
Final WWTF
Recommendation and 

Strength of Recommendation
“Strong” = Based on evidence-based 
or evidence-informed guidelines

“Qualified” = Based on expert  
opinion alone 

Evidence Based
Foundation for WWTF recommenda- 
tions. Primarily USPSTF, IOM, and 
CDC guidelines. 

Evidence Informed
Additional guidelines from medical  
societies used for developing  
consensus recommendations.

Uniform Expert Agreement
WWTF expert consensus: Describes 
resolution of conflicting guidelines or 
outlines expert opinion that does not 
have a strong evidence foundation.

An abdominal examination is an 
appropriate component of the 
well-woman visit. (Qualified)

General: Standard physical examination 
taught in medical school and advanced 
practice programs includes abdominal 
examination as part of a routine 
periodic examination. An abdominal 
examination can assess a woman’s risk 
of exposure to hepatitis C; drug and 
alcohol use or abuse; dietary, heredi-
tary, or lifestyle risks of gastrointesti-
nal disorders; and cancers of the skin 
and internal organs.

ACOG: Abdominal examination is 
recommended as part of well-woman 
physical examination regardless of 
age.1,2,3
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Mature Women
Abdominal Examination

Alcohol Misuse
Anemia

Bacteriuria
Blood Pressure Screening

Breast Awareness
Breast Cancer, Chemoprevention

Breast Cancer Screening
Breast Examination

Cardiovascular Disease/Dyslipidemia
Cervical Cancer Screening and Prevention

Colorectal Screening (45+ or 40 depending on risk)
Contraception, STIs, and Reproductive Health

Depression

Diabetes
Diabetes Postpartum

Diet, Fitness, Nutrition
Domestic and Intimate Partner Violence

Drug Use
Genetic Screening

Hearing
Hepatitis B Screening
Hepatitis C Screening

Hypothyroidism
Immunizations
Kidney Disease

Mental Health and Psychosocial Issues/ 
Suicide/Behavioral Assessment

Metabolic Syndrome
Obesity

Oral Cavity Examination
Oral Hygiene

Ovarian Cancer
Pelvic Examination

Pelvic Floor Disorders
Sexual Health

Sexually Transmitted Infections
Skin Cancer
Tobacco Use

Visual Acuity/Glaucoma

Adults (19 years and older)

TOPIC:  ALCOHOL MISUSE

TOPIC:  ABDOMINAL EXAMINATION

Adults (22 years and older)

Annual screening of adults for  
alcohol misuse by questionnaire,  
history, or both, but not by testing,  
is recommended. Provide or refer  
individuals engaged in risky or haz-
ardous drinking to brief behavioral  
counseling interventions to reduce 
alcohol misuse. (Strong)

USPSTF: Recommends that clinicians 
screen adults aged 18 years or older 
for alcohol misuse and provide indi-
viduals engaged in risky or hazardous 
drinking with brief behavioral coun-
seling interventions to reduce alcohol 
misuse.4

AAFP: Recommends screening and 
behavioral counseling interventions  
in primary care settings to reduce 
alcohol misuse.5

ACOG: Recommends screening by 
questionnaire, history, or both, but  
not by testing, at least yearly.6
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Adolescents and Adults (all ages)

TOPIC: ANEMIA

Routine screening for anemia is not 
recommended. (Qualified)

USPSTF: Evidence is insufficient to 
recommend for or against routine 
iron supplementation for nonanemic 
pregnant women (Grade I).7

There is no recommendation for 
routine screening for anemia in  
asymptomatic girls or women. 
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Adults (19–64 years)

TOPIC: BACTERIURIA

Screening for bacteriuria in asymp-
tomatic nonpregnant women is not 
recommended. (Strong)

USPSTF: Recommends against screen-
ing for asymptomatic bacteriuria in 
men and nonpregnant women.8

AAFP: Recommends against screening 
for asymptomatic bacteriuria in non-
pregnant women.9

There is evidence of harm resulting 
from treatment of asymptomatic  
bacteriuria in nonpregnant women. 

TOPIC: BLOOD PRESSURE SCREENING
(See also Cardiovascular Disease/Dyslipidemia)

Adolescents and Adults (all ages)

Routine blood pressure screening is 
recommended. (Strong)

USPSTF: Screen for high blood pres-
sure in adults aged 18 years or  
older.10

AAFP: There is insufficient evidence 
to recommend for or against screen-
ing children and adolescents for high 
blood pressure to reduce risk of 
cardiovascular disease.
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Adults (all ages)

TOPIC: BREAST AWARENESS

Physicians should educate women 
about breast self-awareness, encour-
aging them to understand the  
normal appearance and feel of their 
breasts and to report any changes 
in their breasts to their health care 
providers. Breast self-awareness 
can include breast self-examination. 
(Qualified)

USPSTF: Recommends against teach-
ing breast self-examination  
(Grade D).11,12 

Cochrane Collaborative: The review  
of data from two large population- 
based studies involving 388,535  
women compared breast self-exam-
ination with no intervention did not 
find a beneficial effect of screening in 
terms of improvement in breast can-
cer mortality. The trials showed that 
women who were randomized  
to breast self-examination were 
almost twice as likely to undergo 
a biopsy of the breast. The authors 
suggest that the lack of supporting 
evidence from the two major stud-
ies should be discussed with these 
women to enable them to make an 
informed decision. Women should, 
however, be aware of any breast 
changes.13

ACOG: Because other screening  
methods can have false-negative 
results, and because breast cancer can 
occur in unscreened women, breast 
self-examination and breast self- 
awareness have a role in breast cancer 
screening. Physicians should consider 
teaching breast self-examination to 
high-risk patients. Recommend edu-
cating women about breast self- 
awareness.14

NCCN: Breast awareness is encour-
aged.15

ACS: Starting at age 20 years, women 
should be counseled on the benefits 
and limitations of breast self- 
examination.16
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Adults (all ages)

TOPIC: BREAST CANCER, CHEMOPREVENTION

For women who are at increased risk 
of breast cancer, it is recommended 
that clinicians engage in shared,  
informed decision making with  
women about medications to reduce 
their risk. (Strong)

It is recommended that women  
who are at increased risk of breast 
cancer and at low risk of adverse 
medication effects be offered risk- 
reducing medications, such as  
tamoxifen or raloxifene. (Strong)

USPSTF: Recommends that clinicians 
engage in shared, informed decision  
making with women who are at 
increased risk of breast cancer about 
medications to reduce their risk. For 
women who are at increased risk 
of breast cancer and at low risk of 
adverse medication effects, clinicians 
should offer to prescribe risk- 
reducing medications, such as  
tamoxifen or raloxifene (Grade B).17

ACOG: Counsel women aged 35 years 
and older at high risk.2 

AAFP: Recommends that clinicians 
engage in shared, informed decision  
making with women who are at 
increased risk of breast cancer about 
medications to reduce their risk. For 
women who are at increased risk 
of breast cancer and at low risk of 
adverse medication effects, clinicians 
should offer to prescribe risk-reducing 
medications, such as tamoxifen or 
raloxifene.18

Recommend following USPSTF  
guidelines.
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Adults (all ages)

TOPIC:  BREAST CANCER SCREENING

For women aged 40 years and older, 
the decision to start or terminate 
regular screening mammography 
should be individualized and should 
take into account patient context, 
including an assessment of breast 
cancer risk, comorbidities, and the 
patient’s values regarding specific 
benefits and harms of screening. 
(Strong)

Routine screening mammogra-
phy should occur by age 50 years. 
(Strong)

The frequency of routine screening 
should take into account patient 
context and should be either annual 
or biennial. (Qualified)

Age younger than 50 years
USPSTF: The decision to start regu-
lar, biennial screening mammography 
before the age of 50 years should be 
an individual one and take patient 
context into account, including the 
patient’s values regarding specific  
benefits and harms (Grade C).19

Ages 50–74 years
USPSTF: Recommends biennial 
screening mammography for women 
between the ages of 50 years and  
74 years (Grade B).19 

Age older than 75 years
USPSTF: There is insufficient evidence 
to assess the additional benefits and 
harms of screening mammography in 
women aged 75 years or older.19

ACOG: Women aged 40 years and 
older should have annual mammo-
grams.14 

ACP: Breast cancer risk is not evenly 
distributed in women between the 
ages of 40 years and 49 years. Thus, the 
benefits of screening mammography 
are not uniformly applicable in wom-
en in this age group. For women aged 
40–49 years, individualized assessment 
of risk of breast cancer to guide deci-
sions about mammography screening 
is recommended. Base screening on 
benefits and harms, women’s prefer-
ence, and risk.20

AAFP: Mammography before age  
50 years should be individualized and 
take into account patient context,  
including risks, values, and harms. 
There is insufficient evidence about 
the benefits and harms of mammogra-
phy for women older than 75 years.21 

AWHONN: Supports access for  
women to screening mammography 
and other health care services based 
on an assessment for breast can-
cer risk.  Risk assessment for breast 
cancer includes age; hormonal factors, 
such as early age of menarche, late age 
of menopause, late age of first preg-
nancy, nulliparity, and use of hormonal 
therapies; familial factors including  
family history of breast cancer and  
genetic test results for BRCA muta-
tions; and personal factors such as  
personal history of breast cancer, 
findings from earlier breast biopsies, 
and past exposure to chest irradiation. 
Other associated risk factors include 
postmenopausal obesity, lack of exer-
cise, and alcohol use.22

CTFPHC: Current evidence regarding 
the effectiveness of screening mam-
mography does not suggest the inclu-
sion of the manoeuvre or its exclusion 
from the periodic health examination 
of women aged 40–49 years at aver- 
age risk of breast cancer (Grade C). 
Upon reaching the age of 40 years, 
Canadian women should be informed 
of the potential benefits and risks of 
screening mammography and assisted 
in deciding at what age they wish to  
initiate the manoeuvre (every  
12–18 months).23

ACS: Screening decisions in older 
women should be individualized by 
considering the potential benefits and 
risks of mammography in the context 
of current health status and estimated 
life expectancy. As long as a woman is 
in reasonably good health and would 
be a candidate for treatment, she 
should continue to be screened with 
mammography.24

The WWTF agrees with the USPSTF 
that “Mammography screening  
reduces breast cancer mortality for 
women aged 39–69 years: data are  
insufficient for older women. 
False-positive mammography and 
results and additional imaging are 
common.”19 

Biennial screening achieves most,  
but not all, of the benefit of annual 
screening with less harm. “Decisions 
about the best strategy depend on 
program and individual objectives and 
the weight placed on benefits, harms 
and resource considerations.”25
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Adults (all women)

TOPIC: BREAST EXAMINATION

Clinical breast examination (CBE) 
may be offered to women in the 
context of a shared, informed deci-
sion-making approach that recog-
nizes the uncertainty of additional 
benefits and harms of clinical breast 
examination beyond screening  
mammography. (Qualified)

Clinical breast examination may be 
offered to women aged 19–39 years 
every 1–3 years. (Qualified)

Clinical breast examination may be 
offered annually to women aged  
40 years and older. (Qualified)

USPSTF: Current evidence is insuffi-
cient to assess the additional benefits 
and harms of clinical breast examina-
tion beyond screening mammography 
in women 40 years or older.19

ACOG: Clinical breast examination 
should be performed every 1–3 years 
for women aged 20–39 years and  
annually for women aged 40 years  
and older (Level C).2 Clinical breast 
examination should be performed 
annually for women 40 years or older. 
Although the value of screening  
clinical breast examination for women 
with low prevalence of breast cancer 
(ie, women aged 20–39 years) is not 
clear, clinical breast examination for 
these women is recommended every 
1–3 years.14 

AAFP: Current evidence is insufficient 
to assess the benefits and harms of 
clinical breast examination for women 
aged 40 years and older.21 

ACS: Recommends clinical breast 
examination about every 3 years for 
women in their 20s and 30s and every 
year for women 40 years and older.26

Susan G Komen: Clinical breast  
examination can be helpful in finding 
tumors in women younger than 40 
years for whom mammography is not 
indicated. In women 40 years and  
older, clinical breast examination and 
mammography may find more cancers 
than mammography alone (ie, when 
used together fewer breast cancers 
are missed). Clinical breast examina-
tion is not a substitute for mammogra-
phy in women older than 40 years.27,28

CTFPHC: Recommends not routinely 
performing clinical breast examina- 
tions alone or in conjunction with 
mammography to screen for breast 
cancer (Weak recommendation; 
low-quality evidence).29

WHO: The only breast cancer screen-
ing method that has proved to be 
effective is mammography screening. 
Research is underway to evaluate  
clinical breast examination as a low-
cost approach to breast cancer 
screening that can work in less  
affluent countries.30

Cochrane Collaborative: The only  
large population-based trial of clinical 
breast examination combined with 
breast self-examination that was  
identified was discontinued because  
of poor adherence to follow-up.13 

KPCMI: Recommends clinical breast 
examination be offered to asymptom-
atic women without breast cancer 
risk factors, in the context of a shared 
decision-making approach that takes 
into account a woman’s personal 
preferences and the balance of benefit 
to harm.31

Clinical breast examination should 
be offered to asymptomatic women 
without breast cancer risk factors in 
the context of a shared decision- 
making approach that takes into  
account a woman’s personal pref-
erences and the balance of benefit 
to harm. Clinical breast examination 
should be performed annually for 
women aged 40 years and older.   
For women aged 20–39 years, clinical 
breast examination are recommended 
every 1–3 years. 
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Adults (18–44 years) 
(See also Blood Pressure Screening; Genetic Screening (other than BRCA gene); Diet, Fitness, Nutrition; Obesity; Tobacco Use)

TOPIC: CARDIOVASCULAR DISEASE/DYSLIPIDEMIA

Screening for asymptomatic carotid 
artery stenosis in the general adult 
population is not recommended. 
(Strong)

Screening with resting or exercise 
electrocardiography for the predic-
tion of coronary heart disease events 
in asymptomatic adults at low risk of 
coronary heart disease events is not 
recommended. (Strong)

Routine screening for abdominal  
aortic aneurysm in women is not 
recommended. (Strong)

The use of beta-carotene supple-
ments, either alone or in combina-
tion, for the prevention of cancer  
or cardiovascular disease is not  
recommended. (Strong)

USPSTF: Recommends against screen-
ing for asymptomatic carotid artery 
stenosis in the general adult popula-
tion (Grade D).32

USPSTF: Recommends against screen-
ing with resting or exercise electro- 
cardiography for the prediction of 
coronary heart disease events in 
asymptomatic adults at low risk of 
coronary heart disease events  
(Grade D).33

USPSTF: Recommends against routine 
screening for abdominal aortic aneu-
rysm in women (Grade D).34 

USPSTF: Recommends against the use 
of beta-carotene supplements, either 
alone or in combination, for the pre-
vention of cancer or cardiovascular 
disease (Grade D).35

Adults (20–54 years) 
(See also Blood Pressure Screening; Diet, Fitness, Nutrition; Obesity; Tobacco Use)

Screening for lipid disorders in 
women aged 20–45 years who are 
at increased risk of coronary heart 
disease is recommended. (Strong)

The use of aspirin for stroke  
prevention in women younger than 
age 55 years is not recommended. 
(Strong)

USPSTF: Recommends screening 
women aged 20–45 years for lipid dis-
orders if they are at increased risk of 
coronary heart disease (Grade B).36

USPSTF: Recommends against the  
use of aspirin for stroke prevention  
in women younger than 55 years 
(Grade D).37

Adults (45 years and older) 
(See also Blood Pressure Screening; Diet, Fitness, Nutrition; Obesity; Tobacco Use)

Screening for lipid disorders in  
women aged 45 years and older 
who are at increased risk of coro-
nary heart disease is recommended. 
(Strong)

The use of aspirin is recommended 
for women aged 55–79 years when 
the potential benefit of a reduction 
in risk of ischemic stroke outweighs 
the potential harm of an increase in 
risk of gastrointestinal hemorrhage. 
(Strong)

USPSTF: Recommends screening 
women aged 45 years and older for 
lipid disorders if they are at increased 
risk for coronary heart disease 
(Grade A).36 

USPSTF: Recommends the use of  
aspirin for women aged 55–79 years 
when the potential benefit of a  
reduction in ischemic stroke out-
weighs the potential harm of an  
increase in gastrointestinal hemor-
rhage (Grade A).37
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TOPIC: CERVICAL CANCER SCREENING AND PREVENTION

Screening for cervical cancer with 
a combination of cytology and HPV 
testing (co-testing) is recommended 
every 5 years in women with a cervix 
who have not had prior high-grade 
precancerous cervical lesion or can-
cer, who have not been exposed to 
diethylstilbestrol in utero, or who are 
not immunocompromised.  Screen-
ing with cytology testing alone every 
3 years is acceptable.  (Strong)

IOM: Recommends the addition of 
high-risk HPV DNA testing in  
addition to cytology testing in women 
with normal cytology results. Screen-
ing should begin at 30 years of age  
and should occur no more frequently  
than every 3 years.38 

USPSTF: Recommends cytology 
testing every 3 years. For women who 
want to lengthen the screening inter-
val, combine cytology and HPV testing 
every 5 years. The recommendation 
does not apply to women who have 
received a diagnosis of a high-grade 
precancerous cervical lesion or cer- 
vical cancer, women with in utero  
exposure to diethylstilbestrol, or  
women who are immunocompro-
mised (such as those who are HIV 
positive).39 

ACS/ASCCP/ASCP:  Human papillo-
mavirus and cytology testing (co- 
testing) every 5 years is the preferred  
approach. Cytology testing alone  
every 3 years is acceptable. Screening 
by HPV testing alone is not recom-
mended for most clinical settings.40

ACOG: Cytology testing alone every 
3 years is acceptable. Co-testing is 
preferable.41 

AAFP: Cytology testing alone every 
3 years is recommended. For women 
who want to lengthen the screening 
interval, co-testing every 5 years is 
recommended.42

Despite conflicting opinions among  
the major sources of recommenda- 
tions, co-testing is an acceptable  
strategy that allows lengthening of 
screening intervals. 

Adults Screening/Testing  (30–65 years, with a cervix and without history of in utero diethylstilbestrol exposure,  
immunocompromise, prior high-grade precancerous cervical lesion, or cervical cancer )

Screening for cervical cancer is not 
recommended for women who have 
had a hysterectomy with removal 
of the cervix provided they have no 
history of CIN2 or higher in the past 
20 years. (Strong)

USPSTF: Screening for cervical cancer 
is not recommended in women who 
have had a hysterectomy with removal 
of the cervix and who do not have a 
history of a high-grade precancerous 
lesion (CIN 2 or 3) or cervical cancer.  
The recommendation does not apply 
to women who have received a 
diagnosis of a high-grade precancer-
ous cervical lesion or cervical cancer, 
women with in utero exposure to 
diethylstilbestrol, or women who are 
immunocompromised (such as those 
who are HIV positive).39 

ACS/ASCCP/ASCP: After hysterec-
tomy, screening is not recommended. 
The recommendation applies to 
women without a cervix and without 
a history of cervical cancer or CIN 2 
or a more severe diagnosis in the  
past 20 years.40

ACOG: Do not screen women after 
total hysterectomy who have no  
history of CIN 2 or higher.41 

AAFP:  Do not screen women who 
have had hysterectomy with removal 
of cervix and who do not have a his-
tory of high-grade precancerous lesion 
(CIN 2 or 3) or cervical cancer.42

Adults Screening/Testing (21 years and older, without a cervix)
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Adults (45–75 years) Assessment

TOPIC: COLORECTAL SCREENING (45+ or 40 depending on risk)

Individualized assessment of risk, 
including family history and individ-
ualized counseling, is recommended. 
(Strong)

ACP: Individualized assessment for 
risk of colorectal cancer is recom-
mended.43

Adults (45–75 years) Screening

Screening for colorectal cancer is 
recommended beginning at age  
50 years. For African American  
women, screening should begin at 
age 45 years. (Strong)

USPSTF: Screening for colorectal  
cancer should begin at age 50 years 
and continue to age 75 years.44

ACP: All adults at average risk of col-
orectal cancer should be screened.43 

ACG: Screening should start at age 
50 years. For African Americans, begin 
screening age 45 years.45

ACOG: Screening should start at age 
50 years. For African Americans, begin 
screening at age 45 years.2

Screening for all adults at average risk 
should begin at age 50 years, except 
for African Americans, for whom 
screening should begin at age 45 years.

Adults (45–75 years) Method of Screening

Screening is recommended by one  
of the following methods:
• Colonoscopy every 10 years
• Fecal occult blood testing 
  or fecal immunochemical test   
  annually
• Flexible sigmoidoscopy every  
  5 years
• Double contrast barium enema  
  every 5 years
• Computed tomography colonogra- 
  phy every 5 years 
• Stool DNA, no interval determined  

Screening should not be performed 
using in-office fecal occult blood  
testing or fecal immunochemical  
test with sample collected during 
digital rectal examination. (Strong)

USPSTF: The following methods of 
screening are recommended: 
Fecal occult blood testing
Sigmoidoscopy
Colonoscopy
There is insufficient evidence to  
assess the benefits or harms of 
computed tomographic colonography 
and fecal DNA testing as screening 
modalities.44

AAFP: The following methods of 
screening are recommended: 
Fecal occult blood testing
Sigmoidoscopy 
Colonoscopy
There is insufficient evidence to  
assess the benefits or harms of com-
puted tomographic colonography and 
fecal DNA testing as screening  
modalities.46

ACP:  The following methods of 
screening are recommended:43 
Stool-based test
Flexible sigmoidoscopy
Optical colonoscopy

ACOG: Colonoscopy every 10 years 
is preferred method of screening. The 
following methods are acceptable: 
• Fecal occult blood testing or fecal 
  immunochemical test annually
• Flexible sigmoidoscopy every 5 years
• Double contrast barium enema  
  every 5 years
• Computed tomography colonogra- 
  phy every 5 years
• Stool DNA (no interval determined)  
Do not use in-office fecal occult blood 
testing or fecal immunochemical test 
with samples collected during digital 
rectal examination.2

ACG: Screening by colonoscopy is 
recommended. If colonoscopy is not 
available or affordable:45

Flexible sigmoidoscopy every  
5–10 years
Computed tomography colonography 
every 5 years
Cancer detection test (fecal immu-
nochemical test for blood)

Screening for Women at Increased Risk

Screening for colorectal cancer with 
optical colonoscopy is recommended 
for women at increased risk, begin-
ning at age 40 years or 10 years 
younger than the age at which the 
youngest affected relative was 
diagnosed with colorectal cancer. 
(Strong)

ACP:  Screen via optical colonoscopy 
starting at age 40 years or 10 years 
younger than the age at which the 
youngest affected relative was diag-
nosed with colorectal cancer.43

Treatment of Women at Increased Risk

Prophylactic treatment is not recom-
mended for women at increased risk 
of colorectal cancer. (Strong)

AAFP: Do not use aspirin or non-
steroidal antiinflammatory drugs to 
prevent colorectal cancer in individuals 
at risk of colorectal cancer.46

Genetic Testing of Women at Increased Risk

Women with newly diagnosed 
colorectal cancer should be offered 
genetic testing for Lynch syndrome 
to reduce morbidity and mortality  
to relatives. (Strong)

Women who are carriers of heredi-
tary nonpolyposis colorectal cancer 
may be offered genetic counseling 
and should undergo colonoscopy 
every 2 years beginning at age  
20–25 years until age 40 years, then 
annually thereafter. (Strong)

For women with familial adeno-
matous polyposis, adenomatous 
polyposis coli mutation testing is 
recommended; if negative,  
MYH-associated polyposis mutation 
testing is recommended. For women 
with familial adenomatous polyposis 
or at risk of familial adenomatous 
polyposis based on family history, 
annual flexible sigmoidoscopy or 
colonoscopy is recommended until 
such time when colectomy is  
deemed appropriate by the patient 
and her physician. (Strong)

AAFP: Genetic testing for Lynch  
syndrome is recommended for  
patients with newly diagnosed col-
orectal cancer to reduce morbidity 
and mortality to relatives. Those with 
Lynch syndrome should be offered 
earlier and more frequent screening, 
and their first-degree relatives should 
be offered genetic testing.46 

ACG: Patients who are hereditary 
nonpolyposis colorectal cancer  
(Lynch syndrome) carriers may be 
offered genetic counseling and should 
undergo colonoscopy every 2 years 
beginning at age 20–25 years until age 
40 years, then annually thereafter.  
Patients with familial adenomatous 
polyposis should undergo adeno-
matous polyposis coli mutation testing 
and, if negative, MYH-associated poly- 
posis mutation testing. Patients with 
familial adenomatous polyposis or at 
risk of familial adenomatous polyposis 
based on family history should under-
go annual flexible sigmoidoscopy or 
colonoscopy until such time when  
colectomy is deemed the best treat-
ment by the patient and provider.45
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TOPIC: CONTRACEPTION, STIs, & REPRODUCTIVE HEALTH 
(See also Alcohol Misuse, Sexual Health)

A sexual history and risk assessment 
for STI exposure should be incor-
porated into each well-woman visit. 
Screening should be instituted  
according to the CDC STD Treat-
ment Guidelines. (Strong)

USPSTF: Recommends high-intensity 
behavioral counseling to prevent STIs 
for all sexually active adolescents and 
for adults at increased risk of STIs.47 

CDC: Health care providers should 
routinely and regularly obtain sexual 
histories from their patients and 
address management of risk reduction 
for STIs.48,49

Adults (all ages) Sexual History
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TOPIC: DEPRESSION

Annual screening for depression,  
using a validated tool, is recom- 
mended. (Qualified)

Screening postpartum women for 
depression, using a validated tool, is 
recommended. (Qualified)

USPSTF: Recommends against rou-
tinely screening adults for depression 
when staff-assisted depression care 
supports are not in place. There 
may be considerations that support 
screening for depression in an indi-
vidual patient (Grade C).50 Recurrent 
screening may be most productive in 
patients with a history of depression, 
unexplained somatic symptoms,  
comorbid psychological conditions 
(eg, panic disorder or generalized 
 anxiety), substance abuse, or chronic 
pain. Recommends screening adults 
for depression when staff-assisted 
depression care supports are in place 
to assure accurate diagnosis, effective 
treatment, and follow-up (Grade B).50

AWHONN: Health care facilities that 
serve pregnant women, new mothers, 
and newborns should have routine 
screening protocols and educational 
mechanisms for staff training and  
client education related to postpartum 
mood and anxiety disorders.51 

AAFP: Do not screen when staff- 
assisted depression care supports 
are not in place.52  Screen when staff- 
assisted depression care supports are 
in place to assure accurate diagnosis, 
effective treatment, and follow up.52 

ACOG: Evaluate and counsel women 
for suicide and depressive symptoms.  
Recommends screening in practices 
that have systems in place to ensure 
accurate diagnosis, treatment, and 
follow-up.3 

ACNM: Recommends universal 
screening, treatment and/or referral 
for depression as part of routine 
primary health care. Recommends 
increasing the number of postpartum 
visits for all women.53

Patients should not be denied rec-
ommended screening because of any 
limitation of local resources. Rather, 
providers should have plans for  
referral, even if it means the patient 
will have to travel outside her com-
munity. Providers are encouraged to 
develop initial management skills that 
are within the scope of their specialty 
and practice to meet local patient 
needs. Patients should be counseled 
about limitations in local resources at 
the time of testing.

Adults (19 years and older) 
(See also Mental Health and Psychosocial Issues/Suicide/Behavioral Assessment)
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TOPIC: DIABETES

Screening for diabetes is recom-
mended every 3 years beginning at 
age 45 years or earlier for those with 
risk factors for diabetes. (Strong)

USPSTF:  Screen for diabetes in 
adults with blood pressure over 
130/85 mm Hg.54

AAFP: Screen asymptomatic adults 
with sustained blood pressure (either 
treated or untreated) greater than 
135/80 mm Hg.55 

ACOG: Begin screening every 3 years 
beginning at age 45 years, more fre-
quently if risk factors are present.2 

American Diabetes Association: Begin 
screening every 3 years beginning at 
age 45 years, more frequently if risk 
factors are present.56

AACE: Begin screening at age  
30 years.57

Currently there is no expert  
consensus.

Adults (Women of Reproductive Age; Perimenopause/Menopause) 
(See also Cardiovascular Disease/Dyslipidemia; Diabetes Postpartum; Diet, Fitness, Nutrition; Obesity)

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

TOPIC: DIABETES POSTPARTUM

For patients with a history of gesta-
tional diabetes, laboratory screening 
for diabetes is recommended at 
6–12 weeks postpartum and follow 
up screening at least every 3 years is 
recommended. (Strong)

ACOG: Recommends screening  
6–12 weeks postpartum, then every  
3 years.58

American Diabetes Association: 
Recommends screening 6–12 weeks 
postpartum, then every 3 years.56

All Women of Reproductive Capacity 
(See also Diabetes)
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TOPIC: DIET, FITNESS, NUTRITION

Routine weight assessment using  
BMI calculation is recommended.  
For women with risk factors for 
diet-related chronic disease, BMI less 
than 19 or greater than 25, assess-
ment of diet, nutritional status, and  
physical activity, followed by intensive 
counseling and behavioral interven-
tions, is recommended. (Qualified)

USPSTF: Recommends intensive  
behavioral dietary counseling for  
adult patients with hyperlipidemia  
and other known risk factors for car-
diovascular and diet-related chronic 
disease. All adult patients should be 
screened for obesity and offered 
intensive counseling and behavioral 
interventions.59

ACOG: Recommends intensive  
behavioral dietary counseling for adult 
patients with hyperlipidemia and other 
known risk factors for cardiovascular 
and diet-related chronic disease. All 
adult patients should be screened for 
obesity and offered intensive counsel-
ing and behavioral interventions. Also 
recommends evaluation and counsel-
ing on physical activity.2 

American Dietetic Association: Rec-
ommends intensive behavioral dietary 
counseling for adult patients with 
hyperlipidemia and other known risk 
factors for cardiovascular and diet- 
related chronic disease.  All adult  
patients should be screened for  
obesity and offered intensive counsel-
ing and behavioral interventions. Also  
recommends evaluation and counsel-
ing on physical activity.60

All agree that diet, nutrition, and  
exercise are keys to good health  
and improved health and can prevent 
illness. However, the science on how 
this is best accomplished is debatable.

Adolescents and Adults (all ages) 
(See also Cardiovascular Disease/Dyslipidemia, Obesity)
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TOPIC: DOMESTIC AND INTIMATE PARTNER VIOLENCE

Screening is recommended at least 
annually for intimate partner  
violence, such as domestic violence 
or reproductive or sexual coercion. 
Provide or refer women who screen 
positive to intervention services. 
(Strong)

IOM: Screening and counseling  
involve elicitation of information from 
women and adolescents about cur-
rent and past violence and abuse in 
a culturally sensitive and supportive 
manner to address current health 
concerns about safety and other  
current or future health problems.38 

USPSTF: 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).61

ACOG: Screen periodically in all  
women (eg, annual visit, new patient, 
and postpartum visit) and in women 
at risk (signs of depression, substance 
abuse, mental health problems,  
requests for repeat pregnancy tests 
when the woman does not wish to 
be pregnant, new or recurrent STIs, 
requests STI testing, expressing fear 
when negotiating condom use). Signs 
or symptoms of abuse or neglect 
should prompt risk assessment. Evi-
dence of neglect or abuse must be 
reported to law enforcement agencies 
as required by state or federal laws 
and regulations.62,63

AAFP: Screen women of childbearing 
age for intimate partner violence and 
provide or refer women who screen 
positive to intervention services; this 
applies to women who do not have 
signs or symptoms of abuse (Grade B).  
There is insufficient evidence to  
assess the benefits and harms of 
screening elderly and vulnerable adults 
for abuse and neglect (Grade I).64 

Adults (all ages)

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

Adults (all ages)

TOPIC: DRUG USE

At least annual screening for sub-
stance abuse by history (not labora-
tory testing) is recommended. Pro-
vide or refer patients to counseling  
as needed. (Strong)

USPSTF: Current evidence is insuffi-
cient to assess the balance of benefits 
and harms of screening adolescents, 
adults, and pregnant women for illicit 
drug use (Grade I).65

ACOG: Evaluate and counsel on 
substance use other than alcohol and 
tobacco.2 

AAFP: Current evidence is insufficient 
to assess the balance of benefits and 
harms of screening adolescents, adults, 
and pregnant women for illicit drug 
use.66 

NAHIC: Recommends annual screen-
ing and counseling for substance 
abuse.67 

AHRQ: Screen by history for sub-
stance use at every health mainte-
nance examination or initial pregnancy 
visit (repeat as indicated), using a 
validated screening tool (improves 
accuracy of detecting substance abuse 
or dependence) (Grade D).68

NCQA:  Healthcare Effectiveness 
Data and Information Set discusses 
engagement in treatment and referral 
for smoking cessation and alcohol and 
marijuana dependence.69
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TOPIC: GENETIC SCREENING (as appropriate)

All women should receive a family 
history evaluation as a screening  
tool for inherited risk of cancer. If 
their personal or family history is 
associated with an increased risk of 
potentially harmful mutations, they 
should be referred for genetic coun-
seling, if genetic counseling services 
are available, and be offered genetic 
testing. (Strong)

Routine genetic counseling or BRCA 
testing is not recommended for 
women who do not have a personal 
or family history associated with an 
increased risk of potentially harmful 
mutations in BRCA1 or BRCA2 genes. 
(Strong)

USPSTF: Recommends that women 
who have family members with  
breast, ovarian, tubal, or peritoneal 
cancer be screened with one of  
several screening tools designed to 
identify increased risk of potentially 
harmful mutations in BRCA1 or  
BRCA2 genes. Women with positive 
screening results should receive  
genetic counseling and, if indicated, 
BRCA testing (Grade B).70

USPSTF: Recommends against rou-
tine referral for genetic counseling 
or routine BRCA testing for women 
whose family history is not associated 
with an increased risk of deleterious 
mutations in BRCA1 or BRCA2  
(Grade D).70

ACOG: Recommends that all women 
receive a family history evaluation as  
a screening tool for inherited risk. 
Family history information should 
be reviewed and updated regularly, 
especially when there are import-
ant changes to family history. Where 
appropriate, further evaluation should 
be considered for positive responses, 
with referral to genetic testing and 
counseling as needed.71  Genetic risk 
assessment is recommended for 
women with greater than an approx-
imate 20–25% chance of having an 
inherited predisposition to breast  
cancer and ovarian cancer. Genetic 
risk assessment may be helpful for 
women with greater than an approx-
imate 5–10% chance of having an 
inherited predisposition to breast and 
ovarian cancer.72 

AAFP: Recommends referral for 
genetic counseling and evaluation for 
BRCA testing for women whose family 
history is associated with an increased 
risk of deleterious mutations in BRCA1 
or BRCA2.21

AAFP: Recommends against rou-
tine referral for genetic counseling 
for BRCA testing for women whose 
family history is not associated with 
increased risk of deleterious muta- 
tion in BRCA1 or BRCA2.21

Adults (all ages) 
(See also Cardiovascular Disease/Dyslipidemia; Ovarian Cancer)

Testing for genetic variants to assess 
for risk of cardiovascular disease in 
the general population is not recom-
mended. (Strong)

AAFP: Recommends against genomics 
profile to assess risk for cardiovascular 
disease.73

EGAPP: There is insufficient evidence 
to recommend testing for the 9p21 
genetic variant or 57 other variants in 
28 genes to assess risk of cardiovas- 
cular disease in the general popula- 
tion, specifically heart disease and 
stroke. The magnitude of net health 
benefit from use of any of these tests 
alone or in combination is negligible. 
Clinical use is discouraged unless 
further evidence supports improved 
clinical outcomes. Based on the avail-
able evidence, the overall certainty of 
net health benefit is deemed low.74

Recommend against genomics profile 
to assess risk of cardiovascular dis-
ease, as current evidence finds the net 
health benefit to be negligible.

Genetic Screening for Cardiovascular Disease
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Adults (all ages)

TOPIC: HEARING

Hearing screening in adults who  
show no signs or symptoms of 
hearing loss is not recommended. 
(Strong)

USPSTF: There is insufficient evidence 
to assess the benefits or harms of 
screening for hearing loss in asymp-
tomatic adults aged 50 years and  
older who show no signs or symp-
toms of hearing loss.75

AAFP: There is insufficient evidence 
to assess the benefits or harms of 
screening for hearing loss in asymp-
tomatic adults aged 50 years and older 
who show no signs or symptoms of 
hearing loss.76

Hearing screening in adults who show 
no signs or symptoms of hearing loss 
is not recommended. 
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Routine screening of the general  
population for chronic hepatitis B  
infection is not recommended. 
(Strong)

USPSTF: Recommends against  
routinely screening the general  
asymptomatic population for chronic 
hepatitis B virus infection (Grade D). 77

Adolescents and Adults (all ages) 
(See also Immunizations)

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

Adolescents and Adults (all ages)

TOPIC: HEPATITIS C SCREENING

Screening for hepatitis C virus  
(HCV) infection is recommended 
for women at high risk of infection. 
(Strong)

One-time screening for HCV  
infection should be offered to  
women born between 1945 and  
1965. (Strong)

USPSTF: Recommends screening for 
HCV infection in persons at high risk 
of infection. Recommends offering 
one-time screening for HCV infection 
to adults born between 1945 and 
1965 (Grade B).78

AAFP: Recommends screening for 
HCV infection in persons at high risk 
of infection. Recommends offering 
one-time screening for HCV infection 
to adults born between 1945 and 
1965.79

ACOG: Recommends one-time testing 
for persons born from 1945 through 
1965 who are unaware of their infec-
tion status.2 

CDC: Adults born during 1945 
through 1965 should be tested once 
for HCV infection without prior 
ascertainment of HCV risk factors. 
Recommends routine testing of 
asymptomatic persons at high risk of 
HCV infection.80,81
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Adults (19 years and older)

TOPIC: HYPOTHYROIDISM

Routine screening is not recom- 
mended for asymptomatic women  
at low risk. (Strong)

Screening for hypothyroidism is 
recommended in symptomatic and 
high-risk patients. (Strong). 

USPSTF: There is fair evidence that 
the thyroid-stimulating hormone test 
can detect subclinical thyroid disease 
in people without symptoms of thy-
roid dysfunction, but poor evidence 
that treatment improves clinically 
important outcomes in adults with 
screen-detected thyroid disease.  
The evidence is insufficient to recom-
mend for or against routine screening 
for thyroid disease in adults.82

AAFP:  The evidence is insufficient to 
recommend for or against routine 
screening for thyroid disease in adults.  
Ultrasound screening for thyroid  
cancer in asymptomatic patients is  
not recommended.83

ACOG: In women aged 19 years and 
older, examine thyroid. Thyroid-stim-
ulating hormone screening is recom-
mended for women aged 19–49 years 
at high risk (eg, strong family history  
of thyroid disease, autoimmune dis-
ease). Thyroid-stimulating hormone 
screening is recommended every  
5 years beginning at age 50 years.2 

AACE/ATA: Screening for hypothyroid-
ism should be considered in patients 
older than 60 years.  “Aggressive case 
finding” (rather than universal screen-
ing) should be considered in those at 
increased risk of hypothyroidism.84

AACE/ATA: “Aggressive case finding” 
(rather than universal screening) 
should be considered in those at 
increased risk of hypothyroidism.84 
Screening is suggested for those with 
the following:
Autoimmune disease, such as type 1 
diabetes
Pernicious anemia 
A first-degree relative with auto- 
immune thyroid disease 
A history of neck radiation to the 
thyroid gland, including radioactive  
iodine therapy for hyperthyroidism 
and external beam radiotherapy for 
head and neck malignancies 
A prior history of thyroid surgery or 
dysfunction
An abnormal thyroid examination
Psychiatric disorders 
Taking amiodarone or lithium
-Additional diagnoses: adrenal insuf-
ficiency, alopecia, anemia (unspeci-
fied deficiency), cardiac dysrhythmia 
(unspecified), changes in skin texture, 
congestive heart failure, constipation, 
dementia, type 1 diabetes mellitus, 
dysmenorrhea, hypercholesterolemia, 
hypertension, mixed hyperlipidemia, 
malaise and fatigue, myopathy (unspec-
ified), prolonged QT interval, vitiligo, 
weight gain

There is insufficient evidence for 
routine screening for hypothyroidism 
in asymptomatic, low-risk women, as 
available evidence does not show that 
diagnosis and treatment improves 
outcome.
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TOPIC: IMMUNIZATIONS

Immunization is recommended  
according to the schedule and  
protocols outlined by ACIP. (Strong)

ACIP: Recommends routine vaccines 
for children, adolescents, and adults 
according to its published immuniza-
tion schedule.85,86

Recommend following ACIP guidelines 
for all immunizations.
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Adults (all ages)

TOPIC: KIDNEY DISEASE

Routine screening for chronic kidney 
disease in asymptomatic adults is  
not recommended. (Qualified)

USPSTF: There is insufficient evidence 
to assess the balance of benefits and 
harms of routine screening for  
chronic kidney disease in asymptom- 
atic adults.87

ACP: Recommends against screening 
for chronic kidney disease in asymp-
tomatic adults without risk factors.88

ASN: Strongly recommends screening 
even in the absence of risk factors.89

NKF: Recommends screening for at-
risk individuals aged 18 years or older 
(risks include diabetes, hypertension, 
family history of kidney disease).90

Recommend against screening for 
chronic kidney disease in asymptom- 
atic adults without risk factors, based 
on lack of evidence to assess  
the balance of benefits and harms.

The major risk factors include diabe- 
tes, hypertension, and cardiovascular 
disease. The current evidence is  
insufficient to evaluate the benefits  
and harms of screening in asymptom-
atic adults with risk factors.

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

TOPIC: MENTAL HEALTH AND PSYCHOSOCIAL ISSUES/ 
SUICIDE/BEHAVIORAL ASSESSMENT

Evaluation of psychosocial aspects  
of health (interpersonal and family 
relationships, intimate partner vio-
lence, work satisfaction, lifestyle and 
stress, sleep disorders [all women]; 
acquaintance rape prevention  
[women ages 19–39 years]; advance 
directives [women 40 years and old-
er]; neglect and abuse; depression  
[all women]) is recommended as 
part of routine health assessment. 
(Strong)

Routine screening for suicide risk in 
asymptomatic general populations  
is not recommended. (Strong)

USPSTF: The evidence is insufficient 
to recommend for or against routine 
screening by primary care clinicians 
to detect suicide risk in the general 
population.91

ACOG: Evaluate psychosocial aspects 
of health: interpersonal and family 
relationships, intimate partner vio-
lence, work satisfaction, lifestyle and 
stress, sleep disorders (all women); 
acquaintance rape prevention (women 
aged 19–39 years); advance directives 
(women 40 years and older); neglect/
abuse; depression.2

AAFP: There is insufficient evidence 
to recommend for or against routine 
screening by primary care clinicians to 
detect suicide risk in general popula-
tion (Grade I).92

ACOG: Evaluate and counsel women 
for suicide and depressive symptoms.2
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TOPIC: METABOLIC SYNDROME

Screening is recommended for 
patients with elevated BMI for dys-
lipidemia and hyperglycemia. Provide 
or refer patients to counseling about 
appropriate lifestyle modifications,  
medical treatment, or both. (Strong)

CDC: Diagnosis of metabolic syn-
drome requires at least three of the 
following traits:93

1) Abdominal obesity: waistline  
40 inches or greater for men, greater 
than 35 inches for women
2) Triglycerides of 150 mg/dL or  
higher on medications to treat
3) HDL cholesterol: lower than 
40 mg/dL in men, lower than 50 mg/dL 
in women or on medications to treat
4) Blood pressure of 130/85 mm Hg  
or higher on medications to treat
5) Fasting glucose of 100 mg/dL or 
higher on medications to treat

AHA, USPSTF, NIH, ADA: Identify  
appropriate lifestyle modifications  
and medications.

Screen patients via physical examina-
tion and blood work, then help  
patient identify appropriate lifestyle 
modifications, medical treatment, or 
both.
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TOPIC: OBESITY

Routine weight assessment using  
BMI calculation is recommended. 
Results should be explained to the 
patient. For those with BMI greater 
than 30, provide or refer patients to 
intensive multicomponent behavioral 
interventions. (Strong)

USPSTF: Recommends screening all 
adults for obesity. Clinicians should 
offer or refer patients with a BMI  
of 30 or higher to intensive, multi-
component behavioral interventions 
(Grade B).94

AAFP: Refer patients with BMI of 30 
or higher to intensive, multicomponent 
behavioral interventions (Grade B).95

ACOG: Determine BMI and evaluate 
and counsel on physical activity, dietary 
and nutrition assessment, and obesity 
as cardiovascular risk factors.2

The USPSTF approach is reasonable. 
At the very least, BMI should be  
calculated and some counseling  
should take place recommending 
solutions that are available locally.

Adults (all ages) 
(See also Cardiovascular Disease/Dyslipidemia; Diet, Fitness, Nutrition)
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TOPIC: ORAL CAVITY EXAMINATION

Examination of the mouth and  
throat may be performed as part of 
an assessment of overall health and 
oral hygiene. (Qualified)

USPSTF: There is insufficient evidence 
to make a recommendation on oral 
cancer screening.96

ACS: Physicians should examine the 
mouth and throat during routine can-
cer-related check-ups.97

ADA: Clinicians should remain alert 
for signs of malignancy when perform-
ing routine visual and tactile examina-
tion of dental patients.98

There is insufficient evidence to  
recommend a distinct oral cavity  
examination.
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Oral health risk assessment and 
dietary counseling for optimal oral 
health may be performed as part of 
an assessment of overall health and 
oral hygiene. (Qualified)

ACOG: Counsel on hygiene, including 
dental hygiene.2

Caries risk assessment is not sup-
ported by the literature, and no reli-
able risk assessment tool exists. Oral 
health risk assessment and dietary 
counseling for optimal oral health may 
be recommended as part of general 
health counseling. Oral health risk 
assessment could conceivably include 
asking about smoking (oral cancer 
risk).

Adults (all ages) 
(See also Oral Cavity Examination, Tobacco Use)

Adolescents and Adults (all ages) 
(See also Cervical Cancer Screening and Prevention, Hepatitis B Screening)

TOPIC: HEPATITIS B SCREENING

Adults (19–64 years) 
(See also Depression, Domestic and Intimate Partner Violence)

Adults (19–65 years) 
(See also Cardiovascular Disease/Dyslipidemia, Diabetes, Obesity)

Adults (all ages) 
(See also Oral Hygiene, Tobacco Use)

TOPIC: ORAL HYGIENE
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Adults (all ages) Method

TOPIC: SEXUALLY TRANSMITTED INFECTIONS 
(See also Alcohol Misuse, Sexual Health)

Women who use contraceptive 
methods other than condoms should 
be counseled about the use of con-
doms and the risk of STIs. (Strong)

CDC: In choosing a method of con- 
traception, the risk of STIs, including 
HIV, also must be considered.  
Although hormonal contraceptives 
and IUDs are highly effective at pre-
venting pregnancy, they do not protect 
against STIs. Consistent and correct 
use of the male latex condom reduces 
the risk of STIs. When a male condom 
cannot be used properly for infection 
prevention, a female condom should 
be considered.48,73, 110, 111
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Adults (19 years and older)

TOPIC: SKIN CANCER

Routine whole-body skin examina-
tion or patient skin self-examination 
for detection of skin cancers is not 
recommended. (Strong)

Adults should be encouraged to use 
sunscreen regularly and avoid artifi-
cial tanning. (Strong)

USPSTF: Current evidence is insuffi-
cient to assess the balance of benefits 
and harms of screening for skin can-
cer by primary care clinicians or  
by patient skin self-examination.112

USPSTF: Current evidence is insuffi-
cient to assess the balance of benefits 
and harms of counseling adults older 
than 24 years about minimizing risks 
to prevent skin cancer (Grade I).114

AAFP: There is insufficient evidence 
to assess benefits and harms of using 
whole-body skin examination by 
primary care clinician or patient skin 
self-examination for the early detec-
tion of cutaneous melanoma, basal cell 
cancer, or squamous cell skin cancer  
in the adult population (Grade I).113

AAFP: There is insufficient evidence  
to assess benefits and harms of coun-
seling adults older than 24 years  
(Grade I).113

ACOG: Encourage regular use of 
sunscreen and avoidance of artificial 
tanning.115
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Adults (19 years and older) 
(See also Oral Cavity Examination, Oral Hygiene)

TOPIC: TOBACCO USE

Screening all women annually for 
tobacco use is recommended. For 
those who use tobacco products,  
provide tobacco cessation education 
and treatment. (Strong)

Routine screening for lung cancer in 
asymptomatic women is not recom-
mended. (Strong)

USPSTF: Screen annually for tobacco 
use and provide tobacco cessation 
education and treatment (Grade A).116 

Evidence is insufficient to recommend 
for or against screening asymptomatic 
persons for lung cancer with either 
low-dose computerized tomography, 
chest x-ray, sputum cytology, or a 
combination of these tests  
(Grade I).117

AAFP: Strongly recommends counsel-
ing to smoking parents with children 
at home regarding the harmful effects 
of smoking on children’s health. Screen 
for tobacco use and provide tobacco 
cessation interventions for those who 
use tobacco products (Grade A).118,119

ACOG: Recommends annual screen-
ing for tobacco use, evaluation and 
counseling, but the intervals at which 
such interventions should take place 
are not specified.2
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Adults (all ages)

TOPIC: VISUAL ACUITY/GLAUCOMA

Routine screening by primary care 
providers for glaucoma is not  
recommended. (Qualified)

USPSTF: There is insufficient evidence 
to recommend for or against screen-
ing adults for glaucoma.120

AAFP: There is insufficient evidence to 
recommend for or against screening 
adults for glaucoma.121

Some references cited have been updated or archived since the Task Force meeting and, therefore, are for historical purposes only.
References
1Well-woman visit. Committee Opinion No. 534. American College of Obstetricians and Gynecologists. Obstet Gynecol 2012;120:421-4. 
     PMID: 22825111. 
2American College of Obstetricians and Gynecologists. Well-woman recommendations. Washington, DC: American College of Obstetricians and Gynecologists; 2015. Available 
at: http://www.acog.org/About-ACOG/ACOG-Departments/Annual-Womens-Health-Care/Well-Woman-Recommendations. Retrieved March 12, 2015.
3American College of Obstetricians and Gynecologists. Guidelines for women’s health care. 4th ed. Washington, DC: American College of Obstetricians and Gynecologists; 2014. 
4Moyer VA. Screening and behavioral counseling interventions in primary care to reduce alcohol misuse: U.S. preventive services task force recommendation statement.  
U.S. Preventive Services Task Force. Ann Intern Med 2013;159:210-8.
5American Academy of Family Physicians. Alcohol misuse: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/
clinical-recommendations/all/alcohol-misuse.html. Retrieved March 5, 2015.
6At-risk drinking and alcohol dependence: obstetric and gynecologic implications. Committee Opinion No. 496. American College of Obstetricians and Gynecologists. Obstet 
Gynecol 2011;118:383-8. 
     PMID: 21775870.
7U.S. Preventive Services Task Force. Iron deficiency anemia: screening. Rockville (MD): USPSTF; 2006. Available at: http://www.uspreventiveservicestaskforce.org/uspstf/uspsiron.
htm. Retrieved March 30, 2015.
8Screening for asymptomatic bacteriuria in adults: U.S. Preventive Services Task Force reaffirmation recommendation statement. U.S. Preventive Services Task Force. Ann Intern 
Med 2008;149:43-7. 
     PMID: 18591636. 
9American Academy of Family Physicians. Asymptomatic bacteriuria: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/ 
patient-care/clinical-recommendations/all/bacteriuria.html. Retrieved March 5, 2015.
10Screening for high blood pressure: U.S. Preventive Services Task Force reaffirmation recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2007;147:783-6. 
     PMID: 18056662.
11Nelson HD, Tyne K, Naik A, Bougatsos C, Chan BK, Humphrey L. Screening for breast cancer: an update for the U.S. Preventive Services Task Force. U.S. Preventive Services Task 
Force. Ann Intern Med 2009;151:727-37, W237-42. 
     PMID: 19920273.
12Nelson HD, Tyne K, Naik A, Bougatsos C, Chan B, Humphrey L. Screening for breast cancer: systematic evidence review update for the U.S. Preventive Services Task Force. 
Evidence Review Update No. 74. U.S. Preventive Services Task Force. Rockville (MD): Agency for Healthcare Research and Quality; 2009. Available at: http://www.ncbi.nlm.nih.gov/
books/NBK36392/pdf/TOC.pdf. Retrieved April 9, 2015.  
13Kösters JP, Gøtzsche PC. Regular self-examination or clinical examination for early detection of breast cancer. Cochrane Database of Systematic Reviews 2003, Issue 2. Art.  
No.: CD003373. DOI: 10.1002/14651858.CD003373.
14Breast cancer screening. Practice Bulletin No. 122. American College of Obstetricians and Gynecologists. Obstet Gynecol 2011;118:372-82. 
     PMID: 21775869. 
15National Comprehensive Cancer Network. Ft. Washington (PA): NCCN; 2015. Available at: http://www.nccn.org/default.aspx. Retrieved March 30, 2015.
16American Cancer Society. Breast cancer prevention and early detection. Atlanta (GA): ACS; 2014. Available at: http://www.cancer.org/acs/groups/cid/documents/ 
webcontent/003165-pdf.pdf. Retrieved March 5, 2015. 
17Moyer VA. Medications to decrease the risk for breast cancer in women: recommendations from the U.S. Preventive Services Task Force recommendation statement. 
U.S. Preventive Services Task Force. Ann Intern Med 2013;159:698-708. 
     PMID: 24061412.
18Medications for risk reduction of primary breast cancer in women: recommendation statement. Am Fam Physician 2014;90:652a-652d. Available at: http://www.aafp.org/
afp/2014/1101/od1.pdf.  Retrieved April 9, 2015.
     PMID: 25368932. 
19Nelson HD, Tyne K, Naik A, Bougatsos C, Chan BK, Humphrey L. Screening for breast cancer: an update for the U.S. Preventive Services Task Force. U.S. Preventive Services  
Task Force. Ann Intern Med 2009;151:727-37, W237-42. 
     PMID: 19920273. 
20Qaseem A, Snow V, Sherif K, Aronson M, Weiss KB, Owens DK. Screening mammography for women 40 to 49 years of age: a clinical practice guideline from the American  
College of Physicians. Clinical Efficacy Assessment Subcommittee of the American College of Physicians. Ann Intern Med 2007;146:511-5.
     PMID: 17404353. 
21American Academy of Family Physicians. Breast Cancer: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/
clinical-recommendations/all/breast-cancer.html. Retrieved March 5, 2015.
22Association of Women’s Health, Obstetric & Neonatal Nursing. Breast cancer screening. J Obstet Gynecol Neonatal Nurs 2010;39:608-10. 
     PMID: 20698934. 
23Ringash J. Preventive health care, 2001 update: screening mammography among women aged 40-49 years at average risk of breast cancer. Canadian Task Force on Preventive 
Health Care [published erratum appears in CMAJ 2001;164:753]. CMAJ 2001;164:469-76. 
     PMID: 11233866. 
24Smith RA, Saslow D, Sawyer KA, Burke W, Costanza ME, Evans WP, 3rd, et al. American Cancer Society guidelines for breast cancer screening: update 2003. American Cancer 
Society High-Risk Work Group, American Cancer Society Screening Older Women Work Group, American Cancer Society Mammography Work Group, American Cancer Society 
Physical Examination Work Group, American Cancer Society New Technologies Work Group, and American Cancer Society Breast Cancer Advisory Group. CA Cancer J Clin 
2003;53:141-69.
     PMID: 12809408. 
25Mandelblatt JS, Cronin KA, Bailey S, Berry DA, de Koning HJ, Draisma G, et al. Effects of mammography screening under different screening schedules: model estimates of 
potential benefits and harms. Breast Cancer Working Group of the Cancer Intervention and Surveillance Modeling Network [published erratum appears in Ann Intern Med 
2010;152:136]. Ann Intern Med 2009;151:738-47. 
     PMID: 19920274. 
26American Cancer Society. American Cancer Society guidelines for the early detection of cancer. Dallas (TX): ACS; 2014. Available at: http://www.cancer.org/healthy/ 
findcancerearly/cancerscreeningguidelines/american-cancer-society-guidelines-for-the-early-detection-of-cancer. Retrieved March 5, 2015.
27Oestreicher N, Lehman CD, Seger DJ, Buist DS, White E. The incremental contribution of clinical breast examination to invasive cancer detection in a mammography screening 
program. AJR Am J Roentgenol 2005;184:428-32. 
     PMID: 15671358. 
28Chiarelli AM, Majpruz V, Brown P, Theriault M, Shumak R, Mai V. The contribution of clinical breast examination to the accuracy of breast screening. J Natl Cancer Inst 
2009;101:1236-43.
     PMID: 19720967. 
29Tonelli M, Connor Gorber S, Joffres M, Dickinson J, Singh H, Lewin G, et al. Recommendations on screening for breast cancer in average-risk women aged 40-74 years. 
Canadian Task Force on Preventive Health Care [published erratum appears in CMAJ 2011;183:2147]. CMAJ 2011;183:1991-2001. 
     PMID: 22106103. 
30World Health Organization. Breast cancer: prevention and control. Geneva: WHO; 2015. Available at: http://www.who.int/cancer/detection/breastcancer/en/.  
Retrieved March 30, 2015.
31Screening for breast cancer in women at average risk: guideline syntheses. Rockville (MD): National Guideline Clearinghouse; 2015. Available at: http://www.guideline.gov/ 
syntheses/synthesis.aspx?id=48927. Retrieved March 30, 2015.
32Screening for carotid artery stenosis: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force [published erratum appears in Ann 
Intern Med 2008;148:248]. Ann Intern Med 2007;147:854-9.
     PMID: 18087056. 
33Moyer VA. Screening for coronary heart disease with electrocardiography: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. 
Ann Intern Med 2012;157:512-8.
     PMID: 22847227. 
34LeFevre ML. Screening for abdominal aortic aneurysm: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2014;161:281-90.
     PMID: 24957320.
35Moyer VA. Vitamin, mineral, and multivitamin supplements for the primary prevention of cardiovascular disease and cancer: U.S. Preventive services Task Force recommendation 
statement. U.S. Preventive Services Task Force. Ann Intern Med 2014;160:558-64. 
     PMID: 24566474. 
36U.S. Preventive Services Task Force. Lipid disorders in adults (cholesterol, dyslipidemia): screening. Rockville (MD): USPSTF; 2008. Available at: http://www.uspreventiveservices 
taskforce.org/Page/Topic/recommendation-summary/lipid-disorders-in-adults-cholesterol-dyslipidemia-screening. Retrieved March 30, 2015.
37Aspirin for the prevention of cardiovascular disease: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2009;150:396-404.
     PMID: 19293072. 
38Committee on Preventive Services for Women, editor. Clinical preventive services for women: Closing the gaps. Washington, DC: Institute of Medicine; 2011. Available at:  
http://www.nap.edu/download.php?record_id=13181. Retrieved March 5, 2015.
39Moyer VA. Screening for cervical cancer: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force [published erratum appears in  
Ann Intern Med 2013;158:852]. Ann Intern Med 2012;156:880-91, W312. 
     PMID: 22711081. 
40Saslow D, Solomon D, Lawson HW, Killackey M, Kulasingam SL, Cain J, et al. American Cancer Society, American Society for Colposcopy and Cervical Pathology, and American 
Society for Clinical Pathology screening guidelines for the prevention and early detection of cervical cancer. ACS-ASCCP-ASCP Cervical Cancer Guideline Committee.  
CA Cancer J Clin 2012;62:147-72. 
     PMID: 22422631. 
41Screening for cervical cancer. Practice Bulletin No. 131. American College of Obstetricians and Gynecologists. Obstet Gynecol 2012;120:1222-38.
     PMID: 23090560. 
42American Academy of Family Physicians. Cervical cancer: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/
clinical-recommendations/all/cervical-cancer.html. Retrieved February 9, 2015.
43Qaseem A, Denberg TD, Hopkins RH, Jr, Humphrey LL, Levine J, Sweet DE, et al. Screening for colorectal cancer: a guidance statement from the American College of Physicians. 
Clinical Guidelines Committee of the American College of Physicians [published erratum appears in Ann Intern Med 2012;157:152]. Ann Intern Med 2012;156:378-86. 
     PMID: 22393133. 
44Screening for colorectal cancer: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 2008;149:627-37.
     PMID: 18838716.
45Rex DK, Johnson DA, Anderson JC, Schoenfeld PS, Burke CA, Inadomi JM. American College of Gastroenterology guidelines for colorectal cancer screening 2009. American 
College of Gastroenterology [published erratum appears in Am J Gastroenterol 2009;104:1613]. Am J Gastroenterol 2009;104:739-50. 
     PMID: 19240699. 
46American Academy of Family Physicians. Colorectal cancer: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/
clinical-recommendations/all/colorectal-cancer.html. Retrieved March 5, 2015. 
47LeFevre ML. Behavioral counseling interventions to prevent sexually transmitted infections: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive  
Services Task Force. Ann Intern Med 2014;161:894-901. 
     PMID: 25244227. 
48Workowski KA, Berman S. Sexually transmitted diseases treatment guidelines, 2010. Centers for Disease Control and Prevention [published erratum appears in MMWR Morb 
Mortal Wkly Rep 2011;60:18]. MMWR Recomm Rep 2010;59:1-110. 
     PMID: 21160459. 
49LeFevre ML. Screening for chlamydia and gonorrhea: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2014;161:902-10.
     PMID: 25243785. 
50Screening for depression in adults: U.S. preventive services task force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 2009;151:784-92. 
     PMID: 19949144. 
51Association of Women’s Health, Obstetric and Neonatal Nurses. The role of the nurse in postpartum mood and anxiety disorders. Washington, DC: AWHONN; 2008.  
Available at:  https://www.awhonn.org/awhonn/binary.content.do?name=Resources/Documents/pdf/5_PMAD.pdf. Retrieved March 30, 2015. 
52American Academy of Family Physicians. Depression: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/depression.html. Retrieved March 5, 2015.
53American College of Nurse Midwives. Depression in women. Position statement. Silver Spring (MD): ACNM; 2013. Available at: http://www.midwife.org/ACNM/files/ 
ACNMLibraryData/UPLOADFILENAME/000000000061/Depression%20in%20Women%20May%202013.pdf. Retrieved March 12, 2015.
54Screening for type 2 diabetes mellitus in adults: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force [published erratum appears 
in Ann Intern Med 2008;149:147]. Ann Intern Med 2008;148:846-54. 
     PMID: 18519930. 
55American Academy of Family Physicians. Summary of recommendations for clinical preventive services. Leawood (KS):AAFP; 2012. Available at: http://www.aafp.org/dam/AAFP/
documents/patient_care/clinical_recommendations/October2012SCPS.pdf. Retrieved June 29, 2015.
56Executive summary: Standards of medical care in diabetes--2013. Diabetes Care 2013;36(suppl):S4-10. 
     PMID: 23264424. 
57American Association of Clinical Endocrinologists. Screening and monitoring of prediabetes.  AACE Diabetes Resource Center. Jacksonville (FL): AACE; 2014. Available at: http://
outpatient.aace.com/prediabetes/screening-and-monitoring-prediabetes. Retrieved February 9, 2015. 
58Gestational diabetes mellitus. Practice Bulletin No. 137. American College of Obstetricians and Gynecologists. Obstet Gynecol 2013;122:406-16. 
     PMID: 23969827. 
59Moyer VA. Behavioral counseling interventions to promote a healthful diet and physical activity for cardiovascular disease prevention in adults: U.S. Preventive Services Task 
Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 2012;157:367-71. 
     PMID: 22733153.
60Maillet JO, Young EA. Position of the American Dietetic Association: nutrition education for health care professionals. J Am Diet Assoc 1998;98:343-6.
     PMID: 9508021. 
61Moyer VA. Screening for intimate partner violence and abuse of elderly and vulnerable adults: U.S. preventive services task force recommendation statement. U.S. Preventive 
Services Task Force. Ann Intern Med 2013;158:478-86.  
     PMID: 23338828. 
62Intimate partner violence. Committee Opinion No. 518. American College of Obstetricians and Gynecologists. Obstet Gynecol 2012;119:412-7. 
     PMID: 22270317. 
63Chamberlain L, Levenson R. Addressing intimate partner violence, reproductive and sexual coercion: a guide for obstetric, gynecologic and reproductive health care settings.  
2nd ed. Washington, DC: American College of Obstetricians and Gynecologists; San Francisco (CA): Futures Without Violence; 2012. Available at: http://www.futureswithout 
violence.org/userfiles/file/HealthCare/reproguidelines_low_res_FINAL.pdf. Retrieved April 1, 2015. 
64American Academy of Family Physicians. Intimate partner violence and abuse of elderly and vulnerable adults. Clinical preventive service recommendation. Leawood (KS):  
AAFP; 2013. Available at: http://www.aafp.org/patient-care/clinical-recommendations/all/domestic-violence.html. Retrieved March 12, 2015.
65Final recommendation statement: drug use, illicit: screening. U.S. Preventive Services Task Force. Rockville (MD): USPSTF; 2008. Available at: http://www.uspreventiveservices 
taskforce.org/Page/Document/RecommendationStatementFinal/drug-use-illicit-screening. Retrieved March 30, 2015.
66American Academy of Family Physicians. Illicit drug use: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/illicit-drug-use.html. Retrieved March 5, 2015.
67National Adolescent and Young Adult Health Information Center. Summary of recommended guidelines for clinical preventive services for young adults ages 18-26. San Francisco 
(CA): NAHIC; 2014. Available at: http://nahic.ucsf.edu/wp-content/uploads/2014/04/FINAL-Guidelines-Summary-4.171.pdf. Retrieved March 30, 2015.
68Michigan Quality Improvement Consortium. Screening, diagnosis and referral for substance use disorders. Michigan Quality Improvement Consortium Guideline. Southfield (MI): 
MQIC; 2013. Available at: http://www.mqic.org/pdf/mqic_screening_diagnosis_and_referral_for_substance_use_disorders_cpg.pdf. Retrieved March 30, 2015.
69National Committee for Quality Assurance. Summary table of measures, product lines and changes. HEDIS 2015. Washington, DC: NCQA; 201. Available at: http://www.ncqa.org/
Portals/0/HEDISQM/Hedis2015/List_of_HEDIS_2015_Measures.pdf. Retrieved March 30, 2015.
70Moyer VA. Risk assessment, genetic counseling, and genetic testing for BRCA-related cancer in women: U.S. Preventive Services Task Force recommendation statement.  
U.S. Preventive Services Task Force. Ann Intern Med 2014;160:271-81. 
     PMID: 24366376. 
71Family history as a risk assessment tool. Committee Opinion No. 478. American College of Obstetricians and Gynecologists. Obstet Gynecol 2011;117:747–50.
72Hereditary breast and ovarian cancer syndrome. ACOG Practice Bulletin No. 103. American College of Obstetricians and Gynecologists. Obstet Gynecol 2009;113:957-66. 
     PMID: 19305347.
73American Academy of Family Physicians. Cardiovascular disease: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/ 
patient-care/clinical-recommendations/all/cvd.html. Retrieved February 9, 2015. 
74Recommendations from the EGAPP Working Group: genomic profiling to assess cardiovascular risk to improve cardiovascular health. Evaluation of Genomic Applications in 
Practice and Prevention (EGAPP) Working Group. Genet Med 2010;12:839-43. 
     PMID: 21042222. 
75Moyer VA. Screening for hearing loss in older adults: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2012;157:655-61.
     PMID: 22893115.  
76American Academy of Family Physicians. Hearing: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/clinical- 
recommendations/all/hearing.html. Retrieved March 5, 2015.
77Screening for Hepatitis B Virus Infection in Nonpregnant Adolescents and Adults: U.S. Preventive Services Task Force Recommendation Statement http://annals.org/article. 
aspx?articleid=1874740.
78LeFevre ML. Screening for hepatitis B virus infection in nonpregnant adolescents and adults: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive 
Services Task Force. Ann Intern Med 2014;161:58-66.  
     PMID: 24863637. 
79Screening for hepatitis B virus infection in pregnancy: U.S. Preventive Services Task Force reaffirmation recommendation statement. U.S. Preventive Services Task Force. Ann 
Intern Med 2009;150:869-73, W154. 
     PMID: 19528565. 
80Recommendations for prevention and control of hepatitis C virus (HCV) infection and HCV-related chronic disease. Centers for Disease Control and Prevention. MMWR 
Recomm Rep 1998;47:1-39.
     PMID: 9790221. 
81Centers for Disease Control and Prevention. Testing recommendations for Hepatitis C virus infection. Atlanta (GA): CDC; 2014. Available at: http://www.cdc.gov/hepatitis/ 
HCV/GuidelinesC.htm. Retrieved March 12, 2015.
82Screening for thyroid disease: recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 2004;140:125-7.
     PMID: 14734336. 
83American Academy of Family Physicians. Thyroid: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/thyroid.html. Retrieved March 5, 2015. 
84Garber JR, Cobin RH, Gharib H, Hennessey JV, Klein I, Mechanick JI, et al. Clinical practice guidelines for hypothyroidism in adults: cosponsored by the American Association of 
Clinical Endocrinologists and the American Thyroid Association. American Association Of Clinical Endocrinologists And American Thyroid Association Taskforce On Hypothyroid-
ism In Adults [published errata appear in Thyroid 2013;23:251. Thyroid 2013;23:129]. Thyroid 2012;22:1200-35. 
     PMID: 22954017. 
85Centers for Disease Control and Prevention. Birth-18 years & “catch-up” immunization schedules: United States, 2015. Atlanta (GA): CDC; 2015. Available at: http://www.cdc.
gov/vaccines/schedules/hcp/child-adolescent.html. Retrieved March 12, 2015.
86Centers for Disease Control and Prevention. Adult immunization schedules, United States, 2015. Atlanta (GA): CDC; 2015. Available at: http://www.cdc.gov/vaccines/schedules/
hcp/adult.html. Retrieved March 12, 2015.  
87Moyer VA. Screening for chronic kidney disease: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2012;157:567-70. 
     PMID: 22928170.
88Qaseem A, Hopkins RH, Jr, Sweet DE, Starkey M, Shekelle P. Screening, monitoring, and treatment of stage 1 to 3 chronic kidney disease: A clinical practice guideline from the 
American College of Physicians. Clinical Guidelines Committee of the American College of Physicians. Ann Intern Med 2013;159:835-47. 
     PMID: 24145991. 
89ASN disagrees with new guidelines, says adults should be screened for kidney disease [press release]. Nephrol News Issues [electronic] 2013. Available at: http:// 
www.nephrologynews.com/articles/109817-asn-disagrees-with-new-guidelines-says-adults-should-be-screened-for-kidney-disease. Retrieved March 30, 2015.
90K/DOQI clinical practice guidelines for chronic kidney disease: evaluation, classification, and stratification. National Kidney Foundation. Am J Kidney Dis 2002;39:S1-266.
     PMID: 11904577.
91LeFevre ML. Screening for suicide risk in adolescents, adults, and older adults in primary care: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive 
Services Task Force. Ann Intern Med 2014;160:719-26.
     PMID: 24842417.   
92American Academy of Family Physicians. Clinical preventive service recommendation: suicide. Leawood (KS): AAFP; 2014. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/suicide.html. Retrieved March 30, 2015.
93Ervin RB. Prevalence of metabolic syndrome among adults 20 years of age and over, by sex, age, race and ethnicity, and body mass index: United States, 2003-2006. Natl Health 
Stat Report 2009;(13):1-7.
     PMID: 19634296. 
94Moyer VA. Screening for and management of obesity in adults: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern 
Med 2012;157:373-8.
     PMID: 22733087. 
95American Academy of Family Physicians. Obesity: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/obesity.html. Retrieved March 5, 2015. 
96Moyer VA. Screening for oral cancer: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 2014;160:55-60. 
     PMID: 24276469. 
97American Cancer Society. Oral cavity and oropharyngeal cancer. Dallas (TX): ACS; 2014. Available at: http://www.cancer.org/acs/groups/cid/documents/webcontent/003128-pdf.
pdf. Retrieved March 5, 2015.   
98Rethman MP, Carpenter W, Cohen EE, Epstein J, Evans CA, Flaitz CM, et al. Evidence-based clinical recommendations regarding screening for oral squamous cell carcinomas. 
American Dental Association Council on Scientific Affairs Expert Panel on Screening for Oral Squamous Cell Carcinomas. J Am Dent Assoc 2010;141:509-20. 
     PMID: 20436098.
99Moyer VA. Screening for ovarian cancer: U.S. Preventive Services Task Force reaffirmation recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2012;157:900-4.
     PMID: 22964825. 
100American Academy of Family Physicians. Ovarian cancer: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/
clinical-recommendations/all/ovarian-cancer.html. Retrieved March 5, 2015.  
101The role of the obstetrician-gynecologist in the early detection of epithelial ovarian cancer. Committee Opinion No. 477. American College of Obstetricians and Gynecologists. 
Obstet Gynecol 2011;117:742-6.
     PMID: 21343791. 
102National Comprehensive Cancer Network. Genetic/familial high-risk assessment: breast and ovarian. NCCN Clinical Practice Guidelines in Oncology Version 2.2014.  
Ft. Washington (PA): NCCN; 2014. Available at: http://www.nccn.org/professionals/physician_gls/pdf/genetics_screening.pdf. Retrieved March 30, 2015.
     Available after login.
103Knowledge, attitudes, and practices of physicians regarding urinary incontinence in persons aged > or = 65 years--Massachusetts and Oklahoma, 1993. Centers for Disease 
Control and Prevention. MMWR Morb Mortal Wkly Rep 1995;44:747, 753-4.
     PMID: 7565556.  
104World Health Organization. Age-friendly primary health care centres toolkit. Geneva: WHO; 2008. Available at: http://www.who.int/ageing/publications/Age-Friendly-PHC- 
Centre-toolkitDec08.pdf?ua=1. Retrieved February 9, 2015. 
105Centers for Medicare and Medicaid Services. 2015 Physician quality reporting system (PQRS): measures list. Baltimore (MD): CMS; 2015. Available at: http://www.cms.gov/ 
Medicare/Quality-Initiatives-Patient-Assessment-Instruments/PQRS/MeasuresCodes.html. Retrieved March 12, 2015. 
106World Health Organization. Sexual health. Geneva: WHO; 2015. Available at: http://www.who.int/topics/sexual_health/en/. Retrieved March 30, 2015.
107Female sexual dysfunction. Practice Bulletin No. 119. American College of Obstetricians and Gynecologists. Obstet Gynecol 2011;117:996-1007. 
     PMID: 21422879. 
108Ford JV, Barnes R, Rompalo A, Hook EW, 3rd. Sexual health training and education in the U.S. Public Health Rep 2013;128 (suppl):96-101.
     PMID: 23450890. 
109Farrell J, Belza B. Are older patients comfortable discussing sexual health with nurses? Nurs Res 2012;61:51-7. 
     PMID: 22166909. 
110Gavin L, Moskosky S, Carter M, Curtis K, Glass E, Godfrey E, et al. Providing quality family planning services: Recommendations of CDC and the U.S. Office of Population  
Affairs. Centers for Disease Control and Prevention. MMWR Recomm Rep 2014;63:1-54.  
     PMID: 24759690. 
111Update to CDC’s U.S. Medical Eligibility Criteria for Contraceptive Use, 2010: revised recommendations for the use of contraceptive methods during the postpartum period. 
Centers for Disease Control and Prevention. MMWR Morb Mortal Wkly Rep 2011;60:878-83.
     PMID: 21734635. 
112Screening for skin cancer: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 2009;150:188-93. 
     PMID: 19189908. 
113American Academy of Family Physicians. Skin Cancer: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/skin-cancer.html. Retrieved March 5, 2015.
114Moyer VA. Behavioral counseling to prevent skin cancer: U.S. Preventive Services Task Force recommendation statement. U.S. Preventive Services Task Force. Ann Intern Med 
2012;157:59-65. 
     PMID: 22751761 
115American College of Obstetricians and Gynecologists. Guidelines for adolescent health care [CD-ROM]. 2nd ed. ed. Washington, DC: American College of Obstetricians and 
Gynecologists; 2011. 
116Counseling and interventions to prevent tobacco use and tobacco-caused disease in adults and pregnant women: U.S. Preventive Services Task Force reaffirmation recommen-
dation statement. U.S. Preventive Services Task Force. Ann Intern Med. 2009 Apr 21;150(8):551-5. 
     PMID: 19380855. 
117Humphrey LL, Deffebach M, Pappas M, Baumann C, Artis K, Mitchell JP, et al. Screening for lung cancer with low-dose computed tomography: a systematic review to update  
the U.S. Preventive Services Task Force recommendation. Ann Intern Med 2013;159:411-20.
118American Academy of Family Physicians. Tobacco: preventing and treating nicotine dependence and tobacco use. Position Paper. Leawood (KS): AAFP; 2014. Available at: 
http://www.aafp.org/about/policies/all/nicotine-tobacco-prevention.html. Retrieved March 12, 2015.
119American Academy of Family Physicians. Tobacco use. Clinical preventive service recommendation. Leawood (KS): AAFP; 2009. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/tobacco-use.html. Retrieved March 12, 2015.
120Moyer VA. Screening for glaucoma: U.S. Preventive Services Task Force Recommendation Statement. U.S. Preventive Services Task Force. Ann Intern Med 2013;159:484-9.
     PMID: 24325017. 
121American Academy of Family Physicians. Glaucoma: clinical preventive service recommendation. Leawood (KS): AAFP; 2015. Available at: http://www.aafp.org/patient-care/ 
clinical-recommendations/all/glaucoma.html. Retrieved March 5, 2015.

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

TOPIC: OVARIAN CANCER

Screening for ovarian cancer is not 
recommended for women who are 
not at high risk. (Strong)

USPSTF: Screening for ovarian cancer 
is not recommended in women with-
out known genetic mutations that 
increase the risk of ovarian cancer. 
There is at least moderate certainty 
that the harms of screening for ovari-
an cancer outweigh the benefits.99

AAFP: The USPSTF recommends 
against routine screening for ovarian 
cancer.100

ACOG: Because of the low prevalence 
of epithelial ovarian cancer, reported 
to be approximately one case per 
2,500 women per year, it has been 
estimated that a test with even 100% 
sensitivity and 99% specificity would 
have a positive predictive value of only 
4.8%, which means 20 of 21 women 
undergoing surgery would not have 
primary ovarian cancer. There is cur-
rently no effective strategy for ovarian 
cancer screening.101

Adults (Women of Reproductive Age; Perimenopause/Menopause) 
(See also Genetic Screening)

Women at Low Risk

Women at High Risk

Women with BRCA1 or BRCA2  
mutations or hereditary nonpoly- 
posis colorectal cancer should be of-
fered risk-reducing surgery (Strong).

Women with hereditary ovarian  
cancer syndromes who choose not  
to have risk-reducing surgery may be 
offered surveillance with a combina-
tion of transvaginal ultrasonography 
and CA-125 testing. (Qualified)

Interventions that may reduce risk 
for cancer or cancer-related death 
in women who are BRCA mutation 
carriers include earlier, more frequent, 
or intensive cancer screening; risk- 
reducing medications (eg, tamoxifen 
or raloxifene); and risk-reducing  
surgery (eg, mastectomy or salpingo- 
oophorectomy). However, the 
strength of evidence varies across  
the types of interventions.99

ACOG: Women with BRCA1 or  
BRCA2 mutations should be offered 
risk-reducing salpingo-oophorectomy 
by age 40 years or after the conclusion 
of childbearing. It is reasonable to offer 
women with hereditary nonpolyposis 
colorectal cancer risk-reducing  
hysterectomy and bilateral salpingo- 
oophorectomy between ages 35 years 
and 40 years if childbearing is no lon-
ger desired.101 

NCCN: For those patients who elect 
not to have risk-reducing salpingo- 
oophorectomy, consider concurrent 
transvaginal ultrasound (preferably 
between day 1 and day 10 of the  
menstrual cycle in premenopausal 
women) plus CA-125 testing (prefer- 
ably after day 5 of the menstrual  
cycle in premenopausal women).  
Note: There are data that show that 
annual transvaginal ultrasound and 
CA-125 testing are not effective strat-
egies for screening for ovarian cancer 
in high-risk women. There are limited 
data regarding the effectiveness of a 
6-month screening interval. Thus, until 
such data are available it is reasonable 
to consider this approach in high-risk 
women, especially in the context of a 
clinical research setting.102
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Adults (21 years and older)

TOPIC: PELVIC EXAMINATION

Speculum and/or bimanual exam-
ination is recommended for symp-
tomatic patients and asymptomatic 
patients with specific indications 
(eg, intrauterine device placement, 
cervical cancer screening). External 
examinations may be performed 
annually in healthy patients. Inclusion 
of speculum, bimanual examination, 
or both, in otherwise well women 
should be a shared, informed decision 
between patient and provider.  
(Qualified)

ACOG: Recommends pelvic examina-
tion be performed on an annual basis 
in all patients aged 21 years and older. 
The decision whether to perform a 
complete pelvic examination at the 
time of the periodic health examina-
tion for the asymptomatic patient 
should be a shared decision after a  
discussion between the patient and 
her health care provider. The decision 
to receive an internal examination can 
be left to the patient if she is asymp-
tomatic and has undergone a total  
hysterectomy and bilateral salpingo–
oophorectomy for benign indications 
and has no history of vulvar intraepi-
thelial neoplasia, cervical intraepithelial 
neoplasia 2 or 3, or cancer; is not HIV 
infected; is not immunocompromised; 
and was not exposed to diethylstilbes-
trol in utero. Annual examination of 
the external genitalia should continue. 
Also, when a woman’s age or health 
would lead her to refuse medical 
intervention for conditions detected 
during routine examination, pelvic 
examinations may be discontinued, 
particularly if she is discontinuing 
other routine health care maintenance 
assessments.2

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

Adults (50 years and older)

TOPIC: PELVIC FLOOR DISORDERS

For women 50 years and older, 
screening for urinary and fecal incon-
tinence is recommended. (Qualified)

CDC: Health care providers should 
routinely ask patients aged 65 years  
and older about urinary inconti-
nence.103

WHO: All women aged 50 years and 
older should be screened for urinary 
incontinence.104

ACOG: Functional assessment of the 
elderly woman includes evaluation of 
bowel and bladder function.2 For all 
adults aged 18 years and older, screen-
ing history of urinary and fecal incon- 
tinence is recommended.2

AMA/CCP/NCQA: Recommend 
assessment of presence or absence of 
urinary incontinence in women aged  
65 years or older.105

Health care providers should routinely 
ask patients aged 65 years and older 
about urinary incontinence.103 

Urinary and fecal incontinence has 
profound effects on quality of life  
and is associated with depression  
and anxiety, work impairment, social  
isolation, and sexual dysfunction.

Final WWTF Recommendation Evidence Based Evidence Informed Uniform Expert Agreement

Adults (all ages)

TOPIC: SEXUAL HEALTH

Address sexual health and sexuality 
as part of every annual comprehen-
sive health assessment. Sexually 
active women can be screened for 
sexual health issues with one or two 
questions, such as “Are you satisfied 
with your sex life?” or “Do you have 
any questions or concerns about  
sex?”(Qualified)

WHO: Sexual health is a state of 
physical, mental, and social well-being 
in relation to sexuality. Sexual health 
requires a positive and respectful  
approach to sexuality and sexual  
relationships. It is also essential for  
the possibility of having pleasurable 
and safe sexual experiences, free  
of coercion, discrimination, and  
violence.106

ACOG: Obtain a sexual history if 
women present with a potential  
sexual problem.107

Patient interactions addressing sexu-
al health should occur regularly and 
evolve over the life course. The type 
of interaction depends on the patient’s 
age and personal circumstances, such 
as relationship status, sexual orienta-
tion, gender identity, and pregnancy 
intent.108   

Patients, regardless of age, want to 
discuss sexual health issues with their 
providers.109

Abbreviations: AAFP, American Academy of Family Physicians; AAP, American Academy of Pediatrics; AAPD, American Academy of Pediatric Dentistry; ACIP, Advi-
sory Committee on Immunization Practices; ACMGG, American College of Medical Genetics and Genomics; ACNM, American College of Nurse-Midwives; ACOG, 
The American College of Obstetricians and Gynecologists; ACP, American College of Physicians; ACS, American Cancer Society; ADA, Americans with Disabilities 
Act; AHRQ, Agency for Healthcare Research and Quality; ASCCP, American Society for Colposcopy and Cervical Pathology; ASCP, American Society for Clinical 
Pathology; AWHONN, Association of Women’s Health, Obstetric and Neonatal Nurses; BMI, body mass index; CDC, Centers for Disease Control and Preven-
tion; CTFPH, Canadian Task Force on Preventive Health Care; EGAPP, Evaluation of Genomic Applications in Practice and Prevention; HCV, hepatitis C virus; HIV, 
human immunodeficiency virus; HMHB, National Healthy Mothers, Healthy Babies Coalition; HPV, human papillomavirus infection; IOM, Institute of Medicine; IUD, 
intrauterine device; NCCN, National Comprehensive Cancer Network; NCQA, National Committee for Quality Assurance; NIH, National Institutes of Health; 
PCHHC, Preconception Health and Health Care; PHS, U.S. Public Health Service; STD, sexually transmitted disease; STI, sexually transmitted infection; USPSTF, 
United States Preventive Services Task Force; WHO, World Health Organization; WWTF, Well Woman Task Force.
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