
 

NYP/Q PPS Primary Care/Behavioral Health Best Practices 

Updated: 11/20/2015  
1 

 

 
Document Title: Behavioral Health / Primary Care Best Practices 

Project 3.a.i  

Approving Committee: Clinical Integration Committee 

Approval Date:  

Document 

Objective/Summary: 

This document serves to outline best practices for primary care and behavioral health preventative 

care screenings and interventions. These will be adopted, as clinically appropriate, by the 

participating sites for the project. 

  

The NYP/Q PPS Behavioral Health committee met on Thursday November 5, 2015 to discuss best practices in the integration of 

primary care and behavioral health. The project requirements, outlined by NYS DOH, require the use of best practices and evidence 

based guidelines for completing behavioral health and primary care screenings.  

After a robust discussion, the Behavioral Health Committee recommends the following best practices for all sites participating in 

project 3.a.i – Integration of Primary Care and Behavioral Health:  

Best Practice Recommendations 

Behavioral Health Preventative Screenings: 

 Patient Health Questionnarie-2 (PHQ-2) 

 Patient Health Questionnaire- 9 (PHQ-9) 

 Alzheimer’s Assessment Tool, such as the General 

Practitioner Assessment of Cognition  (GPCOG) 

Preventative Care Screenings: 

 Lipid Screening 

 Diabetes Screening 

 Pelvic Examination 

 Cervical Cancer Screening 

 Colon Cancer Screening 

 Breast Cancer Screening 

 Osteoporosis Screening 

 Prostate Cancer Screening 

Preventative Care Interventions 

 Influenza Vaccine 

 TD/Tdap Vaccine 

 Pneumococcal Vaccine 

 Hepatitis A/B Vaccines 

The following provides guidelines on the utilization of these tools and interventions which will be included in the participating 

practices workflows as appropriate:  
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Guidelines for Adult Preventive Care and Health Promotion 

 

1. MONITORING 

AGE 18 25 30 35 40 45 50 55 60 65 70 75+ 

Complete History and Physical Initial visit and then annually 

Blood Pressure Every visit 

Height and Weight Every visit with BMI calculated by EHR 

Cholesterol (men) (1)  Average Risk 

Increased Risk  

Cholesterol (women) (2) Increased risk 

 Average Risk 

Diabetes (3) Screen all patients with HTN, hyperlipidemia, family history, obesity 

Colorectal Cancer (4)  Colonoscopy q 10y 
Annual FOBT 

 

HIV Screening All patients ages 13-64, all patients with risk factors 

Hepatitis C All patients with risk factors, or born 1945-1965 

Tuberculosis Mantoux test or QuantiFERON GOLD at initial visit and annually for patients at risk or ADHC clients. 
Exception: History of positive PPD 

WOMEN 

Gyn Exam (5) Annually as indicated 

Breast Cancer (6)  Biennial Screening 

 Yearly screening-High Risk Groups 

Cervical Cancer (7) PAP testing beginning at age 21 every 3 years for the general population  

Osteoporosis (8)  DEXA at age 65 

Chlamydia/Gonorrhea Every year-if sexually active or at risk 

MEN 

Prostate Cancer (PSA 
Screening) (9) 

 Informed patient decision (ave. risk) 

 Informed patient decision (high risk) 

Prostate Examination  Annually 

 Annually (high risk) 

Chlamydia/Gonorrhea Based on risk factors 

2. IMMUNIZATIONS (10) 
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Influenza   One dose annually 

Tetanus/Diptheria/Pertussis 
(Td/Tdap)  

Get a Tdap vaccine once, then a Td booster vaccine every 10 years 

Pneumococcal  1 to 3 doses (high risk groups) One Dose 

Hepatitis A  High risk groups: 2 doses 

Hepatitis B  High risk groups: 3 doses (0,1-2,4-6 months) 

3. SCREENING AND COUNSELING 

AGE 18 25 30 35 40 45 50 55 60 65 70 75+ 

Smoking Cessation Ask every patient about smoking status at least annually. Provide brief counseling and as indicated prescribe 
nicotine replacement therapy or other product. Follow-up at each visit. 

HIV Status Ask HIV status of every patient and test if unknown, unless refused. Discuss condom use, safe sex, and other 
harm reduction strategies 

Depression Screen every patient for depression at least annually using the PHQ-2, then PHQ-9 if indicated. Refer for 
psychiatric consult where indicated 

Alcohol Use Screen every patient with the Audit-C tool at least annually. Offer brief counseling including feedback, advice, 
and strategies to reduce or stop drinking. Emphasize patient responsibility in his/her care. Provide or refer for 
therapy and/or medications if appropriate. Provide on-going follow up.  

Drug Use  Ask about prescription and illicit drug use. Discuss treatment options and harm reduction strategies. Provide or 
refer for treatment. Provide on-going follow up.  

Obesity Assess every patient for obesity and risk for obesity. Provide on-going counseling to promote therapeutic 
lifestyle changes. Recommend medical nutrition therapy where indicated and for those with co-morbid 
conditions to reduce risk of complications. 

Sexual History Assess every patient for history of risky behaviors. Discuss condom use, safe sex, and other harm reduction 
strategies 

 

1. Lipid Screening in Men 

 Should start at age 35 in men without other risk factors for coronary disease and at age 20 to 35 in men with risk factors. These 

include men with diabetes, a family history of heart disease in a close male relative younger than age 50 or a close female relative 

younger than age 60, a family history of high cholesterol, or a personal history of multiple coronary disease risk factors (eg, smoking, 

high blood pressure). 
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2. Lipid screening in Women 

 Should definitely start at age 45 and perhaps at age 20 in women with other risk factors for coronary disease. No recommendation 

for or against screening was made for women without risk factors for coronary disease. HELP/PSI will screen all women age 45 or 

greater. 

 

■ the optimal time interval between screenings is uncertain in both male and female populations; reasonable options include every 

five years, with a shorter interval for those with high-normal lipid levels and longer intervals for low-risk individuals with low or 

normal levels. ■ 

 

3. Diabetes Screen: Preferred Test: Fasting Plasma Glucose (FPG), 2 hour glucose tolerance test, Hemoglobin A1C. 

 

4. Colon Cancer Screen: People at higher risk of developing colorectal cancer should begin screening at a younger age, and may need to be 

tested more frequently. The decision to be screened after age 75 should be made on an individual basis 

 

5. Pelvic Examination: For women aged ≥21 years, annual pelvic examination is a routine part of preventive care even if they do not need 

cervical cytology screening. The decision to receive an internal examination can be left to the patient if she is asymptomatic and has 

undergone a total hysterectomy and bilateral salpingo–oophorectomy for benign indications, and is of average-risk. 

 

6. Breast Cancer Screen: The USPSTF recommends biennial screening mammography for women aged 50 to 74 years. The decision to start 

regular, 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. 

 

7. Cervical Cancer Screen: The USPSTF recommends screening for cervical cancer in women ages 21 to 65 years with cytology (Pap smear) 

every 3 years or, for women ages 30 to 65 years who want to lengthen the screening interval, screening with a combination of cytology and 

human papillomavirus (HPV) testing every 5 years. These recommendations apply to women who have a cervix, regardless of sexual history. 

These recommendations do not apply to women who have received a diagnosis of a high-grade precancerous cervical lesion or cervical 

cancer, women with in utero exposure to diethylstilbestrol, or women who are immunocompromised (such as those who are HIV positive). 

See Appendix A for screening guidelines 
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8. Osteoporosis Screen: The USPSTF recommends screening for osteoporosis in women aged 65 years or older and in post-menopausal or 

younger women whose fracture risk is equal to or greater than that of a 65-year-old white woman who has no additional risk factors. 

Screening interval is not more than every two years. 

9. Prostate Cancer Screen: CDC and other federal agencies follow the prostate cancer screening recommendations set forth by the U.S. 

Preventive Services Task Force, which recommends against PSA-based screening for men who do not have symptoms. Understanding that 

men and their doctors may continue to screen for prostate cancer, CDC continues to support informed decision making. Informed decision 

making occurs when a man— 

 Understands the nature and risk of prostate cancer. 

 Understands the risks of, benefits of, and alternatives to screening. 

 Participates in the decision to be screened or not at a level he desires. 

 Makes a decision consistent with his preferences and values. 
 

10. VACCINATIONS  
 
10.1            Influenza vaccination: Annual vaccination against influenza is recommended for all persons aged 6 months and older. 

 Persons aged 6 months and older, including pregnant women, can receive the inactivated influenza vaccine (IIV).  

 Healthy, non-pregnant persons aged 2–49 years without high-risk medical conditions can receive either intranasally administered 
live, attenuated influenza vaccine (LAIV) (FluMist), or IIV. Health-care personnel who care for severely immunocompromised persons 
(i.e., those who require care in a protected environment) should receive IIV rather than LAIV. 

 The intramuscularly or intradermally administered IIV are options for adults aged 18–64 years. 

 Adults aged 65 years and older can receive the standard dose IIV or the high-dose IIV (Fluzone High-Dose). 
 
10.2 Diphtheria and tetanus toxoids and acellular pertussis (Td/Tdap) vaccine. (Minimum age: 6 weeks): 

 Administer Tdap to all other adults who have not previously received Tdap or for whom vaccine status is unknown. Tdap can be 
administered regardless of interval since the most recent tetanus or diphtheria-toxoid containing vaccine.  

 Refer to the Advisory Committee on Immunization Practices (ACIP) statement for recommendations for administering Td/Tdap as 
prophylaxis in wound management  
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10.3 Pneumococcal Vaccination: PPSV23 should be administered to adults aged 19--64 years with chronic or immunosuppressing 

medical conditions, including those who have asthma. 

 Adults aged 19--64 years who smoke cigarettes should receive PPSV23 and smoking cessation guidance. 

 All persons should be vaccinated with PPSV23 at age 65 years. Those who received PPSV23 before age 65 years for any indication 

should receive another dose of the vaccine at age 65 years or later if at least 5 years have passed since their previous dose. Those 

who receive PPSV23 at or after age 65 years should receive only a single dose. 

 ACIP does not recommend routine revaccination for most persons for whom PPSV23 is indicated. A second dose of PPSV23 is 

recommended 5 years after the first dose for persons aged 19--64 years with functional or anatomic asplenia and for persons with 

immunocompromising conditions. ACIP does not recommend multiple revaccinations because of uncertainty regarding clinical 

benefit and safety 

10.4 Hepatitis A vaccination: Vaccinate any person seeking protection from hepatitis A virus (HAV) infection and persons with any of 
the following indications:  

 men who have sex with men and persons who use injection or noninjection illicit drugs; 

 persons working with HAV-infected primates or with HAV in a research laboratory setting;  

 persons with chronic liver disease and persons who receive clotting factor concentrates;  

 persons traveling to or working in countries that have high or intermediate endemicity of hepatitis A  

 unvaccinated persons who anticipate close personal contact (e.g., household or regular babysitting) with an international 
adoptee during the first 60 days after arrival in the United States from a country with high or intermediate endemicity.  

Single-antigen vaccine formulations should be administered in a 2-dose schedule at either 0 and 6–12 months (Havrix), or 0 and 6–18 
months (Vaqta). If the combined hepatitis A and hepatitis B vaccine (Twinrix) is used, administer 3 doses at 0, 1, and 6 months;  

10.5 Hepatitis B vaccination: Vaccinate persons with any of the following indications and any person seeking protection from 
hepatitis B virus (HBV) infection:  
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 sexually active persons who are not in a long-term, mutually monogamous relationship (e.g., persons with more than one sex 
partner during the previous 6 months); persons seeking evaluation or treatment for a sexually transmitted disease (STD); current 
or recent injection-drug users; and men who have sex with men; 

 health-care personnel and public-safety workers who are potentially exposed to blood or other infectious body fluids; 

 persons with diabetes younger than age 60 years as soon as feasible after diagnosis; persons with diabetes who are age 60 years 
or older at the discretion of the treating clinician based on increased need for assisted blood glucose monitoring in long-term 
care facilities, likelihood of acquiring hepatitis B infection, its complications or chronic sequelae, and likelihood of immune 
response to vaccination;  

 persons with end-stage renal disease, including patients receiving hemodialysis; persons with HIV infection; and persons with 
chronic liver disease;  

 household contacts and sex partners of hepatitis B surface antigen positive persons; clients and staff members of institutions for 
persons with developmental disabilities; and international travelers to countries with high or intermediate prevalence of chronic 
HBV infection  

 all adults in the following settings: STD treatment facilities; HIV testing and treatment facilities; facilities providing drug-abuse 
treatment and prevention services; health-care settings targeting services to injection-drug users or men who have sex with 
men; correctional facilities; end-stage renal disease programs and facilities for chronic hemodialysis patients; and institutions 
and nonresidential daycare facilities for persons with developmental disabilities. 

Administer missing doses to complete a 3-dose series of hepatitis B vaccine to those persons not vaccinated or not completely vaccinated. 
The second dose should be administered 1 month after the first dose; the third dose should be given at least 2 months after the second dose 
(and at least 4 months after the first dose). If the combined hepatitis A and hepatitis B vaccine (Twinrix) is used, give 3 doses at 0, 1, and 6 
months; alternatively, a 4-dose Twinrix schedule, administered on days 0, 7, and 21–30 followed by a booster dose at month 12 may be 
used. 

Reference Sources:  

MMWR 2012;61(RR04);1-18 
US Preventive Services Task Force, Guide to clinical Preventive Services, 2011-2012 
http://www.ahrq.gov/professionals/clinicians-providers/guidelines-recommendations/index.html 
ACOG 2012 
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