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POLICY:  This policy follows the recommendations of the U.S. MEC, 2016; U.S. SPR, 2016; CDC’s QFP, 2014; USPSTF; and ACOG, 2012.
PURPOSE:  This policy provides direction for reproductive health prescribing providers to assist clients in their use of prescription contraceptives.  Usually, clients are provided with 3 and no more than 6 months of a prescriptive contraceptive method under standing orders signed by the agency’s Medical Director/Health Officer at their initial contraceptive visit.  Continuation of the method must be provided under a current documented prescription from the prescribing provider.  The following protocol provides best practice guidance for prescribing providers for visits in which the client is current with, and not in need of age-appropriate exams or screening recommendations, and the primary purpose of the visit is to obtain a documented prescription for the continuation of a birth control method.
PROTOCOL:
1. (insert AGENCY name) MDs, DOs, NPs, NDs, or PAs may provide a one year prescription for a contraceptive method for which the client has no U.S. MEC category 4 risk conditions.  See method specific protocol for a list of these risk conditions, and refer clients with category 4 risk conditions to specialty care, or consult with the agency’s Health Officer prior to prescribing.
2. (insert AGENCY name) MDs, NPs, NDs, or PAs may provide a one year prescription for a contraceptive method for which the client has a U.S. MEC category 3 risk condition if the advantages of using the method outweigh the theoretical or proven risks and if the client refuses to consider lower risk methods.
3. (insert AGENCY name) MDs, NPs, NDs, or PAs may provide a one year prescription for a contraceptive method for which the client has category 1 & 2 risk conditions. 
PROCEDURE:
1. Provide client-centered care through quality counseling and education using the 5 key principles:

a) Establish and maintain rapport with the client;

b) Assess the client’s needs and personalize discussions accordingly;

c) Work with the client interactively to establish a plan;

d) Provide information that can be understood and retained by the client; and

e) Confirm the client’s understanding using a technique such as the teach-back method.

2. Review medical history:

a) Significant illness;

b) Allergies;

c) Current medications - prescriptive and over-the-counter (OTC);

d) Use of tobacco, alcohol, and other drugs;

e) Immunization and rubella status;

f) Contraceptive use;

g) Menstrual history;

h) Sexual history including risk for sexually transmitted infections (STIs);

i) Obstetrical history;

j) Gynecological and Pap test history;

k) Surgical history;

l) Hospitalizations;

m) Family History;

n) In utero exposure to diethylstilbestrol (DES); and

o) Reproductive life plan.

3. Perform a Review of Systems (ROS) with a special focus on systems potentially affected by contraceptive method use.  Address any issues identified and perform a physical exam as indicated by history, presentation, and findings from the ROS.  Issues identified that are beyond the scope of the program will be referred to primary or specialty care and referral assistance will be provided.
4. Assess for recent sexual activity where intercourse was unprotected and offer emergency contraception (EC) for immediate use if indicated. 
a) Note that if ella®  is the EC formulation administered, a reliable barrier method of contraception should be used with subsequent acts of intercourse that occur within the next 14 days.   Because ella® and the progestin component of hormonal contraceptives both bind to the progesterone receptor, using them together could reduce their contraceptive effect.  After using ella® if a woman wishes to use hormonal contraception, she should do so no sooner than 5 days after the intake of ella®.
5. Review all outside records received and determine if the client is in need of age-appropriate screenings or physical exams (see Reproductive Health Well Visit Policies and Procedures).  Send for additional records if indicated or if records already received are incomplete.
6. Review last menstrual period (LMP) and compliance with contraceptive method (if applicable).  Assess for risk of current pregnancy.  Offer pregnancy test if indicated.

· A healthcare provider can be reasonably certain that a woman is not pregnant if she has no symptoms or signs of pregnancy and meets the following: 

· Is ≤7 days after the start of normal menses;

· Has not had sexual intercourse since the start of last normal menses;

· Has been correctly and consistently using a reliable method of contraception;

· Is ≤7 days after spontaneous or induced abortion; 

· Is within 4 weeks postpartum;

· Is fully or nearly fully breastfeeding (exclusively breastfeeding or the vast majority [≥85%] of feeds are breastfeeds), amenorrheic, and < 6 months postpartum.  

3. Screen all women of reproductive age for intimate partner violence (IPV) with screening instruments, such as:

· Hurt/Insult/Threaten/Scream (HITS) (See Attachment 2)
· Humiliation, Afraid, Rape, Kick (HARK)

· Extended Hurt/Insult/Threaten/Scream (E-HITS)

· Partner Violence Screen (PVS); or

· Woman Abuse Screening Tool (WAST).

a) Provide or refer screen-positive women to ongoing support services to (insert COMMUNITY RESOURCE).  USPSTF Grade B recommendation (October 2018).

· Always use professional language interpreters and not someone associated with the client.

· Incorporate screening for IPV into the routine medical history by integrating questions into intake forms or EHR templates so that all clients are screened whether or not abuse is suspected.

· Establish and maintain relationships with community resources for clients affected by IPV.

· Keep printed take-home resource materials such as safety procedures, hotline numbers, and referral information in privately accessible areas such as restrooms and examination rooms.  Posters and other educational materials displayed in the office also can be helpful.

· Ensure that staff receives training about IPV and that training is provided annually.

· See Relationship Safety Policies and Procedures for guidance if a client answers “yes” to any of the questions in Attachment 2.

· Use a framing statement to show that screening is done universally, not because it is suspected: “We’ve started talking to all of our clients about safe and healthy relationships because it can have such a large impact on your health.” 

· Address confidentiality: “Before we get started, I want you to know that everything here is confidential, meaning that I won’t talk to anyone else about what is said unless you tell me something that state laws require I report or where there has been child abuse, child molestation, child sexual abuse, rape and/or incest.”

a) The USPSTF (January 2013) recommends that clinicians screen women of childbearing age for intimate partner violence, such as domestic violence, and provide or refer women who screen positive to intervention services; Grade B Recommendation.

b) The Oregon Health Authority Reproductive Health Program recommends that males, as well as females, receive IPV screening.  The CDC reports 1 in 10 males report experiencing rape, physical violence, and/or stalking by a partner and males account for 30% of all IPV-related deaths.
7. When staff-assisted depression care supports are in place, assess adults, including pregnant and postpartum women for depression using the PHQ-2. (see Attachment 1) Staff-assisted depression care supports assure accurate diagnosis, effective treatment, and follow-up; Grade B Recommendation (January 2016).  
a) If depression is identified, the client will be referred to the (insert COMMUNITY RESOURCE) behavioral health staff for further evaluation.

b) If the client expresses suicidal ideation, the on-call crisis worker will be contacted and the client immediately referred.

c) The USPTF recommends against routinely screening adults for depression when staff-assisted depression care supports are not in place; however, there may be considerations that support screening for depression in an individual client; Grade C Recommendation.
8. When staff-assisted depression care supports are in place, screen adolescents aged 12 to 18 years of age for major depression disorder using PHQ-2 (see Attachment 1).  Staff-assisted depression care supports assures accurate diagnosis, effective treatment, and appropriate follow-up.  USPSTF Grade B Recommendation (February 2016)
a) If depression is identified, the client will be referred to the (insert COMMUNITY RESOURCE) behavioral health staff for further evaluation.

b) If the client expresses suicidal ideation, the on-call crisis worker will be contacted and the client immediately referred.

4. Screen adults aged 18 years or older for alcohol misuse using the AUDIT-C (see Attachment 5), 

a) provide persons engaged in risky or hazardous drinking with brief behavioral counseling interventions to reduce alcohol misuse (USPSTF, November 2018); Grade B Recommendation.

b) Adolescents aged 12 to 17 years current evidence is insufficient to assess the benefits and harms of screening and brief behavioral counseling interventions for alcohol use. USPSTF Grade I recommendation (November 2018)

9. Screen all clients for illicit drug use (ACOG, 2015). (see Attachment 4)
10. Discuss client’s reproductive life plan about becoming pregnant by asking:

a) Do you have children now?

b) Do you want to have (more) children?

c) How many (more) children would you like to have and when?

· If the client does not want a child at this time and is sexually active, then offer contraceptive services.

· If the client desires pregnancy testing, then provide pregnancy testing and preconception counseling.

· If the client wants to have a child now, then provide services to help the client achieve pregnancy and provide preconception counseling.

· If the client wants to have a child and is experiencing difficulty conceiving, then provide basic infertility services.

11. For clients not currently using a birth control method and wanting to begin using a method, present all birth control method options for which the client has no U.S. MEC category 4 risk conditions, beginning with the most effective methods.  See specific method protocol for further guidance.
12. For clients currently using a birth control method, assess their satisfaction with the method used.  Determine if the client is using the method correctly.  Briefly discuss alternative methods (to ensure the client is aware of all options) beginning with the most effective methods and refer to method specific protocol for further guidance. 
13. Each client will receive patient instructions regarding warning signs, common side effects, risks, method of use, alternative methods, use of secondary method, and the clinic follow-up schedule.  Document client education provided and the client’s understanding of the method of choice.
14. Perform Physical Assessment:

a) Blood Pressure: normal <140/90; refer clients with blood pressure reading > 140 systolic or > 90 diastolic to a primary care provider for further evaluation - USPSTF recommends screening for high blood pressure in adults age 18 and older, obtain measurements outside of the clinical setting for diagnostic confirmation before starting treatment; Grade A Recommendation (October 2015).  Blood pressure assessment will be provided for clients of all ages despite the USPSTF (October 2013) conclusion that there is insufficient evidence to assess the balance of benefits and harms for screening for primary hypertension in asymptomatic children and adolescents to prevent subsequent cardiovascular disease in childhood or adulthood; Grade I Recommendation.
b. Height/Weight;
c. Body Mass Index (BMI):
i. Screen all adults for obesity.
1) Offer or refer clients with a BMI of 30 kg/m2 or higher to intensive, multicomponent behavioral interventions; USPSTF Grade B Recommendation. (September 2018)  
a. Screen children aged 6 years and older for obesity and offer or refer them to comprehensive, intensive behavioral interventions to promote improvement in weight status (USPSTF, June 2017); Grade B Recommendation.
15. Screen for STIs (if the client has not been screened) according to STI screening guidelines (see STI Screening Policies and Procedures).
ASSESMENT/SUMMARY OF FINDINGS:
1. Document a summary of all findings from the exams above, even if the finding is beyond the scope of services provided in the RH program.

PLAN:
1. Review assessment findings and develop and document a plan to address each finding.  

2. Discuss how the client will be notified of laboratory test results or how to obtain results. Answer questions.

3. Prescribing provider will write a valid documented prescription for up to one year for the client’s contraceptive method.
4. Offer and provide up to a one year supply of the client’s contraceptive method.
5. Offer and provide condoms. 

6. Prescribing provider will write a valid documented prescription for ella®, if this is the preferred future-use EC for the individual client.
a) Instruct the client to wait 5 days after the administration of ella® before initiating hormonal contraceptives.  Recommend the use of a barrier method of contraception with all subsequent acts of intercourse that occur within the next 14 days. 
7. The decision to offer and dispense future-use EC should be made on an individualized basis and should include shared decision making between the provider and the client.  The practice of offering and dispensing future-use EC to all clients has had no impact on unplanned pregnancy rates.  Data shows that clients who had EC available at the time of unprotected intercourse either didn’t take it at all or took it incorrectly.  Additionally, the practice of providing EC to all clients represents a significant cost to the agency.  Clients requesting (those that self-identify that they need or want) EC for future use and those using less reliable methods of birth control (tier 3 methods) might benefit most from having future-use EC made available.
ROUTINE FOLLOW-UP

1. The recommendations listed below address when routine follow-up is recommended for safe and effective continued use of contraception for healthy women and men.  Although routine follow-up is not necessary for the use of most contraceptive methods, recommendations might vary for different users and different situations.  Specific populations such as adolescents, those with certain medical conditions or characteristics, and those with multiple conditions may benefit from more frequent follow-up visits.
a) Advise the client to return at any time to discuss side effects or other problems or if the client wants to change the method being used.
b) At other routine visits, healthcare providers should do the following:

· Assess the client’s satisfaction with the contraceptive method and whether the client has any concerns about method use.
· Assess any changes in health status, including medications that would change the appropriateness of the method’s safe and effective use based on U.S. MEC.
· Assess blood pressure.
· Consider assessing weight changes and counsel clients who are concerned with any weight changes perceived to be due to contraceptive method.
· Provide up to the maximum number of refills of the birth control method under a current prescription from (insert AGENCY name) prescribing provider.
CLIENT EDUCATION

1. All women who are planning or capable of pregnancy should be counseled to take a daily supplement containing 0.4 to 0.8 milligrams (400 to 800 µg) of folic acid (USPSTF, Grade A recommendation; January 2017).
2. Provide the client with instructions on how to use their birth control method.  Explain the correct use of the method and document all education provided, as well as the client’s understanding.
3. Advise the client that hormonal contraceptive use may change their periods; the client may have spotting or irregular bleeding for the first few months.
4. Advise the client to call the clinic if she/he has any questions or concerns regarding birth control method.
5.  Advise the client to use condoms for protection against STIs.
6. Inform the client that any signs or symptoms of complications should be reported to the clinic; if the clinic is not open, clients should call 911 or go to the emergency room.
7. Provide minors with counseling on encouraging family involvement, abstinence, and parental involvement as indicated. 
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ATTACHMENT 1: The Patient Health Questionnaire-2 (PHQ-2) - Overview

The PHQ-2 inquires about the frequency of depressed mood and anhedonia over the past two weeks. The PHQ-2 includes the first two items of the PHQ-9.  The purpose of the PHQ-2 is not to establish a final diagnosis or to monitor depression severity, but rather to screen for depression in a “first step” approach.

Patients who screen positive should be further evaluated to determine whether they meet criteria for a depressive disorder. 
Clinical Utility

Reducing depression evaluation to two screening questions enhances routine inquiry about the most prevalent and treatable mental disorder in primary care.

Scoring

A PHQ-2 score ranges from 0-6. A PHQ-2 score of 3 or higher is the optimal cut off point for screening purposes. Clients with a score of 3 or higher will be screened further for depressive disorder or will be referred out for this service. 

PHQ1:
In the past two weeks, how often have you been bothered by having little interest or pleasure in doing things.  Would that be “not at all,” “several days,” “more than half of the days,” or “nearly every day?” 


0 = NOT AT ALL


1 = SEVERAL DAYS


2 = MORE THAN HALF THE DAYS


3 = NEARLY EVERY DAY

PHQ2:
In the past two weeks, how often have you been bothered by feeling down, depressed, or hopeless.  Would that be “not at all,” “several days,” “more than half of the days,” or “nearly every day?” 


0 = NOT AT ALL


1 = SEVERAL DAYS


2 = MORE THAN HALF THE DAYS


3 = NEARLY EVERY DAY

ATTACHMENT 2:

E-HITS Tool for Intimate Partner Violence Screening: Please read each of the following activities and fill in circle that best indicates the frequency with which you partner acts in the way depicted.

How often does your partner?              Never    Rarely    Sometimes    Fairly Often       Frequently

1. Physically hurt you                             O            O                O                    O                     O

2. Insult or talk down to you                   O            O                O                    O                     O

3. Threaten you with harm                     O             O                O                    O                     O

4. Scream or curse at you                       O             O                O                    O                     O

E- Force you to have sexual activities    O             O                O                    O                     O               
                                                                1              2                  3                     4                      5

Each item is scored from 1-5. Thus, scores for this inventory range from 5-25. A score of greater

than 10 is considered positive.
*E-HITS copyrighted by Kevin Sherin MD, MPH.  Permission was obtained to use.  

ATTACHMENT 2:
SCREENING TOOL for sexual coercion, reproductive coercion, and intimate partner violence:
1. Has your current partner ever threatened you or made you feel afraid?

(Threatened to hurt you or your children if you did or did not do something, controlled who you talked to or where you went, or gone into rages)

2. Has your partner ever hit, choked, or physically hurt you?

(“Hurt” includes being hit, slapped, kicked, bitten, pushed, or shoved)

3. Has your partner ever forced you to do something sexually that you did not want to do, or refused your request to use condoms?

4. Does your partner support your decision about when or if you want to become pregnant?

5. Has your partner ever tampered with your birth control or tried to get you pregnant when you didn’t want to be?

May consider these questions for clients with disabilities:

1. Has your partner prevented you from using a wheelchair, cane, respirator, or other assistive device?

2. Has your partner refused to help you with an important personal need such as taking your medicine, getting to the bathroom, getting out of bed, bathing, getting dressed, or getting food or drink, or threatened not to help you with these personal needs?

ATTACHMENT 3: AUDIT-C Alcohol Screen

The AUDIT-C is a 3-item alcohol screen that can help identify persons who are hazardous drinkers or have active alcohol use disorders (including alcohol abuse or dependence).

Scoring

The AUDIT-C is scored on a scale of 0-12. Each AUDIT-C question has 5 answer choices. Points allotted are:

· a = 0 points

· b = 1 point

· c = 2 points 

· d = 3 points

· e = 4 points

In men, a score of 4 or more is considered positive.  

In women, a score of 3 or more is considered positive.

However, when the points are all from Question #1 alone (#2 & #3 are zero), it can be assumed that the patient is drinking below recommended limits and it is suggested that the provider review the patient’s alcohol intake over the past few months to confirm accuracy.  Generally, the higher the score, the more likely it is that the patient’s drinking is affecting his or her safety. 

1. How often do you have a drink containing alcohol?

	a) Never
	b) Monthly or less
	c) 2-4 times a month

	d) 2-3 times a week
	e) 4 or more times a week
	


2. How many standard drinks containing alcohol do you have on a typical day?

	a. 1 or 2
	b. 3 or 4
	c. 5 or 6

	d. 7 to 9
	e. 10 or more
	


3. How often do you have six or more drinks on one occasion?

	a. Never
	b. Less than monthly
	c. Monthly

	d. Weekly
	e. Daily or almost daily
	


ATTACHMENT 4: ACOG Illicit Drug Use Screening Questions

First, use ubiquity statements:

· “Substance use is so common in our society that I now ask all my patients what, if any, substances they are using?”

Then, ask direct questions if the client answers positive to substance use above:

· “Have you ever tried . . .?”

· “How old were you when you first used . . .?”

· “How often; what route; how much?”

· “How much does your drug habit cost you?”
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