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POLICY:  This policy follows the recommendations of the USPSTF, CDC, ACOG, and ACP.
PURPOSE: This policy provides guidance to reproductive health prescribing providers on the provision of high quality reproductive health services.  The Reproductive Health Well Visit provides an opportunity for Nurse Practitioners (NPs), Physician Assistants (PAs), Doctor of Osteopathic medicine (DO), Naturopathic Doctors, or Medical Doctors (MDs) to offer associated reproductive health services in addition to contraceptive management.  
PROTOCOL:  A Reproductive Health Well Visit includes a client-centered interview, comprehensive family and personal health history, examination or laboratory tests as indicated by history and following national standards of care, and client-centered counseling to improve health and reduce risks to health.  
A Reproductive Health Well Visit is not required in order to prescribe hormonal contraception, but, a current written prescription is and it is this requirement that creates the opportunity to offer client’s age-appropriate screenings, examinations, and laboratory services.  If a client is current on recommended exam and laboratory services or refuses the Reproductive Health Well Visit and is in need of contraceptive services, refer to the Prescription Visit Policies and Procedures. 
(insert AGENCY name) NPs, PAs, DOs, NDs, and MDs will perform a Reproductive Health Well Visit following national standards of care as outlined below, though certain components may be delegated to assistive staff.
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. Assess and document a Review of Systems (ROS) based on the reason for visit and Health History Form.  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. Perform an annual STI risk assessment using the Health History Form.  Perform the STI risk assessment more frequently for those at high risk (CDC 2015).  
a) High risk is defined as:

· Having a current sexually transmitted infection (STI);
· Having had a STI in the past year; and
· Having multiple sexual partners. 
6. Assess for tobacco use.  
a) Ask all adults about tobacco use and provide tobacco cessation interventions for those who use tobacco products (USPSTF September 2015); Grade A Recommendation.
7. Assess for depression in adults, 18 years and older, including pregnant and postpartum women using the PHQ-2 (see Attachment 1).  Screening should be implemented when adequate supports are in place to assure accurate diagnosis, effective treatment, and follow-up; USPSTF 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.
8. Assess for major depressive disorder in adolescents aged 12 to 18 years of age using the PHQ-2 (see Attachment 1).  Screening should be implemented when adequate supports are in place to assure 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.
9. 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 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.”

b) Males should also 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. USPSTF Grade I recommendation (October 2018)
10. 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)
11. Screen all clients for illicit drug use (ACOG, 2015) (see Attachment 4).
12. Screen for BRCA risk.  
a) Screen women who have family members with breast, ovarian, tubal, or peritoneal cancer, or who identify a family history that may be associated with an increased risk for potentially harmful mutations in breast cancer susceptibility genes (BRCA1 or BRCA2) (USPSTF, December 2013).  

· Individuals at higher risk (women who have more than a 20%-25% chance of having an inherited predisposition to breast or ovarian cancer) include:

1) Women with a personal history of both breast cancer and ovarian cancer; 

2) Women with ovarian cancer and a close relative—defined as mother, sister, daughter, grandmother, granddaughter, aunt—with ovarian cancer, premenopausal breast cancer, or both; 

3) Women of Ashkenazi Jewish descent with breast cancer who were diagnosed at age 40 or younger or who have ovarian cancer; 

4) Women with breast cancer at 50 or younger and who have a close relative with ovarian cancer or male breast cancer at any age; and
5) Women with a close relative with a known BRCA mutation.
· Refer women with a 5-10% chance of having hereditary risk for genetic counseling, and if, indicated BRCA testing; Grade B Recommendation.  Women with a 5-10% hereditary risk include: 

1) Women with breast cancer by age 40; 

2) Women with ovarian cancer, primary peritoneal cancer, or Fallopian tube cancer or high grade, serous histology at any age; 

3) Women with cancer in both breasts (particularly if the first cancer was diagnosed by age 50); 

4) Women with breast cancer by age 50 and a close relative with breast cancer by age 50; 

5) Women with breast cancer at any age and two or more close relatives with breast cancer at any age (particularly if at least one case of breast cancer was diagnosed by age 50); and 

6) Unaffected women with a close relative that meets one of the previous criteria.
· High risk clients will be referred to a specialist (Geneticist or Oncologist) for genetic screening when indicated.
· The USPSTF (December 2013) recommends against routine genetic counseling or BRCA testing for women whose family history is not associated with an increased risk for potentially harmful mutations in the BRCA1 or BRCA2 genes; Grade D Recommendation.  
13. Counsel on preventative medication for breast cancer.  
b) The USPSTF (September 2013) recommends that clinicians engage in shared, informed decision making about medications to reduce risk with women who are at increased risk for breast cancer.  
c) For women who are at increased risk for breast cancer and at low risk for adverse medication effects, clinicians should offer to prescribe risk-reducing medications, such as tamoxifen or raloxifene; Grade B Recommendation.  
d) The USPSTF (September 2013) also recommends against the routine use of medications, such as tamoxifen or raloxifene, for risk reduction of primary breast cancer in women who are not at increased risk for breast cancer; Grade D Recommendation.  
e) Clients at increased risk for breast cancer will be referred to a specialist (Geneticist or Oncologist) for breast cancer preventative medication when indicated.
14. Counsel on aspirin for the prevention of cardiovascular disease and colorectal cancer.  
a) The USPSTF (April 2016) recommends initiating low-dose aspirin use for the primary prevention of CVD and CRC in adults aged 50 to 59 who have a 10% or greater 10- year CVD risk, are not at increased risk for bleeding, have a life expectancy of at least 10 years, and are willing to take low-dose aspirin daily for at least 10 years. Grade B Recommendation.  
· Primary risk factors for CVD:  

1) Older age;
2) Male sex;
3) Race/ethnicity;
4) Abnormal lipid levels;
5) High blood pressure; 
6) Diabetes; and 
7) Smoking. 

b) The decision to initiate low-dose aspirin use for the primary prevention of CVD and CRC in adults aged 60-69 years who have a 10% or greater 10-year CVD risk should be an individual one. Grade C Recommendation.  
c) The current evidence is insufficient for initiating aspirin use for the primary prevention of CVD and CRC in adults younger than 50 years. Grade I Recommendation (April 2016)

d)  The current evidence is insufficient for initiating aspirin use for the primary prevention of CVD and CRV in adults aged 70 years or older.  Grade I Recommendation (April 2016)
15. Counsel to promote breastfeeding. 

a) The USPSTF (October 2016) recommends interventions during pregnancy, peripartum, and postpartum to promote and support breastfeeding; Grade B Recommendation.
EXAM AND LABORATORY SERVICES 

1. Height/Weight;
2. Body Mass Index (BMI):
a) Screen all adults for obesity.
i. Offer or refer clients with a BMI of 30 kg/m2 or higher to intensive, multicomponent behavioral interventions; USPSTF Grade B Recommendation. (September 2018)  
b) 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.
3. 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 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. 
· Adolescents receiving services in the Reproductive Health Program are likely to be accessing birth control services and obtaining a blood pressure reading will assist staff with the use of the U.S. MEC risk criteria and therefore will be obtained for all clients served.  If BP is > 140 systolic or > 90 diastolic ensure that the appropriate sized blood pressure cuff is being used.  Have the client rest, and repeat reading at the end of their appointment.  If persistently elevated, refer to a primary care provider for further evaluation.
4. Perform individualized physical exams.  See below. There is no evidence to support the evaluation of heart, lungs, thyroid, abdomen, or genitals, among others, in the asymptomatic client with no history of a medical problem relating to these systems.  The physical exam will be individualized and based on the client’s clinical presentation and medical history.  If another program requires a certain exam component (for example, the Breast and Cervical Cancer Program requires a clinical breast exam), perform the exam component as directed by that program.
a) Mammography: 
· Screen women ages 50-74 every 2 years with film mammography (USPSTF, January 2016); Grade B Recommendation. 
· The decision to begin biennial screening in women prior to age 50 should be an individualized one, according to the client’s circumstances and values; Grade C Recommendation. (January 2016)
· For women aged 75 years and over, there is insufficient evidence for or against screening mammography; Grade I Recommendation.
· For all women, there is insufficient evidence for the use of digital breast tomosynthesis (DBT) as a primary screening method.  (January 2016) Grade I Recommendation
· There is insufficient evidence for the use of adjunctive screening for breast cancer using breast ultrasonography, magnetic resonance imaging, DBT, or other methods in women identified to have dense breasts on an otherwise negative screening mammogram. (January 2016) Grade I Recommendation
b) Cervical Cancer Screening: 
· The below USPSTF recommendations apply to women who have a cervix, regardless of sexual history or HPV vaccination status.  These recommendations do not apply to women who have received a diagnosis of a high-grade precancerous cervical lesion or cervical cancer, women with in utero exposure to diethylstilbestrol, or those who have a compromised immune system (such as women living with HIV). 
1) The USPSTF recommends screening for cervical cancer in women:

· Ages 21 to 29 years with cytology alone (Pap smear) every 3 years
· Ages 30 to 65 years:

· Screening every 3 years with cytology alone, or
· Every 5 years with high-risk human papillomavirus (hrHPV) testing alone, or 

· Every 5 years with hrHPV testing in combination with cytology (co-testing) (August 2018 Grade A Recommendation).
2) The USPSTF recommends against screening for cervical cancer in women:

· Younger than age 21 years; Grade D Recommendation.

· Older than age 65 years who have had adequate prior screening and are not otherwise at high risk for cervical cancer; Grade D Recommendation.
· Who have had a hysterectomy with removal of the cervix and who do not have a history of a high-grade precancerous lesion (i.e., cervical intraepithelial neoplasia [CIN] grade 2 or 3) or cervical cancer; Grade D Recommendation.
c) Management of Abnormal Cervical Cytology: Refer to the Management of Abnormal Cervical Cytology Policies and Procedures for Pap screening/testing within the context of a history of a prior abnormal result and/or for follow-up of a recent abnormal result.
d) Chlamydia and Gonorrhea Screening: 
· Screen sexually active women age 24 years and younger, and older women who are at increased risk for infection (USPSTF, September 2014); Grade B Recommendation.  Increased risk is defined as:

1) Having a new sex partner, more than 1 sex partner, a sex partner with concurrent partners, or a sex partner who has an STI; 
2) Inconsistent condom use among persons who are not in mutually-monogamous relationships; 
3) Previous or coexisting STI;
4) Exchanging sex for money or drugs;

5) Being incarcerated;

6) Being a military recruit; and

7) Receiving care at public STI clinics.  
· The USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of screening for Chlamydia and gonorrhea in men; Grade I Recommendation.
e) Hepatitis C Screening: 
· Perform a one-time screening test for hepatitis C virus (HCV) infection in persons born between 1945 and 1965 (USPSTF, June 2013). 
· Screen those at high risk for infection:

1) Past or current injection drug use;
2) Received a blood transfusion prior to 1992;
3) Long-term dialysis;
4) Born to a HCV-infected mother;
5) Incarcerated;
6) Intranasal drug use; and 
7) Unregulated tattoo or other percutaneous exposures; Grade B Recommendation.
f) Hepatitis B Screening: 
· Screen high risk clients for hepatitis B virus infection (HBV) (USPSTF, May 2014).  High risk is defined as:

1) HIV-positive persons;

2) Injection drug users; 
3) Household contacts or sexual partners of persons with HBV infection;  
4) Men who have sex with men; and

5) Those receiving hemodialysis or cytotoxic or immunosuppressive therapy (e.g., chemotherapy for malignant diseases and immunosuppression related to organ transplantation and for rheumatologic and gastroenterologic disorders); Grade B Recommendation.
g) HIV Screening: 
· Screen for HIV infection in adolescents and adults ages 15 to 65 years (USPSTF, April 2013).  
· Screen younger adolescents and older adults who are at increased risk; Grade A Recommendation. 
· Repeat test for clients who have experienced risk of exposure since last testing.
h) Syphilis Screening: 
· Screen asymptomatic, nonpregnant adults and adolescents who are at increased risk for syphilis infection, (USPSTF, June 2016) Grade A Recommendation:
1) Men who have sex with men and engage in high-risk sexual behavior;

2) Men and women living with HIV

3) Commercial sex workers;

4) Persons who exchange sex for drugs; and 
5) Those in adult correctional facilities;
6) Communities of high prevalence of infection
· Males younger than 29 years

· Racial/ethnic groups

i) Screening for Type 2 Diabetes: 
· Screen for type 2 diabetes as part of cardiovascular risk assessment in adults aged 40 to 70 years who are overweight or obese.  Grade B recommendation (October 2015)
·  Refer patients with abnormal blood glucose to intensive behavioral counseling interventions to promote a healthful diet and physical activity. Grade B recommendation (USPSTF, October 2015)
j) Lipid Disorders Screening for Males: 
· Screen men age 35 years and older for lipid disorders (USPSTF, June 2008); Grade A Recommendation. The optimal frequency for screening is typically advised to be every 5 years or more frequently if warranted by risk factors.  
· Screen men age 20 to 35 years for lipid disorders if they are at increased risk for coronary heart disease (CHD); Grade B Recommendation.  Increased risk, for the purposes of this recommendation, is defined by the presence of any one of the risk factors listed below. The greatest risk for CHD is conferred by a combination of multiple listed factors:
1) Diabetes;
2) Previous personal history of CHD or non-coronary atherosclerosis (e.g., abdominal aortic aneurysm, peripheral artery disease, carotid artery stenosis);
3) A family history of cardiovascular disease before age 50 in male relatives or age 60 in female relatives;
4) Tobacco use;
5) Hypertension; and
6) Obesity (BMI ≥30). 
· The USPSTF makes no recommendation for or against routine screening in men ages 20-35 who are not at increased risk for coronary disease; Grade C Recommendation.
k) Lipid Disorders Screening for Females: 
· Screen women age 45 years and older for lipid disorders if they are at increased risk for coronary heart disease (USPSTF, June 2008); Grade A Recommendation. See above for the definition of increased risk.  
· Screen women age 20-45 years if at increased risk of coronary heart disease (USPSTF); Grade B Recommendation.  
· The optimal interval for screening is uncertain.  Reasonable options include every 5 years, shorter intervals for people who have lipid levels close to those warranting therapy, and longer intervals for those not at increased risk who have had repeatedly normal lipid levels.
· The USPSTF makes no recommendation for or against routine screening in women ages 20-35 who are not at increased risk for coronary disease; Grade C Recommendation.  
l) Colorectal Cancer Screening: 
· Screen for colorectal cancer in adults beginning at age 50 years and continuing until age 75 years (USPSTF, October 2016; A Recommendation).  Multiple screening strategies are available to choose from, offering a choice may increase screening uptake, as such screening tests are not presented in any preferred or ranked order.
· The decision to screen for colorectal cancer in adults aged 76 to 85 years should be an individual one, taking into account the patient’s overall health and prior screening history (USPSTF, October 2016; C recommendation).

m) Exam/lab Testing when clinically indicated:

· Urinalysis/urine dipstick if symptomatic;
· Hgb/Hct for those reporting heavy menses; frequent vaginal bleeding, symptomatic, or with a prior history of anemia;
· Wet mount if symptomatic;
· Pregnancy test if symptomatic or history of unprotected intercourse;
· Rubella titer if never vaccinated or if vaccination status unknown; and/or
· Pelvic exam if obtaining a Pap test or as clinically indicated.
Do not routinely perform:

1. Self-Breast Exam (SBE) Instructions: The USPSTF recommends against teaching breast self-examination; Grade D Recommendation.
2. Clinical Breast Exam (CBE): The USPSTF (December 2009) concludes that there is insufficient evidence to assess the balance of benefits and harms for clinical breast exam beyond mammography; Grade I Recommendation. Clinical breast exams will be performed only when indicated by history and clinical presentation.
3. Pelvic Exam: The ACP (July 2014) recommends against performing screening pelvic examination (inspection of the external genitalia; speculum examination of the vagina and cervix; bimanual examination of the adnexa, uterus, ovaries, and bladder; and rectal or rectovaginal examination) in asymptomatic, nonpregnant, adult women (strong recommendation, moderate-quality evidence). 
4. Pap test in women under age 21: The USPSTF recommends against screening for cervical cancer in women younger than age 21 years; Grade D Recommendation.
5. Testicular Cancer Screening: The USPSTF (April 2011) recommends against screening for testicular cancer, by self-examination or clinical examination, in adolescent or adult males; Grade D Recommendation.
6. Ovarian Cancer Screening: The USPSTF (February 2018) recommends against screening for ovarian cancer in asymptomatic women; Grade D Recommendation.  This recommendation does not apply to women who are known to have a high-risk hereditary cancer syndrome.
7. Syphilis screening: The USPSTF (June 2016) recommends against routine screening of asymptomatic persons who are not at increased risk for syphilis infection; Grade D Recommendation. 
8. Herpes Simplex Virus (HSV) screening: The USPSTF (November 2016) recommends against routine serological screening for HSV in asymptomatic adolescents and adults; Grade D Recommendation.
9. Prostate Cancer Screening: The USPSTF (May 2018) recommends for men aged 55 to 69, the decision to undergo periodic prostate-specific antigen (PSA)-based screening for prostate cancer should be an individual one.  Before deciding whether to be screened, men should have the opportunity to discuss the potential benefits and harms with their clinician; Grade C Recommendation.
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. Review the client’s chosen method of contraception, answer questions, and ensure the client is able to describe the correct use.
4. Document a valid prescription for up to one year of contraception and dispense up to that amount.
5. 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.
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.
6. Document a valid prescription for ella® with refills for up to one year if preferred formulation of EC for the individual client.
7. Inform client and document timing of the next assessment (e.g., 1 year).  Recommend timing of screening interval per national standards listed above. 

8. Refer clients in need of follow-up or management that is beyond the scope of the program or not provided within the RH Program to their Primary Care Provider or local Federally Qualified Health Center.
CLIENT EDUCATION

1. Provide information about all available methods of contraception.  Refer to the method specific Policies and Procedures for guidance on method provision.  
2. Using the health history and exam findings, assess for U.S. MEC category 4 risk conditions and discuss with the client the unacceptable risks associated with these methods.  Refer to specialist care if the client prefers to use a method for which they have a U.S. MEC category 4 risk condition and offer lower risk methods to use in the interim.  If the client prefers a method for which they have a U.S. MEC category 3 condition, discuss other lower-risk methods and, if these are unacceptable to the client, discuss the risks and benefits of using that particular method.  Methods for which the client has a category 3 U.S. MEC condition may be used only after it has been determined that the benefits outweigh the risks and the client’s understanding of the risk versus benefit is documented.
3. Review use, risks, benefits, effectiveness, potential side effects, complications, and warning signs of the chosen method.  Provide written information on the chosen method.
4. Advise the client of back-up method if needed and how to use it. 

5. Inform the client on how to discontinue the chosen method and to contact clinic staff if any questions.

6. Advise client of availability of emergency contraception, the formulations available, and the most appropriate formulation for the individual client based on her weight and BMI, and how to access it. 

7. Provide individualized counseling on reducing the risk for STIs.  The USPSTF (October 2008) recommends high-intensity behavioral counseling to prevent STIs for all sexually active adolescents and for adults at increased risk for STIs; Grade B Recommendation.  Additionally, the USPSTF concludes that the current evidence is insufficient to assess the balance of benefits and harms of behavioral counseling to prevent STIs in non-sexually-active adolescents and in adults not at increased risk for STIs; Grade I Recommendation. 

8. Provide interventions, including education or brief counseling, to prevent initiation of tobacco use in school-aged children and adolescents per USPSTF (August 2013); Grade B Recommendation. 

9. Provide preconception information if pregnancy planned in the near future. 

10. All women who are planning or capable of pregnancy should be counseled to take a daily supplement containing 0.4 to 0.8 mg (400 to 800 µg) of folic acid (USPSTF, Grade A recommendation; January 2017).
11. Provide information regarding the client’s risk of contracting sexually transmitted infections including HIV, how they can reduce their risk, and testing options as indicated.

12. Explain the range of clinic services available, how they can be accessed, and the expected sequence of clinic visits.

13. Explain how to access services in case of an emergency.

14. Offer information on health promotion and disease prevention including nutrition, exercise, tobacco cessation, alcohol and drug abuse, domestic violence, and sexual abuse.

15. Counsel on the avoidance of environmental hazards affecting reproductive health.

16. Provide tobacco cessation interventions for those who use tobacco products.

17. Refer for assistance if the intimate partner violence screen is positive.
18. Refer for further evaluation and treatment if the depression screen is positive.

19. Provide persons engaged in risky or hazardous drinking with brief behavioral counseling interventions to reduce alcohol misuse.

REFERRAL

1. Refer for necessary follow up of abnormal physical examination or laboratory findings that are beyond the scope of the agency’s services. 

2. Discuss the importance of follow-up with the client and advise regarding the responsibility for complying with the referral. 

3. Whenever possible, give a choice of referral providers.

4. Obtain consent to transfer information if needed.

5. Provide pertinent information to the referral provider.

6. Follow agency procedures for recall/follow-up visits and contacts.
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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 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?”

STAFF REVIEW
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