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Results: The response rate was 22% (399/1,798). Among the eight guidelines, participant adherence ranged from
17.2% to 88.4%. Only 39.7% of participants indicated adherence to most of the guidelines (four or more). Overall,
provider adherence was directly associated with familiarity with the guidelines (odds ratio = 3.69; 95% confidence
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Table 1: Health Resources and Services Administration’s Women’s Preventive Services Q5

Guidelines

Type of Preventive Service

HHS Guideline for Health

Insurance Coverage

Frequency

Well-woman visits

Screening for gestational diabetes

Human papillomavirus testing

Counseling for sexually
transmitted infections

Counseling and screening for HIV

Contraceptive methods and

counseling®

Breastfeeding support, supplies,
and counseling

Screening and counseling for
interpersonal and domestic
violence

Well-woman preventive care visit annually
for adlt women to obtain the recommended
preventive services that are age and
developmentally appropriate, including
preconception care and many services
necessary for prenatal care. This well-
woman visit should, when appropriate,
include other preventive services listed
in this set of guidelines, as well as others
referenced in section 2713.

Screening for gestational diabetes.

High-risk human papillomavirus DNA
testing in women with normal cytology
testing results.

Counseling on sexually transmitted
infections for all sexually active women.

Counseling and screening for HIV
infection for all sexually active women.

All' U.S. Food and Drug Administration
approved contraceptive methods,
sterilization procedures, and patient
education and counseling for all women
with reproductive capacity.

Comprehensive lactation support and
counseling, by a trained provider during
pregnancy and/or in the postpartum
period, and costs for renting
breastfeeding equipment.

Screening and counseling for
interpersonal and domestic violence.

Annual, although HHS recognizes that
several visits may be needed to obtain
all necessary recommended preventive
services, depending on a woman'’s
health status, health needs, and other
risk factors.”

Q6 Q7

In pregnant women between 24 and
28 weeks of gestation and at the first
prenatal visit for pregnant women
identified to be at high risk for diabetes.

Screening should begin at 30 years of age
and should occur no more frequently
than every 3 years.

Annual

Annual

As prescribed

In conjunction with each birth

Note. HHS = U.S. Department of Health and Human Services.
aRefer to Center for Consumer Information and Insurance Oversight (n.d.), question 10. ®Guidelines concerning contraceptive methods Q8
and counseling do not apply to women who are participants or beneficiaries in group health plans sponsored by religious employers.
From U.S. Department of Health and Human Services, Health Resources and Services Administration. (n.d.). Women's Preventive
Services Guidelines. Retrieved from http://www.hrsa.gov/womensguidelines.

behaviors found that uptake of guidelines and
practice behavior change are complex phenom-
ena influenced by many factors (Ament et al.,
2015). Understanding the factors that may pro-
mote or impede providers’ adherence to clinical
guidelines is a critical first step in the develop-
ment of strategies to increase the implementation

JOGNN, m, m—m; 2016. http://dx.doi.org/10.1016/j.jogn.2016.07.005

of best-evidence recommendations and improve
care and patient outcomes.

Cabana et al. (1999) proposed an evidence-
based framework to examine factors associated
with the adoption of and adherence to clinical
practice guidelines by providers (Figure 1). The
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