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Learning Objectives

At the conclusion of this activity, participants will be 
able to:
1.  Compare how different agencies address 
women’s health
2.  Identify the roles of select federal agencies in 
women’s health
3.  Summarize the recommendations and initiatives 
in women’s health from different agencies
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History

In 1951, following the signing of the Women’s Armed Services Integration Act 
of 1948, the Secretary of Defense established the Defense Advisory Committee on 
Women in the Services (DACOWITS) to assist with the recruitment of women 
during the Korean War. 

10 DACOWITS
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Current Charter

The current DACOWITS Charter authorizes 20 women and men to serve on the 
Committee (i.e., civilians, veterans, and retirees).

Members are nominated by the Military Services, the White House Liaison 
Office, members of Congress, various Department of Defense Components, or 
current Committee Members.

Membership is approved by Secretary of Defense or his/her designated 
representative and selection is based upon the nominees military background 
and/or experience with women-related workforce issues.

Additionally, the DACOWITS Charter authorizes one non-voting ex-officio 
member:  Department of Veterans Affairs, Executive Director, Center for Women 
Veterans.
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Mission & Goal

DACOWITS’ mission is to provide 
independent advice and recommendations 
to the Secretary of Defense on matters and 
policies relating to women in the Armed 
Forces of the United States.

DACOWITS’ goal is to enhance the 
Department of Defense’s overall efficiency 
and effectiveness in the recruitment, 
retention, employment, integration, 
well-being, and treatment of women in the 
Armed Forces.

12 DACOWITS
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To develop an informed and research supported annual report for the Secretary of 
Defense each year, DACOWITS analyzes qualitative and quantitative information 
gathered from: 

• Feedback from “the Field”
• Approximately 60 Focus Groups with over 600 Service members conducted 

at an average of 10 installations annually (i.e., male/female; officer/enlisted; junior/senior)

• Informative briefings from the Department of Defense and the Military Services
• Office Calls with Senior Leaders 
• Independent research and literature reviews
• Public comments
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https://dacowits.defense.gov/Reports-Meetings/

Research Collection
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https://dacowits.defense.gov/Portals/48/Documents/Reports/2018/Annual%20Report/DACOWITS%20Annual%20Report%202018.pdf?ver=2019-03-11-115325-640


Current Population

Breakdown of the current population of the Total Force:

• 17% of Army personnel are women

• 20% of Navy personnel are women

• 8% of Marine Corps personnel are women

• 21% of Air Force personnel are women

• 15% of Coast Guard personnel are women

14 DACOWITS
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Women’s Health 
Recommendations

Since 1951, the Committee has submitted 1,022 recommendations to the 
Secretary of Defense for consideration. As of 2019, approximately 98 percent have 
been either fully or partially adopted by the Department. Over the last 35 years, 
several DACOWITS’ recommendations have been related to women’s health:

• 1984, design uniforms and equipment for women (i.e., boot designed for 
women’s feet).

• 1996, fund the Defense Women's Health Research Program (DWHRP).

• 1997, each Service establish a women's health curriculum for providers that 
would be applicable for each level of care.

• 2003, establish additional safeguards to ensure patients’ rights to privacy and 
confidentiality, be included in DoD policy to the extent feasible, widely 
disseminated, enforced, and included in on-going education for all health care 
professionals and commanders.

15 DACOWITS
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Women’s Health 
Recommendations
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Continued:

• 2003, that health care providers be trained in a customer service-oriented model of 
patient service and care which includes sufficient time and opportunity for patient-
provider dialogue that conveys the importance of patient needs, especially those of 
junior enlisted members.

• 2003, in the event of undue delay in access to Military Treatment Facility OB/GYN 
health care providers, that the Services outsource OB/GYN care for female military 
personnel.

• 2007, incorporate more female-specific questions into the Pre-Deployment Health 
Assessment form.

• 2007, require that all deploying females receive a comprehensive women’s health 
evaluation approximately 90 days prior to the expected deployment date.

• 2007, incorporate female-specific health and hygiene briefings as a standard 
component of the pre-deployment process for deploying female Service members to 
better prepare them for conditions in-theatre. 



Women’s Health 
Recommendations
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Continued:

• 2007, refresher training on female-specific health care be provided prior to 
deployment to physicians and other practitioners who not do not routinely 
practice gynecologic care.

• 2007, enhance female-specific health care capabilities in-theatre by 
increasing the inventory of gynecological equipment and supplies at 
centralized locations.

• 2009, invest in research and development of equipment designed specifically 
for use by women. Improved equipment can facilitate the success of women 
in combat. For example, due to the difficult logistics of urinating while 
wearing their normally issued clothing and equipment, particularly in austere 
environments, women often minimize fluid intake, placing them at risk for 
dehydration and urinary tract infections.

• 2010, ensure the timely development and delivery of properly designed and 
fitting combat-related equipment for women.



Women’s Health 
Recommendations
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Continued:

• 2012, establish a means for oversight, collection and dissemination of 
research, lessons learned and best practices for the health of women.

• 2012, the pre-deployment health assessment for women should provide 
information on effective urogenital hygiene practices, use of female urinary 
diversion devices, symptoms and treatment of vaginitis and urinary tract 
infections, options for birth control and menstrual cycle control.

• 2012, all health care providers should be trained to diagnose and treat 
women’s health issues in a deployed setting in a competent and professional 
manner, respecting the privacy of the women treated.

• 2012, inventory and ready availability of equipment and supplies for 
women’s health should be assured in deployed environments, including birth 
control, emergency contraception, medications for vaginitis and urinary tract 
infections, tampons and sanitary napkins, and female urinary diversion 
devices.



Women’s Health 
Recommendations
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Continued:

• 2013, educate women on methods of contraception and makes various 
contraceptive methods available.

• 2013, ensure properly designed and fitted individual combat equipment 
is provided to women on an expedited basis.

• 2015, require the Services to increase the number and quality of 
lactation rooms available throughout the Military Services.

• 2015, issue a policy regarding the proper use and distribution of the 
computer generated OB MultiID Discharge Summaries and make every 
effort to eliminate the release of this protected health information.

• 2016, issue a policy regarding the proper use and distribution of the 
computer-generated OB MultiID discharge summaries and make every 
effort to restrict the release of Protected Health Information (PHI).



Women’s Health 
Recommendations
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Continued:

• 2018, require all Military Services, including the Reserve/Guard, to provide 
servicewomen with gender appropriate and properly fitting personal 
protective equipment and gear for both training and operational use.

• 2018, to improve their support to active duty women transitioning to the 
Reserve/Guard or civilian sector by offering programs similar to the Women’s 
Health Transition Pilot Program.

• 2018, direct the Marine Corps to eliminate the pregnancy references found in 
the Marine Corps’ Performance Evaluation System, which currently identifies 
a female Marine’s health status by using the code “PREG” in the weight 
section.

• 2019, direct the Military Services to implement a holistic, preventative health 
screening, conducted by medical professionals, as part of the overall physical 
fitness assessment and provide access to uniform and consistent health and 
nutritional counseling as part of their physical fitness program.



Key Takeaways

• Properly fitting combat 
equipment and uniforms

• Improvements to the 
health of deployed 
servicewomen

• Revisions to pregnancy and 
parenthood policies
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The Defense Health Board
The DHB is a Federal Advisory Committee

• Our mission is to provide independent advice to maximize the health, safety, 
and effectiveness of the United States Armed Forces.

• Operates in compliance with the Federal Advisory Committee Act (FACA) and 
other laws and regulations that promote transparency

• Members are eminent authorities in one or more of the following disciplines: 
health care research/academia, infectious disease, 
occupational/environmental health, public health, health care policy, trauma 
medicine/systems, clinical health care, strategic decision making, bioethics or 
ethics, beneficiary representative, neuroscience, and behavioral health. 

• Tasked by the SECDEF, Deputy SECDEF, USD(P&R) or the ASD(HA)

• Taskings last 6-12 months

• Current Taskings

25

 Screening for mental health conditions in new recruits
 MMR immunization strategy
 Active Duty Women’s Health
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On July 29, 2019, the Assistant Secretary of 
Defense for Manpower and Reserve Affairs, 

Performing the Duties of the Under Secretary of 
Defense for Personnel and Readiness, directed 

the Defense Health Board (“the Board”) to 
provide recommendations to the DoD to identify 

Active Duty (AD) women’s health care needs, 
improve accessibility and quality of health 
services, and optimize individual medical 

readiness.

Tasking



Key Areas for Recommendations
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Key Areas for Recommendations
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Key Areas for Recommendations
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Key Takeaways

• The Defense Health Board is the only federal advisory 
committee in the Department of Defense for health matters.

• In 2020, the Board is reviewing active-duty women’s health, 
specifically as it relates to:

• Musculoskeletal injuries
• Reproductive care and urogenital infections
• Behavioral health
• How to integrate best practices in women’s health into the Department

• Findings and Recommendations expected in late 2020
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Women in the Military: A growing trend
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/
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Number Of Women Veteran VHA Patients
In Each Year, Fiscal Year(FY) 2000-FY 2018

36

The number using VHA services has more than tripled since 2000, growing from 159,810 
in FY00 to 510,179 in FY18, representing a 219% increase over 19 years. 
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Age Distribution of Women Veteran Patients 
FY00 and FY17
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Age Distribution Of Women Veterans In VHA Care
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Number of Women VA Patients in 2015
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Women’s Health Evaluation Initiative, Center for Innovation to Implementation, VA Palo Alto, Palo Alto, California



Health Needs 
of 

Women 
Veterans 
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Top 10 Conditions For Women Veterans Using VA 

• Hypertension
• Depression
• Lipid Disorders
• Joint Disorders - Lower Extremity
• Spine Disorders - Lumbosacral
• Dermatologic Disorders 
• Anxiety Disorders 
• Overweight/Obesity
• Refraction Disorders
• Posttraumatic stress disorder (PTSD)

40
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Domain

Women Veterans
Δ (FY15-FY00)FY00

N=159,810
FY15

N=439,791
% % Δ %

Infectious Disease 30.2 27.5 -2.7
Endocrine/Metabolic/Nutritional 34.1 51.2 +17.1

Cardiovascular 31.4 36.1 +4.7
Respiratory 29.1 32.3 +3.2

Gastrointestinal 22.8 31.6 +8.8
Urinary 12.1 15.0 +2.8

Reproductive Health 28.9 31.2 +2.3
Breast 7.2 6.8 -0.4
Cancer 4.5 5.1 +0.6

Hematologic/Immunologic 6.0 9.6 +3.6
Musculoskeletal 43.0 58.7 +15.7

Neurologic 22.3 31.8 +9.5
Mental Health/Substance Use Disorder 29.9 48.4 +18.5

Sense Organ 23.3 33.3 +10.0
Dental 9.1 10.5 +1.3

Dermatologic 19.0 22.6 +3.5
Other 32.7 52.1 +19.5

Most Common Health Domains For Women 
Veterans Using VA Care

41Sourcebook 4, Women’s Health Evaluation Initiative, Center for Innovation to Implementation, VA Palo Alto, Palo Alto, California



Operation Enduring Freedom/Operation Iraqi 
Freedom/Operation New Dawn (OEF/OIF/OND)

Medical Diagnoses of 149,452 Women Veterans seen in 
VA (2002-2015,Quarter 3)
• Musculoskeletal (MSK) 62%
• Mental Disorders 57%
• Nervous System/Sense Organs 51%
• Genitourinary System 46%
• Digestive System (Dental) 41%
• Endocrine System 40%
• Respiratory 38% 
• Skin Diseases 32%
• Injury/Poisoning 31%
• Infectious/Parasitic Diseases 23%
• Circulatory 21%

42https://www.publichealth.va.gov/epidemiology/reports/oefoifond/index.asp



Vision: Office of Women’s Health Services, VHA

VA strives to be a national 
leader in the provision of 
health care for women, 

thereby raising the standard 
of care for all women.

Comprehensive 
Women’s HealthReproductive 

Health
Women’s Health 

Education
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VA Services for Women Veterans

• VA Provides Complete Care for Women Veterans
– Comprehensive Primary Care
– Preventive Care
– Gynecology
– Maternity Care, Delivery and 7 days of 

newborn care
• Provided  off site through Community Care 

paid by VA
– Mental Health Care
– Specialty Care Services

44



Policy to create WH-PCPs

• To increase comprehensive primary care for women 
Veterans, VHA in 2010 established designated Women’s 
Health Primary Care Providers  in VHA Directive 
1330.01, Health Care Services for Women Veterans

• Goal to have WH-PCPs at all sites of care and  to offer all 
women Veterans assignment to WH-PCP for their 
primary care needs.
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Satisfaction of Women Assigned to WH-PCPs

In analysis of FY 2012 data on VA women’s health 
providers and data from the VA Survey of 
Healthcare Experience of Patients (SHEP)

– Women assigned to WH-PCPs had higher overall 
experiences with care compared to women assigned to 
other primary care providers.

– Women assigned to WH-PCPs were more satisfied on 
6 composite scores including access, communication, 
shared decision making, self-management support, 
comprehensiveness, and office staff. 

46

Bastian LA, Trentalange M, Murphy TE, Brandt C, Bean-Mayberry B, Maisel N, Wright SM, Gaetano VS, Allore 
H, Skanderson M, Reyes-Harvey E, Yano EM, Rose D, Haskell S. Women’s Health Issues 24-6(2014) 605-12
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Quality of Care for Women Assigned to WH-PCPs

• Data from VA’s External Peer Review Program (EPRP)  were 
compared for women receiving care from WH-PCPs to those 
receiving care from other primary care providers

• Women assigned to WH-PCPs were more likely to receive age 
appropriate cervical cancer screening (94.4% vs. 91.9 %) and 
breast cancer screening (86% vs 83.3%)

• Of note, these rates in VA substantially exceed breast and 
cervical cancer screening rates in other health care data sets 
such as Medicaid, Medicare and commercial populations.
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Women’s Health Education

• 2 ½ day large face-to-face 
programs each summer

• Grant program: curriculum & 
funds to support mini-
residencies run locally

• Started in FY 2018-Mini-
Residency Program delivered 
at Rural Community Clinics

• Refresher course in gender-
specific topics

• Over 7400 VA providers and 
nurses trained
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Breast Care

• Women Veterans have full access to breast 
cancer screening and treatment

• VA offers on-site digital mammography at 65 VA 
sites and pays for breast care in the community 
for women receiving care at other sites

• VA exceeds U.S. private sector in rates of breast 
and cervical cancer screening
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Information Technology Resources:

The Breast Care Registry 
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Reproductive Healthcare

• VA has onsite 
gynecologists at 133 
Medical Centers 

• VA pays for maternity 
care and delivery off 
site,

• And seven days of 
newborn care for 
eligible women 
Veterans
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Maternity Care

• National policies for Maternity Care Coordination
• Maternity Care Coordinators at each VA Medical Center

– Facilitate communication between non-VA maternity care 
providers and VA-based health care providers

– Provide support and education
– Assist with lactation needs
– Screen for post-partum needs

• Electronic Record alerts providers to medications 
that may be hazardous during pregnancy
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Infertility
Infertility Services:

• VA provides basic  infertility 
evaluation, management, and 
treatment (not including IVF) 
services to  all Veterans who are 
enrolled and are eligible for VA 
health care. 

In-Vitro Fertilization:

53

• In Vitro Fertilization  is covered 
only for Veterans (and spouses) 
when the Veteran has a service 
connected condition causing 
infertility.

• Must be legally married
• Veteran must have service-

connected infertility
• Veteran or spouse must 

have an intact uterus
• Must have at least 1 

functioning ovary
• Must be able to produce 

sperm
• Donated sperm or eggs are 

not a covered benefit
• Surrogacy is not a covered 

benefit

Infertility Services for Women Veterans

Infertility assessments and counseling
Laboratory testing
Imaging services such as ultrasounds and 
X-rays 
Hormonal therapies
Surgical correction 
Genetic counseling and testing
Fertility medications
Intrauterine insemination



Women’s Mental Health 

• VHA policy requires that mental health services be provided in a 
manner that recognizes that gender-related issues are important 
components of care

• VA offers a full continuum of mental health services for women 
Veterans
– General outpatient
– Specialty services (e.g., PTSD, substance use disorders, homelessness)
– Evidence-based therapies (e.g., prolonged exposure therapy for PTSD)
– Inpatient and residential treatment options (mixed-gender and women-

only)

• In fiscal year 2018, 44.1 percent of women Veterans who used 
VA healthcare accessed mental health services
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Military Sexual Trauma (MST) 
Related Health Care

• Military sexual trauma, or MST, is a term used by VA to refer to 
experiences of sexual assault or repeated, threatening sexual 
harassment that occurred during an individual’s military service

• VA provides all MST-related care free of charge

– Treatment for mental and 
physical health conditions 
related to MST

– Outpatient, inpatient, and 
residential care

– Medications

• All Veterans are screened for experiences of MST
• MST Coordinator at every VA Medical Center
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Telehealth and Connected Health
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• In FY 2019, the WVCC 
had over 158,000 
successful calls (spoke 
with Veteran or left a 
voice message)  

• Implemented chat 
feature in May 2016 to 
increase access for 
women Veterans, and in 
April 2019 started  
offering Text option

Women Veterans Call Center



Culture Change in VA
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http://www.womenshealth.va.gov



Culture Change in VA
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Goldstein, Andrea (March 8, 2018). Women are the most invisible servicemembers, and the most invisible veterans.  Center for a New 
American Security, https://www.cnas.org/publications/reports/women-are-the-most-visible-soldiers-and-the-most-invisible-veterans



Key Takeaways

 The VA provides complete care for women Veterans, including 
primary care, preventive care, maternity and gynecologic 
care, mental health care and specialty care services.

 The VA's goal is to have a WH-PCPs at all sites of care, and to 
offer all women Veterans assignment to WH-PCP for their 
primary care needs.

 Technology has played a vital part in connecting with the 
women Veterans in providing care anywhere, anytime. 

60



References

Bastian, L.A., Trentalange, M., Murphy, T.E., Brandt, C., Bean-Mayberry, B., Maisel, N., Wright, S.M., Gaetano, V.S., Allore, H., 

Skanderson, M., Reyes-Harvey, E., Yano, E.M., Rose, D., & Haskell, S. (2014). VA Survey of Healthcare Experience of Patients 

(SHEP). Women’s Health Issues, 24(6):605-12

Bean-Mayberry, B., Bastian, L., Trentalange, M., Murphy, T.E., Skanderson, M., Allore, H., Reyes-Harvey, E., Maisel, N., Gaetano, V., 

Wright, S., Haskell, S., & Brandt, C. (2015). Medical Care, 53(4): S1.

Department of Veterans Affairs (VA & National Center for veterans Analysis and Statistics. (2011). America’s Women Veterans: 

Military Service History and VA Benefits Utilization Statistics. 

http://www.va.gov/VETDATA/docs/SpecialReports/Final_Womens_Report_3_2_12_v_7.pdf

Goldstein, A. (2018). Women are the most invisible service members, and the most invisible veterans.  Center for a New American 

Security, https://www.cnas.org/publications/reports/women-are-the-most-visible-soldiers-and-the-most-invisible-veterans

61

http://www.va.gov/VETDATA/docs/SpecialReports/Final_Womens_Report_3_2_12_v_7.pdf
https://www.cnas.org/publications/reports/women-are-the-most-visible-soldiers-and-the-most-invisible-veterans


Process Improvement for 
Non-Delayed Contraception: 

Operation PINC

CDR Shannon Lamb, USN
Chief, Office of Women’s Health Bureau of Medicine and Surgery
OB/GYN Navy Specialty Leader

62



Disclosures
 CDR Shannon Lamb has no relevant financial or non-financial 

relationships to disclose relating to the content of this activity.

 The views expressed in this presentation are those of the author and do 
not necessarily reflect the official policy or position of the Department of 
Defense, nor the U.S. Government.

 This continuing education activity is managed and accredited by the 
Defense Health Agency J-7 Continuing Education Program Office (DHA J-
7 CEPO). DHA J-7 CEPO and all accrediting organizations do not support 
or endorse any product or service mentioned in this activity.

 DHA J-7 CEPO staff, as well as activity planners and reviewers, have no 
relevant financial or non-financial interest to disclose.

 Commercial support was not received for this activity. 

63



Operation PINC: Process Improvement for Non-
Delayed Contraception
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4 – Barriers to Implementation/ Support Needed
• As the MTFs move under DHA for management, there is a  need to sustain 

ready access to walk-in  contraception services for Active Duty Service 
Women.

• Currently here is no direct mandate for walk-in contraceptive care.
• Loss of the current care delivery model could result in:

• Decreased access to and use of contraceptives and  effective 
menstrual suppression.

• Increased unwanted pregnancies and associated non-deployability
and reduced readiness

• Inadequate MTF resource availability or allocation to  provide 
services.

RVU – relative value unit
WICC – Women and Infant Clinical Communities
MTF – Military Treatment Facilities
CONUS – Continental United States
SARC – Short acting Reversible Contraceptive
HA-WHIG – Health Affairs Women’s Health Issues Working Group

1- Brief Description of the Project
• Unplanned pregnancy rates have historically been higher among active duty 

women compared to civilians, with ages 18-24 being at highest risk.
• Lack of provider ability to place the most effective methods (Intrauterine 

devices and Nexplanon), as well as multiple appointments to access these 
methods, are identified as barriers.

• In an effort to improve readiness for active duty women by reducing 
unplanned pregnancy and providing menstrual management, multiple clinics 
have started walk in contraceptive services, providing full scope 
contraception, without an appointment required.

• There are now 24 clinics offering walk in contraceptive services
• Collectively they have resulted in over 33% increase in contraception 

appointments among reproductive age women, an 108% increase among 
high risk women, a 207% increase in LARC use among high risk women, and 
a 142% increase in average number of provider total RVUs.

2 – Recent Actions (Past quarter)
• Clinics expanded from 1 in 2016 to currently 24 existing tri-service; others in 

planning phases 
• Navy educates and trains all incoming interns on Long-acting reversible 

contraception (LARC) placement and has conducted 15 traveling LARC 
training sessions in past 2 years

• Briefed and obtained support from WICC (Portal Submission 20190403-883)
• Health Overview and Scrutiny Committee (HOSC) Briefed October 2019; HA-

WHIG supports
• Cited as a best practice in congressional hearing (Rep Speier May House 

Appropriations Sub-Committee [HASC])
• Received 2019 American College of Obstetricians and Gynecologists (ACOG) 

Council of District Chairs Service Recognition Award (National Award)

3 – Performance or Implementation Data
Quadruple
Aim Category

Measure Baseline Target

Lower Cost -Unplanned
pregnancy rates
-# LARC vs SARC

$52 M (cost of 
unplanned 

pregnancy in Navy)

-$41 M Savings
-% increase in LARC 

over SARC

Better Care Number of 
appointments in 

PINC clinics

Navy average visits 
based upon MTF 

size

All MTFs CONUS have 
PINC clinics by 2021

Improve 
Readiness, 
Health and 
Experience

Number of 
appointments in 

PINC clinics

25% (average use 
of LARC among 

active duty women 
in locations 

without PINC 
clinics)

Increased use of LARC 
to 55% to decrease # 

of unplanned 
pregnancies among 
active duty women



Overall Impact

• For all active duty females, the average number of contraceptive visits per month for LARCs 
increased by 143% following the opening of the PINC clinics and by 207% for active duty 
females ages 18-24.

• On the contrary, the average number of contraceptive prescriptions per month for LARCs 
decreased by 14% for all active duty females following the opening of the PINC clinics and by 
5% for active duty females ages 18-24. The decrease in LARC prescriptions for both cohorts is 
likely attributable to the bulk ordering of LARCs used to stock the PINC clinics and how this is 
captured in the Pharmacy Data Transaction System (PDTS).

• Both the average Provider Total Relative Value Units (RVU) per visit and the average number of 
Provider Total RVUs per month increased by 1% and 142%, respectively, for all active duty 
females following the opening of the PINC clinics. The greater increase in the average number 
of Provider Total RVUs per month versus per visit may indicate that more contraceptive visits are 
occurring over time but not necessarily visits that result in a higher RVU.

• The increase in visits for LARCs, a highly effective method for preventing unplanned 
pregnancies, helps increase readiness of active duty female service members (ADFSM).
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Contraceptive Visits for Active Duty Females (17 Facilities)



Contraceptive Visits High Risk Active Duty Females
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Provider RVUS
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LARC SARC LARC SARC Work RVU Total RVU Work RVU Total RVU

All Active Duty 
Females  143%  168%  14%  20%  127%  142%  5%  1%

All Active Duty 
Females, Ages 18-24  207%  214%  5% 35%  197%  212%  <1%  5%

Health Analysis Department, Navy and Marine Corps Public Health Center.
Data Source: MDR CAPER, GENESIS Basic Encounter, and PDTS Tables, October & November 2019.
a Only  included contraceptive v isits to the clinic type that houses PINC.
b Prov ider RVUs related to contraceptive v isits for active duty  females.
c Percent change based on the average number of v isits or prescriptions per month pre- and post- opening of the PINC clinics.
d Percent change based on the  average number of  prov ider RVUs per month pre- and post- opening of the PINC clinics.
e Percent change based on the average prov ider RVU per v isit pre- and post- opening of the PINC clinics.
Abbrev iations: MTF = Military  Treatment Facility ; PINC = Process Improvement for Non-delayed Contraception; LARC = Long-Acting Reversible Contraception; SARC = Short-Acting Reversible Contraception; RVU = Relative Value Units.

Table 1. Percent Change in Contraceptive Visitsa , Prescriptions, and Provider RVUsb Post PINC Clinic Opening for Active Duty Females 
Seen at MTFs with Embedded PINC Clinics, January 2015 - July 2019

Change in Average per Monthc Change in Average per Monthc Change in Average per Monthd Change in Average per Visite

Visits Prescriptions Provider RVUs Provider RVUs



Recommended Course of Action
• Develop DHA-PI mandating walk in contraceptive resources at 

MTFs.
• Create database with recommended metrics using PCOR (Patient 

Centered Outcomes Research) technology to allow the 
beneficiary to complete a contraception questionnaire prior to 
their appointment, have that data immediately loaded into the 
electronic medical record, and accessible to provider for the 
appointment.

• Continue walk in contraception services at MTFs under DHA
• Continue to support existing clinics
• Expand to additional MTFS prioritizing areas of high active duty concentration
• Most cost effective and efficient when service is available to all beneficiaries
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Recommended PINC Performance Metrics
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Backup/Original Analysis
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Analysis

NMC San Diego (Feb 2016)  
NHC Oak Harbor (Feb 2016)  
NBHC Mayport (Nov 2016)  
NBHC Kearny Mesa (Feb 2017)  
NH Sigonella (March 2017)
NBHC NAVSTA Sewells (Apr 2017)

NHC Cherry Point (June 2017)  
NMC Camp Lejeune (Aug 2017)  
NH Jacksonville (Dec 2017)
NH Yokosuka (Jan 2018)  
NH Okinawa (Feb 2018)

MTFs with PINC Clinics Prior to Sep 2018 (n= 11)
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• Steady increase in contraception
appointments as additional sites
start

• Almost 50% appointments by AD
– ~25% of total appointments by  

At Risk group

Contraception Appointment (11 MTFs)
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Contraception Prescriptions (11 MTFs)

• Steady decrease in overall  
prescriptions

• Minor increase in prescriptions for  
At Risk group
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• Of the MTFs included in this  
analysis:
– Overall increasing trend  

in SARC prior to PINC  
clinics

• Oral pill decrease in  
2016 and 2017

• Large injectable  
increase in late 2015

– Significant drop in LARC  
in 2015 but has  
rebounded since Jan  
2017

Contraception Appointment (11 MTFs)

11 MTFs with PINC Clinics

PINC Start 75

11 MTFs with PINC Clinics



• SARC prescriptions have  
steadily decreased
– Most significant drop  

appears from 2017 to 2018

• Changes in SARC prescription  
similar for initial and refills

SARC (11 MTFs)

11 MTFs with PINC Clinics

11 MTFs with PINC Clinics

PINC Start 76

11 MTFs with PINC Clinics



• Significant drop in  
LARC in 2015 but has  
rebounded since Jan  
2017

• LARC reinserts and  
removals has stayed  
steady
– LARC volume  

changes due to new  
placements

LARC (11 MTFs)

11 MTFs with PINC Clinics

11 MTFs with PINC Clinics

PINC Start 77



• Most appointments and prescriptions  
by enlisted or enlisted dependent  
women
– >48% senior enlisted sponsor rank
– >30% junior enlisted sponsor rank

• Contraception prescription for junior  
enlisted population shows minor  
decline

Contraception Access by Sponsor Rank  (11
MTFs)

11 MTFs with PINC Clinics

Note: 2018 data only contains January – Augustdata 78

11 MTFs with PINC Clinics



• >80% of contraceptive  
appointments are for females  
between 18-34 across all  
beneficiary categories

• >90% of contraception  
prescriptions are for females 18-
44 across all beneficiary  
categories

Note: 2018 data only contains January – Augustdata 79

Contraception Access by Age Group  (11 MTFs)
11 MTFs with PINC Clinics

11 MTFs with PINC Clinics



• Increasing number of  
contraceptive appointments for  
active duty over past 4 years

• >80% of contraceptive  
prescriptions are for active duty  
and their dependents
– >23% active duty

Contraception Access by Beneficiary Category
11 MTFs with PINC Clinics

11 MTFs with PINC Clinics

11 MTFs with PINC Clinics

11 MTFs with PINC Clinics

Note: 2018 data only contains January – Augustdata 80



Contraception Access  by Active Duty (11 MTFs)

• Contraception  
appointments for AD  
groups increase after  
opening of PINC
clinics

• Overall contraception  
prescriptions consistent
• – Lower 2018 rates

may be due to
incomplete data

Contraception Appointments (Active Duty) - 11 MTFs with PINC Clinics

Note: 2018 data only contains January – Augustdata 81

Contraception Prescriptions (Active Duty) - 11 MTFs with PINCClinics



Key Takeaways
Unplanned pregnancy rates have historically been higher among 

Active Duty women compared to civilians, with ages 18-24 being 
at the highest risk.

Following the opening of the PINC clinics, both the average 
provider RVU per visit and average number of provider total RVUs 
per month increased.  The percent of LARCs used and the number 
of contraception appointments also significantly increased.

The increase in visits for contraception helps increase readiness of 
Active Duty female Service members (ADFSM).
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Questions?

QUESTIONS?
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How to Obtain Continuing Education Credits

To receive CE/CME credit, you must register by 0745 ET on 24 January 2020 to qualify for the receipt of CE/CME credit or certificate of 
attendance. You must complete the program posttest and evaluation before collecting your certificate.  The posttest and evaluation 
will be available through 6 February 2020 at 2359 ET.  Please complete the following steps to obtain CE/CME credit:

1. Go to URL https://www.dhaj7-cepo.com/content/clinical-communities-speaker-series-23-jan-2020
2. Click on the REGISTER/TAKE COURSE tab

a. If you have previously used the CEPO CMS, click login.
b. If you have not previously used the CEPO CMS, click register to create a new account.

3. Click “ENROLL.”
4. Follow the onscreen prompts to complete the following for each session you wish to claim CE/CME Credit:

a. Read the Accreditation Statement
b. Select the CE/CME credit type(s) you are seeking
c. Complete the Evaluation
d. Take the Posttest
e. Download your Certificate(s)
f. Complete the Commitment to Change survey (optional)

5. After completing the posttest at 80% or above, your certificate will be available for print or download.
6. You can return to the site at any time in the future to print your certificate and transcripts at https://www.dhaj7-cepo.com/
7. If you require further support, please contact us at dha.ncr.j7.mbx.cepo-cms-support@mail.mil
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