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Abstract

The provision of family planning services has important health benefits for the U.S. population. 

Approximately 25 million women in the U.S. receive contraceptive services annually and 44 

million make at least one family planning–related clinical visit each year. These services are 

provided by private clinicians, as well as publicly funded clinics, including specialty family 

planning clinics, health departments, Planned Parenthoods, community health centers, and primary 

care clinics. Recommendations for providing quality family planning services have been published 

by CDC and the Office of Population Affairs of the DHHS. This paper describes the process used 

to develop the women’s clinical services portion of the new recommendations and the rationale 

underpinning them. The recommendations define family planning services as contraceptive care, 

pregnancy testing and counseling, achieving pregnancy, basic infertility care, sexually transmitted 

disease services, and preconception health. Because many women who seek family planning 

services have no other source of care, the recommendations also include additional screening 

services related to women’s health, such as cervical cancer screening. These clinical guidelines are 

aimed at providing the highest-quality care and are designed to establish a national standard for 

family planning in the U.S.

Introduction

According to IOM, the provision of family planning services has important benefits for 

the health of individuals, families, communities, and the nation.1 Family planning services 

are intended to help individuals and couples achieve their desired family size, as well as 

the timing and spacing of their children. Such services include contraceptive care to help 

prevent unintended pregnancy, as well as pregnancy testing; basic infertility counseling; and 

infertility prevention through sexually transmitted disease (STD) screening and treatment. 

Approximately 25 million women in the U.S. receive contraceptive services annually and 

44 million make at least one family planning–related clinical visit each year.2 The majority 

of women receive family planning–related services from private clinicians, but publicly 

funded clinics play an important role for poor and underserved women.2 Clinics that 
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provide publicly funded family planning services include public health departments, Planned 

Parenthoods, hospital clinics, and community clinics, including Federally Qualified Health 

Centers.3 Primary care clinics accepting Medicaid clients also provide a large source of 

publicly funded family planning services. Public funds for family planning services include 

federal, state, and local sources.

Title X, a federally funded program of the U.S. Public Health Service Act, which is 

administered under the DHHS Office of Population Affairs (OPA), has set the standard 

of care for family planning services in the U.S. for several decades. Original Title X family 

planning guidelines were established in 1970, updated in 1980, and most recently updated 

in 2001. In 2006, in an effort to reassess Title X’s scope of services, objectives, and 

operational requirements, OPA requested an independent evaluation of the Title X program 

by the IOM.1 The findings from this report emphasized the important role of Title X in 

setting a national standard of care for family planning services, but also highlighted the 

importance of making clinical guidelines as evidence based as possible and inclusive of 

guidelines for reproductive health–related services from professional organizations such as 

the American College of Obstetricians and Gynecologists (ACOG); Society for Adolescent 

Health and Medicine; and American Academy of Pediatrics (AAP). The report also stressed 

the importance of making the process of developing clinical guidelines transparent, ensuring 

that input was obtained from experts representing clinicians, behaviorists, and other public 

health specialists, and upholding the original Title X program goals of helping women and 

couples meet their reproductive life goals.

In 2010, CDC and OPA collaborated on the development of updated, evidence-based clinical 

recommendations for quality family planning (QFP) services, which are intended to serve as 

the standard of care for all providers of family planning services: “Providing Quality Family 

Planning Services: Recommendations of CDC and the U.S. Office of Population Affairs.”4 

The conceptual framework used in generating the QFP guidelines was the IOM’s definition 

of quality of care, that is, care that is safe, effective, client centered, timely, accessible, 

efficient, equitable, and offering value.5 Additionally, the process was aimed at producing 

a single document that included the multidimensional aspects of family planning care, 

including contraceptive care, pregnancy testing and counseling, basic infertility services, 

preconception health services, STD services, and other related preventive health services. 

This paper describes the steps taken to define family planning clinical services for women 

and the specific screening components related to the medical history, physical examination, 

and laboratory tests for each family planning clinical service. The term “service” used in 

this paper refers to the reason why the client has come to the clinic (e.g., contraceptive care, 

pregnancy testing, infertility services); a “screening component” describes what should be 

performed by the clinician to fulfill the service (e.g., medical history, blood pressure, urine 

pregnancy test). Processes to develop other recommendations included in the QFP (clinical 

recommendations for men, contraceptive counseling and education, serving adolescents, and 

quality improvement) are described elsewhere in this supplement.
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Methods

During approximately 12 months in 2011, CDC and OPA conducted several activities 

to determine what clinical services should be included in provision of family planning 

for women and what specific screening components within the medical history, physical 

examination, and laboratory tests should be offered to fulfill those services.

Compiling Existing Guidelines Associated With Clinical Services for Women

Through a multistage process, experts at CDC and OPA compiled existing professional 

medical organizations’ and federal agencies’ guidelines on clinical screening components 

that might be included in a family planning visit for women. The compilation of a list 

of individual clinical screening components for women was based on the 2001 Title X 

clinical guidelines and existing guidance for routine clinical services by several major 

national medical organizations, including various history or screening questions, physical 

assessment, laboratory tests, and counseling topics. The focus of this compilation was 

solely on screening components because guidelines for clinical management of other 

conditions can be found elsewhere and may be handled by referral to a specialist. 

Two practicing clinicians, an obstetrician/gynecologist and family physician at CDC, 

conducted a comprehensive review of existing guidelines from major national professional 

organizations and federal agencies, identified relevant guidelines for routine clinical 

screening, and summarized this information for each component. The criteria used to select 

the organizations from which the guidelines were sought were as follows:

1. The entity was a federal agency or major professional medical organization 

representing an established medical discipline.

2. The entity’s guidelines were based on independent review of evidence or 

on expert review, the entity was considered a reliable resource within that 

medical discipline, and the entity did not simply cite another organization’s 

recommendations.

3. The entity’s guidelines were developed in and for the U.S.

Appendix A lists the 31 professional organizations and federal agencies from which 

information was collected.

Organizations outside the U.S. were generally not considered, except in cases in which 

U.S.-based clinical guidelines were lacking or when comparisons of certain guidelines 

were desired. Several Canadian organizations, such as the Society of Obstetricians and 

Gynaecologists of Canada and the Canadian Task Force on Preventive Health, provided 

useful comparisons to U.S. guidelines. Within CDC, topic experts also contributed to 

summarizing guidelines for certain clinical screening components. For example, experts in 

the Division of Sexually Transmitted Disease Prevention helped summarize guidelines from 

major organizations regarding STD/HIV screening, experts from the Division of Cancer 

Prevention and Control helped review cancer screening guidelines, and experts from the 

Division of Violence Prevention provided a summary of guidelines regarding screening for 

intimate partner and other forms of violence.
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CDC then compiled a compendium summarizing the guidelines of these professional 

organizations and federal agencies. For each clinical screening component, the compendium 

outlined the guidelines as originally stated by each organization or agency, followed by a 

table synthesizing the body of guidelines, their rationales, and whether conflicting guidelines 

between the organizations or agencies existed. Additionally, a summary describing the 

methods used by each professional organization or federal agency in generating their 

particular guideline was also contained in the compendium.

Choosing Clinical Screening Services Through a Technical Panel Review

In July 2011, CDC and OPA convened a technical panel of experts in family planning 

services and women’s health, which consisted of 15 clinical experts in women’s health, 

including practicing obstetricians/gynecologists, family or adolescent physicians, women’s 

health advanced practice clinicians, and representatives from various government and non-

government organizations (Appendix B). The compendium of screening guidelines was 

provided to the panelists prior to the meeting. During the meeting, panelists were asked to 

consider the following questions:

1. How should “clinical family planning services” be defined?

2. How should each clinical service be delivered?

3. Should any related clinical services be recommended?

4. What clinical services should not be provided?

Drafting the Clinical Recommendations for Women

Upon completion of the technical panel meeting, CDC and OPA integrated the 

panel’s feedback regarding each clinical screening service into a draft of the clinical 

recommendations that are recommended in the QFP guidelines. The draft included an 

overall scheme of different family planning clinical services, and the recommended clinical 

screening components within each family planning service. These draft recommendations 

were then presented to an expert work group of panelists in September 2011 (Appendix 

C). The expert work group was made up of 17 experts, consisting of practicing 

obstetricians/gynecologists, family or adolescent physicians, women’s health advanced 

practice clinicians, and representatives from government and non-government organizations. 

Some of the members who had participated in the expert work group also participated on the 

technical panel for clinical services for women.

During the meeting, work group members were asked to consider whether the overall 

scheme proposed for the QFP guidelines was feasible and relevant to family planning 

clinical services; they were also asked to consider whether this scheme increased or 

decreased barriers to care. Other areas for feedback by the work group included whether 

the screening components were appropriate for each type of family planning service, as well 

as the level of detail needed on each screening component for family planning clinicians. 

Feedback from the first expert work group meeting was further integrated into the draft 

recommendations. Several work group experts remained available for clarifications for the 

guideline draft revisions. The expert work group met again in February 2012 to further 
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discuss and provide feedback about the definition of family planning services and the 

recommended screening components to be included in the QFP guidelines. At the second 

meeting, they used the following criteria to consider the recommendations:

1. the quality of the evidence;

2. the positive and negative consequences of implementing the recommendations on 

health outcomes, costs or cost savings, and implementation challenges; and

3. the relative importance of these consequences (e.g., the recommendation’s ability 

to have a large impact on health outcomes may be weighed more than logistical 

challenges of implementing it).6

Decision Process

Input on several key topics was obtained, which CDC and OPA used to make key decisions 

about recommendations in QFP. A first key decision was to determine which specific clinical 

services should be recommended when caring for a client in need of family planning 

services. All of the expert working group members were in agreement regarding which 

clinical services to include under the umbrella of family planning services. Family planning 

services were considered a compilation of services embedded within a broader framework of 

preventive health services, which were divided into three main categories: family planning 

services, related preventive health services, and other preventive health services (Figure 

1). Family planning services, noted within the inner circle of Figure 1, were defined as 

the provision of contraception, pregnancy testing and counseling, assistance to clients who 

want to become pregnant, basic infertility services, preconception health services, and STD 

services. Services related to preventing and achieving pregnancy are essential aspects of 

helping a woman realize her childbearing goals. The decision to include preconception 

health and STD services within the family planning service framework was made because 

of the recognition of their importance in prevention of pregnancy complications and 

maintenance of women’s health throughout the reproductive lifespan, even among women 

who choose to not bear children. All of the expert working group members agreed on the 

importance of including preconception health as a core family planning service. Related 

preventive health services were defined as services that were considered to be beneficial to 

reproductive health, closely linked to family planning services, and appropriate to deliver 

in the context of a family planning visit, but did not directly contribute to achieving or 

preventing pregnancy. Other preventive health services were defined as essential preventive 

health services for women that have been recommended by the IOM but were not included 

within family planning or related preventive health services, as well as preventive services 

for men that may be considered in the context of a family planning visit.

A second major set of decisions was how to provide each of the family planning services 

listed above, by determining which screening components should be included. A challenge 

was that there were often several, sometimes inconsistent, clinical guidelines for each 

type of screening component. For some of the screening components, no decisions were 

needed because guidelines from different organizations were in agreement (e.g., gonorrhea 

screening)7 or guidelines were identified from only one organization (e.g., immunization 
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provision).8 For other addressed screening components, guidelines from federal and 

professional organizations differed with respect to necessity or periodicity. As a result, the 

following hierarchy was developed for selecting among them: the technical panel adopted 

guidelines from CDC, if they existed (e.g., HIV screening),9 or an A or B recommendation 

from the U.S. Preventive Services Task Force (USPSTF) if no CDC guidelines existed. A 

USPSTF grade A is defined as a recommended service because there is high certainty that 

the net benefit is substantial. A USPSTF grade B is defined as a recommended service 

because there is high certainty that the net benefit is moderate or there is moderate 

certainty that the net benefit is moderate to substantial.10 This hierarchy was chosen 

because CDC recommendations generally focus on individuals at higher risk for disease, 

whereas USPSTF recommendations target primary care clinicians and health systems. If no 

federal recommendations existed, guidelines from professional organizations were included 

as resources, and the AAP’s Bright Futures guidelines were used as the primary source of 

recommendations for adolescents (e.g., screening for tobacco use among adolescents).11 For 

some of the addressed screening components, no guidelines from federal or professional 

organizations were identified or the component had a grade I recommendation from the 

USPSTF; however, CDC and OPA determined that the component was integral to the family 

planning service and was necessary to include in the guidelines (e.g., conducting a sexual 

health assessment as part of contraceptive provision or screening for drug use as part of 

preconception care). A USPSTF grade I is defined as current evidence that is insufficient to 

assess the balance of benefits and harm of the service.10

Below is a summary of key decisions that CDC and OPA made based on expert input when 

developing recommendations for service provision for each family planning service outlined 

in QFP:

1. Contraceptive services. CDC recommendations on contraceptive safety and 

management were considered central sources underpinning the recommendations 

for how to provide contraceptive services.12,13 In addition, other important 

aspects of how to provide contraceptive services (e.g., counseling and education, 

serving adolescent clients) were developed after conducting several systematic 

reviews of the evidence and consulting with experts in the topic (these processes 

are described elsewhere in this supplement).

2. Pregnancy testing and counseling. No CDC or USPSTF recommendations 

exist for pregnancy testing and counseling clients about their options. The 

recommendations were therefore based on the guidelines of professional medical 

associations such as ACOG and AAP, relevant Title X statute and regulation, and 

the advice of subject matter experts.

3. Achieving pregnancy. No CDC or USPSTF recommendations exist for helping 

clients achieve pregnancy. The recommendations were therefore based on the 

guidelines of professional medical associations such as the American Society for 

Reproductive Medicine (ASRM) and the advice of subject matter experts.

4. Basic infertility services. No CDC or USPSTF recommendations exist for 

providing basic infertility services. The recommendations were therefore based 
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on the guidelines of professional medical associations such as ASRM and the 

advice of subject matter experts.

5. Preconception health services. CDC recommendations on preconception health 

served as a central source underpinning the recommendations for how to provide 

these services.14 Priority preconception health screening components were 

identified by including a component only if the Select Panel on Preconception 

Care had assigned an A or B recommendation to that component (i.e., it had 

good or fair evidence to support it).14 Components that the Select Panel on 

Preconception Care deemed to have insufficient evidence or evidence against 

were not included. Because CDC recommendations do not describe how to 

provide each screening component (e.g., with what periodicity or for what 

risk groups), the USPSTF recommendations were cited for each selected 

preconception health component. If no USPSTF recommendation existed, the 

guidelines of major professional organizations were cited.

6. Sexually transmitted disease services. CDC recommendations on STD 

treatment and HIV testing were used as the basis for the recommendations on 

how to provide STD services.7

The specific screening components included in each service type are shown in Table 1. 

Although the recommendations recognize the need to be comprehensive, they acknowledge 

the importance of not creating barriers to family planning services, such as requesting 

screening tests that may be important to a woman’s health, but not necessarily related to 

the contraceptive method she is seeking to use. The recommendations also recognize that all 

screening components may not be able to be provided in one visit; this may be particularly 

true for preconception health services.

A third major decision was related to additional preventive services noted within the outer 

circles of the framework in Figure 1. There was recognition that, for many women, the 

family planning clinic may be their only contact with the healthcare system.15 Although 

some screening components may not be directly related to family planning, the technical 

panel determined that some associated preventive services were of critical importance to 

a woman’s health, and provision in a family planning setting would be of great benefit. 

Such screening components for women included clinical breast examination, cervical 

cytology, and mammography (Table 1). For such components, the expert work group 

again determined that the guidelines should follow federal recommendations, if they existed 

(e.g., mammography screening),16 or professional guidelines, if no federal recommendations 

existed or the USPSTF had determined the evidence was insufficient to recommend (e.g., 

clinical breast examination).17,18 The technical panel did not provide feedback on many 

other components that are important in preventive care for women but may be out of the 

scope of a family planning clinic (e.g., colorectal cancer screening). The guidelines suggest 

that for women who do not have another source of primary care, these services may be 

available on site or by referral.

Finally, decisions were made about which screening components should not be included in 

the context of family planning provision. Such components included those that the USPSTF 
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recommends against (e.g., breast self-examination or routine serologic screening for herpes 

simplex virus in asymptomatic women).16 There were also several physical examination and 

laboratory components for which no guidelines were identified to support their performance 

in the context of family planning services (e.g., pulse; heart, lung, abdominal, rectal, 

and skin exams; cholesterol; urinalysis; hemoglobin; and vaginal wet mount); therefore, 

these components were not included. Though these components may be important in other 

circumstances, the decision to exclude these components was based only on the relationship 

between the screening component and family planning services.

Comment

Quality family planning care is critical to providing optimal health care for women. To 

date, there has been no national standard for evidence-based provision of comprehensive 

family planning services in the U.S. This paper describes the process of developing 

recommendations for delivering comprehensive family planning clinical services to women 

as outlined in the CDC and OPA QFP document.4 The QFP recommendations are designed 

to establish a national standard of care for, and improve the quality of, family planning 

services in the U.S. The strength of these recommendations is their grounding in the best 

available guidelines from federal and relevant professional organizations, although evidence 

reviews were not performed by CDC and OPA for each clinical service included in the 

guidelines. Many of the organizations generated their guidelines based on systematic or 

comprehensive literature reviews and rigorous, well-defined processes. The vast majority of 

the recommendations are taken from CDC or USPSTF guidelines.

The QFP recommendations define family planning holistically and include a range of 

preventive services with an emphasis on a subset of services that promote preconception 

health and other closely related health services (i.e., breast and cervical cancer screening). 

In an ideal world, there would be adequate time to provide all these services in a timely 

and on a routine basis; however, the reality of many client encounters means that it may 

often be challenging to deliver all recommended services. In addition, recent changes 

in recommendations for cervical cancer screening may decrease the frequency of certain 

preventive visits. As a result, providers will need to make efforts to integrate preconception 

and related health services into all types of family planning visits in order to meet current 

standards of care. Operational research is needed to help providers find optimal ways to do 

this.

Limitations

One of the main limitations of the recommendations in the QFP guidance is that, as 

with all evidence-based guidelines, gaps exist in available evidence on which to base 

recommendations. In the absence of direct evidence, organizations must rely on indirect 

evidence, group consensus, or expert opinion to formulate guidance. Further research should 

continue to establish the evidence base for family planning services and explore how to 

operationalize these services in an effective and efficient manner in the healthcare setting.
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Conclusions

Family planning services are critical to the health of women, as they allow them to achieve 

the desired number and spacing of pregnancies and give birth to healthy infants if and when 

they choose to do so. The QFP recommendations represent a comprehensive approach to 

family planning care for U.S. women based on the best available guidelines from federal 

and relevant professional organizations. The QFP recommendations should assist providers 

in delivering high-quality family planning care and improving the health of U.S. women.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Figure 1. 
Family planning–related and other preventive health services.

Godfrey et al. Page 11

Am J Prev Med. Author manuscript; available in PMC 2024 April 17.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Godfrey et al. Page 12

Ta
b

le
 1

.

C
he

ck
lis

t o
f 

Fa
m

ily
 P

la
nn

in
g 

an
d 

R
el

at
ed

 P
re

ve
nt

iv
e 

H
ea

lth
 S

er
vi

ce
s 

fo
r 

W
om

en

Sc
re

en
in

g 
co

m
po

ne
nt

s

F
am

ily
 p

la
nn

in
g 

se
rv

ic
es

 (
pr

ov
id

e 
se

rv
ic

es
 in

 a
cc

or
da

nc
e 

w
it

h 
th

e 
ap

pr
op

ri
at

e 
cl

in
ic

al
 r

ec
om

m
en

da
ti

on
)

R
el

at
ed

 
pr

ev
en

ti
ve

 h
ea

lt
h 

se
rv

ic
es

C
on

tr
ac

ep
ti

ve
 s

er
vi

ce
sa

P
re

gn
an

cy
 t

es
ti

ng
 

an
d 

co
un

se
lin

g
B

as
ic

 in
fe

rt
ili

ty
 

se
rv

ic
es

P
re

co
nc

ep
ti

on
 h

ea
lt

h 
se

rv
ic

es
ST

D
 s

er
vi

ce
sb

H
is

to
ry

 
R

ep
ro

du
ct

iv
e 

lif
e 

pl
an

c
Sc

re
en

Sc
re

en
Sc

re
en

Sc
re

en
Sc

re
en

 
M

ed
ic

al
 h

is
to

ry
c,

d
Sc

re
en

Sc
re

en
Sc

re
en

Sc
re

en
Sc

re
en

Sc
re

en

 
C

ur
re

nt
 p

re
gn

an
cy

 s
ta

tu
sc

Sc
re

en

 
Se

xu
al

 h
ea

lth
 a

ss
es

sm
en

tc
,d

Sc
re

en
Sc

re
en

Sc
re

en
Sc

re
en

 
In

tim
at

e 
pa

rt
ne

r 
vi

ol
en

ce
c,

d,
e

Sc
re

en

 
A

lc
oh

ol
 a

nd
 o

th
er

 d
ru

g 
us

ec
,d

,e
Sc

re
en

 
To

ba
cc

o 
us

ec
,e

Sc
re

en
 (

co
m

bi
ne

d 
ho

rm
on

al
 

m
et

ho
ds

 f
or

 c
lie

nt
s 

ag
ed

 ≥
35

 
ye

ar
s)

Sc
re

en

 
Im

m
un

iz
at

io
ns

c
Sc

re
en

Sc
re

en
 f

or
 H

PV
 a

nd
 

H
B

V
f

 
D

ep
re

ss
io

nc
,e

Sc
re

en

 
Fo

lic
 a

ci
dc

,e
Sc

re
en

Ph
ys

ic
al

 e
xa

m
in

at
io

n

 
H

ei
gh

t, 
w

ei
gh

t, 
an

d 
B

M
Ic

,e
Sc

re
en

 (
ho

rm
on

al
 m

et
ho

ds
)g

Sc
re

en
Sc

re
en

 
B

lo
od

 p
re

ss
ur

ec
,e

Sc
re

en
 (

co
m

bi
ne

d 
ho

rm
on

al
 

m
et

ho
ds

)
Sc

re
en

f

 
C

lin
ic

al
 b

re
as

t e
xa

m
d

Sc
re

en
Sc

re
en

f

 
Pe

lv
ic

 e
xa

m
c,

d
Sc

re
en

 (
in

iti
at

in
g 

di
ap

hr
ag

m
 o

r 
IU

D
)

Sc
re

en
 (

if
 c

lin
ic

al
ly

 
in

di
ca

te
d)

Sc
re

en

 
Si

gn
s 

of
 a

nd
ro

ge
n 

ex
ce

ss
d

Sc
re

en

 
T

hy
ro

id
 e

xa
m

d
Sc

re
en

L
ab

or
at

or
y 

te
st

in
g

 
Pr

eg
na

nc
y 

te
st

d
Sc

re
en

 (
if

 c
lin

ic
al

ly
 in

di
ca

te
d)

Sc
re

en

Am J Prev Med. Author manuscript; available in PMC 2024 April 17.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Godfrey et al. Page 13

Sc
re

en
in

g 
co

m
po

ne
nt

s

F
am

ily
 p

la
nn

in
g 

se
rv

ic
es

 (
pr

ov
id

e 
se

rv
ic

es
 in

 a
cc

or
da

nc
e 

w
it

h 
th

e 
ap

pr
op

ri
at

e 
cl

in
ic

al
 r

ec
om

m
en

da
ti

on
)

R
el

at
ed

 
pr

ev
en

ti
ve

 h
ea

lt
h 

se
rv

ic
es

C
on

tr
ac

ep
ti

ve
 s

er
vi

ce
sa

P
re

gn
an

cy
 t

es
ti

ng
 

an
d 

co
un

se
lin

g
B

as
ic

 in
fe

rt
ili

ty
 

se
rv

ic
es

P
re

co
nc

ep
ti

on
 h

ea
lt

h 
se

rv
ic

es
ST

D
 s

er
vi

ce
sb

 
C

hl
am

yd
ia

c,
e

Sc
re

en
h

Sc
re

en
f

 
G

on
or

rh
ea

c,
e

Sc
re

en
h

Sc
re

en
f

 
Sy

ph
ili

sc
,e

Sc
re

en
f

 
H

IV
/A

ID
Sc

,e
Sc

re
en

f

 
H

ep
at

iti
s 

C
c,

e
Sc

re
en

f

 
D

ia
be

te
sc

,e
Sc

re
en

f

 
C

er
vi

ca
l c

yt
ol

og
ye

Sc
re

en
f

 
M

am
m

og
ra

ph
ye

Sc
re

en
 f

a T
hi

s 
ta

bl
e 

pr
es

en
ts

 h
ig

hl
ig

ht
s 

fr
om

 C
D

C
’s

 r
ec

om
m

en
da

tio
ns

 o
n 

co
nt

ra
ce

pt
iv

e 
us

e.
 H

ow
ev

er
, p

ro
vi

de
rs

 s
ho

ul
d 

co
ns

ul
t t

he
 f

ol
lo

w
in

g 
gu

id
el

in
es

 w
he

n 
tr

ea
tin

g 
in

di
vi

du
al

 p
at

ie
nt

s 
to

 o
bt

ai
n 

m
or

e 
de

ta
ile

d 
in

fo
rm

at
io

n 
ab

ou
t s

pe
ci

fi
c 

m
ed

ic
al

 c
on

di
tio

ns
 a

nd
 c

ha
ra

ct
er

is
tic

s 
(S

ou
rc

e:
 C

D
C

. U
.S

. m
ed

ic
al

 e
lig

ib
ili

ty
 c

ri
te

ri
a 

fo
r 

co
nt

ra
ce

pt
iv

e 
us

e 
20

10
. M

M
W

R
. 2

01
0;

59
 [

N
o.

R
R

-4
])

.

b ST
D

 s
er

vi
ce

s 
al

so
 p

ro
m

ot
e 

pr
ec

on
ce

pt
io

n 
he

al
th

, b
ut

 a
re

 li
st

ed
 s

ep
ar

at
el

y 
he

re
 to

 h
ig

hl
ig

ht
 th

ei
r 

im
po

rt
an

ce
 in

 th
e 

co
nt

ex
t o

f 
al

l t
yp

es
 o

f 
fa

m
ily

 p
la

nn
in

g 
vi

si
ts

. T
he

 s
er

vi
ce

s 
lis

te
d 

in
 th

is
 c

ol
um

n 
ar

e 
fo

r 
w

om
en

 w
ith

ou
t s

ym
pt

om
s 

su
gg

es
tiv

e 
of

 a
n 

ST
D

.

c C
D

C
 r

ec
om

m
en

da
tio

n.

d Pr
of

es
si

on
al

 m
ed

ic
al

 o
rg

an
iz

at
io

n 
re

co
m

m
en

da
tio

n.

e U
.S

. P
re

ve
nt

iv
e 

Se
rv

ic
es

 T
as

k 
Fo

rc
e 

re
co

m
m

en
da

tio
n.

f In
di

ca
te

s 
th

at
 s

cr
ee

ni
ng

 is
 s

ug
ge

st
ed

 o
nl

y 
fo

r 
th

os
e 

pe
rs

on
s 

at
 h

ig
he

st
 r

is
k 

or
 f

or
 a

 s
pe

ci
fi

c 
su

bp
op

ul
at

io
n 

w
ith

 h
ig

h 
pr

ev
al

en
ce

 o
f 

an
 in

fe
ct

io
n 

or
 c

on
di

tio
n.

g W
ei

gh
t (

B
M

I)
 m

ea
su

re
m

en
t i

s 
no

t n
ee

de
d 

to
 d

et
er

m
in

e 
m

ed
ic

al
 e

lig
ib

ili
ty

 f
or

 a
ny

 m
et

ho
ds

 o
f 

co
nt

ra
ce

pt
io

n 
be

ca
us

e 
al

l m
et

ho
ds

 c
an

 b
e 

us
ed

 (
U

.S
. M

ed
ic

al
 E

lig
ib

ili
ty

 C
ri

te
ri

a 
1)

 o
r 

ge
ne

ra
lly

 c
an

 b
e 

us
ed

 
(U

.S
. M

ed
ic

al
 E

lig
ib

ili
ty

 C
ri

te
ri

a 
2)

 a
m

on
g 

ob
es

e 
w

om
en

 (
So

ur
ce

: C
D

C
. U

.S
. m

ed
ic

al
 e

lig
ib

ili
ty

 c
ri

te
ri

a 
fo

r 
co

nt
ra

ce
pt

iv
e 

us
e 

20
10

. M
M

W
R

. 2
01

0;
59

 [
N

o.
 4

])
. H

ow
ev

er
, m

ea
su

ri
ng

 w
ei

gh
t a

nd
 c

al
cu

la
tin

g 
B

M
I 

at
 b

as
el

in
e 

m
ig

ht
 b

e 
he

lp
fu

l f
or

 m
on

ito
ri

ng
 a

ny
 c

ha
ng

es
 a

nd
 c

ou
ns

el
in

g 
w

om
en

 w
ho

 m
ig

ht
 b

e 
co

nc
er

ne
d 

ab
ou

t w
ei

gh
t c

ha
ng

e 
pe

rc
ei

ve
d 

to
 b

e 
as

so
ci

at
ed

 w
ith

 th
ei

r 
co

nt
ra

ce
pt

iv
e 

m
et

ho
d.

h M
os

t w
om

en
 d

o 
no

t r
eq

ui
re

 a
dd

iti
on

al
 S

T
D

 s
cr

ee
ni

ng
 a

t t
he

 ti
m

e 
of

 I
U

D
 in

se
rt

io
n 

if
 th

ey
 h

av
e 

al
re

ad
y 

be
en

 s
cr

ee
ne

d 
ac

co
rd

in
g 

to
 C

D
C

’s
 S

T
D

 tr
ea

tm
en

t g
ui

de
lin

es
 (

So
ur

ce
: C

D
C

. S
ex

ua
lly

 tr
an

sm
itt

ed
 

di
se

as
es

 tr
ea

tm
en

t g
ui

de
lin

es
, 2

01
0.

 M
M

W
R

. 2
01

0;
59

 [
R

R
-1

2]
. w

w
w

.c
dc

.g
ov

/s
td

/tr
ea

tm
en

t/)
. I

f 
a 

w
om

an
 h

as
 n

ot
 b

ee
n 

sc
re

en
ed

 a
cc

or
di

ng
 to

 g
ui

de
lin

es
, s

cr
ee

ni
ng

 c
an

 b
e 

pe
rf

or
m

ed
 a

t t
he

 ti
m

e 
of

 I
U

D
 

in
se

rt
io

n,
 a

nd
 in

se
rt

io
n 

sh
ou

ld
 n

ot
 b

e 
de

la
ye

d.
 W

om
en

 w
ith

 p
ur

ul
en

t c
er

vi
ci

tis
 o

r 
cu

rr
en

t c
hl

am
yd

ia
l i

nf
ec

tio
n 

or
 g

on
or

rh
ea

 s
ho

ul
d 

no
t u

nd
er

go
 I

U
D

 in
se

rt
io

n 
(U

.S
. M

ed
ic

al
 E

lig
ib

ili
ty

 C
ri

te
ri

a 
4)

, a
nd

 
w

om
en

 w
ho

 h
av

e 
a 

ve
ry

 h
ig

h 
in

di
vi

du
al

 li
ke

lih
oo

d 
of

 S
T

I 
ex

po
su

re
 (

e.
g.

, t
ho

se
 w

ith
 a

 c
ur

re
nt

ly
 in

fe
ct

ed
 p

ar
tn

er
) 

ge
ne

ra
lly

 s
ho

ul
d 

no
t u

nd
er

go
 I

U
D

 in
se

rt
io

n 
(U

.S
. M

ed
ic

al
 E

lig
ib

ili
ty

 C
ri

te
ri

a 
3)

 (
So

ur
ce

: 
C

D
C

. U
.S

. m
ed

ic
al

 e
lig

ib
ili

ty
 c

ri
te

ri
a 

fo
r 

co
nt

ra
ce

pt
iv

e 
us

e 
20

10
. M

M
W

R
 R

ec
om

m
 R

ep
. 2

01
0;

59
[R

R
-4

])
. F

or
 th

es
e 

w
om

en
, I

U
D

 in
se

rt
io

n 
sh

ou
ld

 b
e 

de
la

ye
d 

un
til

 a
pp

ro
pr

ia
te

 te
st

in
g 

an
d 

tr
ea

tm
en

t o
cc

ur
s.

H
B

V
, h

ep
at

iti
s 

B
 v

ir
us

; H
PV

, h
um

an
 p

ap
ill

om
av

ir
us

; I
U

D
, i

nt
ra

ut
er

in
e 

de
vi

ce
; S

T
D

, s
ex

ua
lly

 tr
an

sm
itt

ed
 d

is
ea

se
; S

T
I,

 s
ex

ua
lly

 tr
an

sm
itt

ed
 in

fe
ct

io
n.

Am J Prev Med. Author manuscript; available in PMC 2024 April 17.

http://www.cdc.gov/std/treatment/

	Abstract
	Introduction
	Methods
	Compiling Existing Guidelines Associated With Clinical Services for Women
	Choosing Clinical Screening Services Through a Technical Panel Review
	Drafting the Clinical Recommendations for Women

	Decision Process
	Comment
	Limitations

	Conclusions
	References
	Figure 1.
	Table 1.

