on screening collection type and result. The Cervix Screening 
Program uses a combination of partial genotyping and cytology on those who test positive for HPV 
to help guide subsequent management. Refer to Figure 2: BC Cancer Cervix Screening Program 
Algorithm for an overview and Appendix C for more detail.  

Note: BC Cancer is working in partnership with Divisions of Family Practice and community primary 
care providers to ensure appropriate and timely follow-up for unattached patients. Similarly, some 
attached patients may not be able to attend their regular provider’s office for follow-up. These 
patients may elect to see another provider, though screening results will also be sent to the primary 
clinician if they are identified on the patient record.   
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Cessation of Screening 
Cervical cancer screening program participation can be safely stopped according to the following 
guidelines. Lab reports will clearly identify when patients can stop screening: 

• Average Risk: Stop screening at age 69 if no positive HPV screening tests between 65-69 years and 
under no active surveillance of cervical intraepithelial neoplasia (CIN) 2, CIN 3, or 
adenocarcinoma in situ (AIS).  

• Immunocompromised: Stop screening at age 74 if no positive HPV screening tests between 69-74 
and under no active surveillance of CIN 2, CIN 3, or AIS.  

• If discharged from colposcopy after treatment for CIN 2, CIN 3, or AIS, but have not yet had a 12-
month co-test (HPV and LBC) before age 69 (not immunocompromised) or 74 
(immunocompromised), complete co-test and discontinue screening after a negative result.  

Signs and Symptoms 
See Table 2: Symptoms Suggestive of Early-Stage and Advanced Cervical Cancer. Note that none of 
these symptoms are specific and may be associated with other causes.  

Patients presenting with signs and symptoms are not eligible for the screening program. These 
patients should be investigated/managed following best practices, including a speculum 
examination by someone with experience in gynecologic exams and collection of LBC samples for 
co-testing if considered clinically important (i.e., HPV and cytology). A vaginal sample is not 
appropriate for symptomatic patients.  

Providers can collect a LBC cervical sample for co-testing, ensuring the requisition includes the 
presenting symptoms. A referral to a colposcopist is appropriate and may be expedited if the clinical 
suspicion is high. Note that a cervical sample for HPV and cytology testing is not required for referral 
and referral should not be delayed pending results of the co-test. Colposcopy and gynecologist exam 
results will determine if any additional diagnostic testing needed. This is outside the scope of this 
guideline. 

 Table 2. Symptoms Suggestive of Early-Stage and Advanced Cervical Cancer.3 

Early-Stage Advanced 
• Post-coital bleeding 
• Post-menopausal bleeding 
• Bleeding between periods 
• Heavier or longer periods 
• Vaginal discharge that is watery, contains blood, 

or has a strong odour and is not otherwise 
explained by benign causes like infection.  

• Pelvic pain 
• Pain during sex 

Symptoms of early-stage cervical cancer PLUS any of 
the following: 
• Difficult/painful bowel movements 
• Rectal bleeding during bowel movements 
• Difficult/painful urination 
• Bloody urine 
• Dull backache 
• Leg swelling 
• Abdominal pain 
• Fatigue 
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Other Clinical / Special Considerations 
The benefits of participating in cancer screening programs outweigh potential harms.5 The new BC 
Cancer Cervix Screening program options for self-collection help to reduce some barriers and 
potential harms. Potential harms may include the following: 

• False positive or false negative test results. 

• Distress leading up to or during sample collection, regardless of collection method.  

• Distress or anxiety if the HPV test result is positive even though not all infections develop into 
dysplasia and not all dysplasia develops into cervical cancer. Similarly, distress or anxiety may 
arise regarding the stigma associated with sexually transmitted infections, disclosure 
requirements, and impacts on intimate partner relationships.  

There are other clinical and special considerations to keep in mind with HPV self-testing. Previously, 
screening through provider collected specimens has been an opportunity for those who might not 
otherwise regularly access care to identify/address “other” health and wellness issues. Providers 
should consider an approach within their practice to planned, proactive engagement with their 
patients to review other care needs including but not limited to recommendations from the BC 
Lifetime Prevention Schedule, STI screening, sexual health education, access to contraception, etc.  

Resources 

 Abbreviations & Definitions: 
• AIS: Adenocarcinoma in situ 
• CIN: Cervical intraepithelial neoplasia  
• Co-Test: When a sample undergoes both HPV and cytology testing. 
• DES: Diethylstilbestrol  
• HPV: Human papillomavirus 
• HPV Test: When the sample is assessed for high-risk (oncogenic) HPV genotypes. 
• hr-HPV: High risk HPV 
• Liquid-Based Cytology: Cells from the cervix are collected using a spatula and/or cytobrush 

that are then transferred into a container containing an alcohol-based fixative. The liquid-
based sample is submitted to the laboratory for testing and can be used for cytology, HPV 
testing or both, depending on the indication and testing algorithm. 

• lr-HPV: Low risk HPV 
• NILM: Negative for intraepithelial lesion or malignancy 
• Provider-Collected Sample: When the provider collects a vaginal sample for HPV testing or a 

cervical sample for LBC and/or HPV testing. 
• Reflex Test: When the result of the primary test necessitates secondary testing. For example, 

when a sample was first assessed for HPV and, due to an HPV-positive test result, is then sent 
for cytology assessment. 

• Self-Screening Kit: A kit that has everything a patient needs to collect a sample from their 
vagina for HPV testing. 

• TTGD: Two-Spirit, Transgender, Gender-diverse 

https://www2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/health-priorities/lifetime-prevention
https://www2.gov.bc.ca/gov/content/health/about-bc-s-health-care-system/health-priorities/lifetime-prevention
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Practitioner Resources  
• BC Cancer Screening Program Practitioner Resources 

o Practitioners can also order BC Cancer educational materials for their offices. 
• FNHA Health Benefits Program Overview: Outlines six benefit areas: dental, medical supplies 

and equipment, medical transportation, mental health, pharmacy, and vision. 
• RACE (Rapid Access to Consultative Expertise): A phone consultation line for physicians, nurse 

practitioners and medical residents. Contact your local RACE line for the list of available 
specialty areas. If your local RACE line does not cover the relevant specialty service or there is 
no local RACE line in your area, or to access Provincial Services, please contact the 
Vancouver/Providence RACE line. 

• Pathways: An online resource that allows FPs, NPs, and their office staff to quickly access 
current and accurate referral information, including wait times and areas of expertise, for 
specialists and specialty clinics. Login required.  

• Health Data Coalition: An online, physician-led data sharing platform that can assist you in 
assessing your own practice in areas such as chronic disease management or medication 
prescribing. Data can graphically represent patients in your practice with chronic diseases, 
allowing for reflection on practice and tracking improvements over time.  

• Family Practice Services Committee 
- Practice Support Program: Offers focused, accredited training sessions for BC physicians 

to help them improve practice efficiency and support enhanced patient care. 
• Doctors of BC: Supports BC’s doctors to be leaders in delivering and improving patient care.  
• BC Family Doctors: Provides resources for Family Physicians to support efficient practice 

management and appropriate compensation for the provision of primary care services. 
• Public Health Agency of Canada: Provides resources to help patients make wise choices about 

healthy living, including increasing physical activity and eating well.  
• British Columbia Centre of Disease Control 
• BC Women’s Hospital  

Patient, Family and Caregiver Resources  

• HealthLinkBC: Patients can call HealthLinkBC at 8-1-1 toll-free in B.C., or for the deaf and the 
hard of hearing, call 7-1-1. They will be connected to an English-speaking health-service 
navigator, who can provide health and health-service information and connect patients with a 
registered dietitian, exercise physiologist, nurse, or pharmacist.  

• FNHA Health Benefits Program Overview: Outlines six benefit areas: dental, medical supplies 
and equipment, medical transportation, mental health, pharmacy, and vision.  

• Travel and Accommodations Assistance Program: Available to residents of BC who must travel 
from their homes to access medical care.  

 ICD-9 Diagnostic Codes  
• 180.0 – Malignant neoplasm of endocervix 
• 180.1 – Malignant neoplasm of exocervix 
• 180.8 – Malignant neoplasm of other specified sites of cervix 
• 180.9 – Malignant neoplasm of cervix uteri, unspecified site 
• 233.1 – Carcinoma in situ of cervix uteri 

http://www.bccancer.bc.ca/screening/health-professionals/cervix
http://www.bccancer.bc.ca/screening/health-professionals/cervix/resources
https://www.fnha.ca/benefits/about-us
http://www.raceconnect.ca/
https://pathwaysbc.ca/login
https://hdcbc.ca/
https://fpscbc.ca/
https://www.doctorsofbc.ca/
https://bcfamilydocs.ca/
https://www.canada.ca/en/public-health.html
http://www.bccdc.ca/
http://www.bccdc.ca/
http://www.bcwomens.ca/
http://www.bcwomens.ca/
https://www.healthlinkbc.ca/
https://www.fnha.ca/benefits/about-us
https://www2.gov.bc.ca/gov/content/health/accessing-health-care/tap-bc
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• 079.4 – Human papillomavirus in conditions classified elsewhere or unspecified site 
• V76.2 – Screening for malignant neoplasms of cervix. 

Billing Codes 
Description Fee for Service Model LFP Model (LFP 

practitioner/Locum) 

Vaginal swab done in by FP  Visit fee (00100 age series) Interaction code (98031/98061) 

Cervical Sample for LBC (with 
speculum) 

Visit fee (00100 age series) plus 

Office Vaginal Speculum exam (14562) 
plus 

Mini Tray fee (00044)  

In-person Interaction with a 
Standard Procedure (98021/98051) 

Appendices 
• Appendix A: HPV Vaccine Information 
• Appendix B: HPV Test Collection Instructions 
• Appendix C: BC Cancer Cervix Screening Program Summary 

Associated Documents 
The following documents accompany this guideline:  

• List of Contributors 
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Disclaimer: This guideline is based on best available scientific evidence and clinical 
expertise as of [effective date]. It is not intended as a substitute for the clinical or 

professional judgment of a health care practitioner. 
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 Appendix A: HPV Vaccine Information 
 

Vaccine Protects Against Immunize BC Coverage 
HPV9 (Gardasil 9)  • HPV Types: 6, 11, 16, 

18, 31, 33, 45, 52, 58 
• Anogenital cancers 
• Genital warts 

Recommended and publicly funded for:  
• All students in grade 6 to 12. Routine program in 

Grade 6, with catch-up in other grades and a variety of 
community-based settings. 

• Individuals who get their first dose before they turn 19 
and get their last dose before they turn 26.  

• HIV positive people 9-26 years of age. 
• Cisgender males 19-26 years of age who: 

o Have sex with other men. 
o Are not yet sexually active but are questioning 

their sexual orientation. 
o Are street-involved. 

• Two-Spirit, transgender, and non-binary individuals 19-
26 years of age (inclusive) at the time of series 
commencement. 

 
Recommended but not publicly funded for the following 
groups. These individuals can access the vaccine at most 
pharmacies, travel clinics, and some sexual health clinics. 
Private pay is approximately $200 per dose. 
• Females 19-45 years of age (unless noted above). 
• Males 19-26 years of age (unless noted above). 
• Males 27 years of age and older who have sex with 

men. 
HPV2 (Cervarix)  
 

• HPV Types: 16, 18 
• Cervical cancer 
• Anal cancer 

Is only approved for use in females.  
Is not publicly funded in BC.  
Private pay is approximately $100 per dose. 

HPV4 (Gardasil) 
 

• HPV Types: 6, 11, 16, 18 
• Cervical cancer 
• Anogenital warts 

No longer available in Canada. 
 
Approved for: 
• Females 9-45 years of age 
• Males 9-26 years of age 
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 Appendix B: HPV Test Collection Instructions 
 

 

  

Patients can order a test kit HERE or by calling 1-877-702-6566. 

Providers can order test kits for their offices HERE (login required). 

 

https://submit.healthcarebc.ca/bccancer/cervix-screening-kit
https://bccancer.silverbacksystems.io/dashboard/login
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 Appendix C: BC Cancer Cervix Screening Program Summary 
 

Refer to the BC Cancer for full details on the Cervix Screening Program here. Summary below, 
excerpted from pages 36-42.  

 

Age to Start Screening • Initiate screening at age 25. Cervical screening is not 
recommended for those over age 25 who have never been 
sexually active. 

Cessation of Cervical 
Screening 

• Average Risk: Stop screening at age 69, provided that there 
has been a negative HPV screening test between the ages of 
65 and 69 and under no active surveillance of pre-cursor 
abnormalities.  

• Immunocompromised: Stop screening at age 74 provided 
there has been a negative HPV screening test between the 
ages of 65 and 69 and under no active surveillance of pre-
cursor abnormalities.  

• Those who have been discharged from colposcopy, but have 
not yet completed the post discharge 12 month cotest (HPV 
and cytology testing) before age 69 (average risk) or 74 
(immunocompromised), should continue with screening 
until they have had a negative cotest. After this, screening 
can be discontinued. 

Management of Those 
over age 69 with HPV 
Positive Results 

• Refer to colposcopy directly.  

• If colposcopic evaluation is negative, discharge to primary 
care for a repeat HPV test in 12 months. If patients continue 
to be HPV positive, refer back to and follow in colposcopy 
until HPV negative or aged 79.  

• At age 79 and the colposcopic examination is negative, HPV 
positive patients can be discharged with no further need for 
screening. 

http://www.bccancer.bc.ca/screening/Documents/Cervix-Program-Overview.pdf
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Screening of 
Immunosuppressed 

• Immunosuppressed patients to initiate cervix screening with 
an HPV test starting at age 25 if they are or have ever been 
sexually active.  

• Immunosuppressed patients who are HPV negative to 
screen every 3 years with an HPV test.  

• Immunosuppressed patients can stop screening at age 74, 
provided that there has been a negative HPV screening test 
between the ages of 69 and 74 and they are under no active 
surveillance of pre-cursor abnormalities.  

• Immunosuppressed patients who are positive for high risk 
HPV, regardless of genotype or cytology results, refer 
directly to colposcopy. 

Screening of Transgender, 
Gender-Diverse and Non-
Binary People 

Cervix Present  

• Follow the recommendations for average risk screening for 
cervix screening.  

Cervix Removed  

• No prior CIN 2, CIN 3 or AIS, cervix screening not 
recommended. People who have had a total hysterectomy 
with history of CIN 2, CIN 3 or AIS should have a cotest (HPV 
and cytology testing) on a sample from the vaginal vault at 
12 months post hysterectomy. Any positive HPV test or a 
high grade or glandular cytology result should be referred 
directly to colposcopy. After a negative cotest, screening can 
be discontinued.  

Neovagina, No Cervix  

• Individuals who had a vaginoplasty or surgically created 
vagina, screening is not recommended. 

Screening of DES-Exposed 
Patients 

• Annual colposcopic examination of both the cervix and 
vagina with cotest (HPV and cytology testing) is 
recommended until age 69. 
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Screening in Pregnancy • Screening is not necessary as a routine part of pre-natal 
screening for those who are up to date with screening. 
Screening can be delayed in patients who are expected to 
continue to engage with the health system until they are 
postpartum.  

• Provider-collected cervix screening can be offered during 
pregnancy if screening is due or overdue.  

• Use prenatal care as an opportunity to engage under or 
never screened patients in the screening program. 

Screening after 
Hysterectomy 

• People who had a total hysterectomy (i.e. cervix removed 
and with no past or present high-grade cervical abnormality 
(i.e. CIN 2, CIN 3, AIS or cervical carcinoma) can discontinue 
screening.  

• People who had a subtotal hysterectomy with conservation 
of the cervix and with no past or present high-grade cervical 
abnormality (i.e. CIN 2, CIN 3, AIS or cervical carcinoma) 
should continue to follow average risk guidelines.  

• People who have had a total hysterectomy with current or 
past high-grade cervical abnormality (i.e. CIN 2, CIN 3 or AIS) 
should have a cotest (HPV and cytology testing) on a sample 
from the vaginal vault at 12 months post hysterectomy. Any 
positive HPV test or if cytology shows ASC-H, HSIL or AGC, 
refer to colposcopy. If HPV is negative and cytology is NILM, 
ASCUS or LSIL, screening can be discontinued. 

Screening after Excisional 
Treatment for High Grade 
Cervical Intraepithelial 
Neoplasia (CIN) 

• After discharge from colposcopy, cotest (HPV and cytology 
testing) at 12 months through their primary care provider.  

• If HPV is negative and cytology is NILM, ASCUS or LSIL they 
can transition back to routine HPV-based screening at 3 year 
intervals (average risk) or 1 year interval 
(immunocompromised).  

• If at the 12 months cotest (HPV and cytology testing), high 
risk HPV is positive or if cytology shows ASC-H, HSIL or AGC, 
re-refer to colposcopy.  

• Screening can be discontinued at age 69 (average risk) or 74 
(immunocompromised) provided the patient has had a 
negative cotest (HPV and cytology testing) and they are 
under no active surveillance of pre-cursor abnormalities. 
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Screening after Excisional 
Treatment for 
Endocervical 
Adenocarcinoma in Situ 
(AIS) 

• After discharge from colposcopy, cotest (HPV and cytology 
testing) at 12 months through their primary care provider.  

• If HPV is negative and cytology is NILM, ASCUS or LSIL they 
can transition back to a cotest (HPV and cytology testing) at 
3 year intervals (average risk) or 1 year interval 
(immunocompromised).  

• If High risk HPV is positive or if cytology shows ASC-H, HSIL 
or AGC, re-refer to colposcopy.  

• Screening for HPV negative patients can be discontinued at 
age 69 (average risk) or 74 (immunocompromised) provided 
that there has been a negative cotest (HPV and cytology 
testing) at last screen and they are under no active 
surveillance of pre-cursor abnormalities. 

Screening after Cervical 
Cancer Treated with 
Surgery or Radiation 

• The patient’s colposcopist or oncologist is responsible for 
outlining the post-treatment follow-up of a patient 
diagnosed with cervical cancer for the first 5 years.  

• Once discharged from the care of the 
colposcopist/oncologist, screening is no longer 
recommended. Ongoing surveillance for recurrence by 
someone experienced in cervical disease is recommended. 

Cervical Evaluation in 
Those Exhibiting Signs and 
Symptoms of Cervical 
Cancer 

• Cervix screening is only appropriate for those who are age 
eligible and asymptomatic.  

• People with symptoms eg. post coital bleeding, abnormal 
bleeding and/or a persistent vaginal discharge should have a 
speculum examination by someone with experience in 
gynecologic exams.  

• Providers can perform a cotest (HPV and cytology testing) 
and referral to a colposcopist is appropriate and may be 
expedited if the clinical suspicion is high.  

• A cotest (HPV and cytology testing) is not required for 
referral and referral should not be delayed pending results 
of the cotest. 

HPV Invalid • Repeat HPV testing. Unless a cotest (HPV and cytology 
testing) was recommended, a self-screening test will be sent 
to the patient at the time of the invalid result notification.  

• If repeat test is invalid, refer to colposcopy. 
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Rejected Samples • CCSL will reject and will not process specimens if specimen 
identification cannot be confirmed.  

• Unless a cotest (HPV and cytology testing) was 
recommended, a self-screening test will be sent to the 
patient at the time of the invalid result notification. 

Unsatisfactory Samples • Samples which are inadequate for interpretation due to poor 
preservation or obscuring elements.  

• Unless a cotest (HPV and cytology testing) was 
recommended, a self-screening test will be sent to the 
patient at the time of the invalid result notification. 

High Risk HPV Negative • Repeat cervical screening in 5 years.  

• Shorter screening interval recommendation for 
immunocompromised patients and after treatment for CIN 
2, CIN 3 or AIS. 

High Risk HPV 16/18 
Positive 

• Refer to colposcopy.  

• If screening is performed with a provider-collected sample, 
the CCSL will perform a cytological evaluation to aid in the 
colposcopist’s decision.  

• If screening is performed by self-sampling, colposcopist will 
collect a cytology sample to aid with management decisions. 

High Risk HPV Other 
Positive with ASC-H, HSIL 
or AGC Cytology 

• Refer to colposcopy.  

High Risk HPV Other 
Positive with Unknown or 
Unsatisfactory Cytology 
Result 

• Follow-up cervical screening with primary care provider.  

• If cytology samples are reported as unsatisfactory on two 
different occasions, colposcopy referral is recommended. 
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High Risk HPV Other 
Positive with Cytology 
Negative (NILM), ASCUS or 
LSIL 

• Repeat HPV in 12 months.  

• If repeat HPV test is negative, return to routine screening 
(e.g. every 5 years for average risk patients).  

• If repeat HPV test is positive for any HPV type; refer to 
colposcopy.  

o If screening is performed with a provider-collected 
sample, the CCSL will perform a cytological evaluation 
to aid with colposcopist’s decision.  

o If screening is performed by self-screening, 
colposcopist will collect a cytology sample at the time 
of colposcopy to aid with management decisions. 

ASCUS and LSIL • Pap test will be triaged by reflex HPV testing.  

o If HPV test is positive for HPV other than 16 or 18; 
HPV testing is recommended in 12 months.  

o If HPV test is positive for HPV 16 or 18; colposcopy 
referral is recommended.  

o If HPV test is negative; return to routine screening 
(e.g. every 5 years for average risk patients). 

ASC-H, HSIL, Moderate 
Dysplasia and Severe 
Dysplasia 

• Refer to colposcopy. 

Atypical Glandular Cells • Refer to colposcopy. 

Benign Endometrial Cells 
in Cervical Sample 

• Cervical cytology examination has poor sensitivity for 
endometrial carcinoma and should not be used as a 
screening test to either rule in or rule out an endometrial 
abnormality. 

Atypical Endometrial Cells 
or Endometrial Carcinoma 

• Refer to colposcopy or a general gynecologist for further 
evaluation which should include an endometrial biopsy. 

Possible Extrauterine 
Carcinoma or Rare 
Malignancies 

• Features of possible extrauterine carcinoma or rare 
malignancies may be identified in cytology samples collected 
from participants who are HPV positive.  

• These should be dealt with on a case-by-case basis and may 
need a multidisciplinary team approach for management. 
Contact the CCSL for clarification of the results if needed. 

 


