APPENDICES

These appendices have been divided as follows for ease of use with the
modules of this manual.

Appendix A: Health & Wellness

Appendix B: Domestic Violence

Appendix C: Public Benefits & Community Service
Appendix D: Female Circumcision/Female Genital Mutilation
Appendix E: Surveys
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Appendix A: Health & Wellness

This appendix includes information which has been specifically geared
towards medical practitioners and patients, but which may be of value to
trainers and class participants. It is up to the trainer to determine whether or
not this material should be included in the class curriculum and how it should
be presented. Information that can be readily transformed into a handout has
been so noted.

This appendix covers the following sections.

Section 1: General Information
Section 2: Nutrition

Section 3: Substance Abuse
Section 4: Physical Fitness
Section 5: Gynecological Care
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Section 1: General Information

This section contains a number of different documents. For ease of use, they
are listed below.

Nine Core Competencies for an Interpreter in Community & Health
Care Settings

Seven Ethical Standards for Interpreters in Community or Health
Care Settings

The Muslim Patient: A Pamphlet to the Health Practitioner

Nine Core Competencies for an Interpreter in Community
or Health Care Settings

Any job can be broken down into separate tasks, each requiring different
skills, or competencies. Core competencies are those skills which you must
master in order to carry out your professional role. A professional interpreter's
role in to make possible communication between two people who do not
speak the same language. A medical interpreter does this for a patient and a
health care provider.

This list of core competencies is based on a list developed in 1995 by the
Massachusetts Medical Interpreters Association, and endorsed in 1998 by
the National Council on Medical Interpreting. These competencies are written
to apply to medical interpreting in most social service or community settings.

The Competent Interpreter:

1. Introduces self and explains role.

Ideally, the interpreter consults first with the provider to learn the goals of
the medical encounter. Then, the interpreter explains his/her role to both
the patient and the provider, emphasizing the professional obligation to
transmit everything that is said in the encounter to the other party and
maintain confidentiality.

2. Positions self to facilitate communication.

The competent interpreter should be seen and heard by both parties, but
should position himself/herself in the place that is least disruptive to direct
communication between provider and patient.
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3. Reflects the style and vocabulary of the speaker.

The competent interpreter attempts to preserve the style, dialect, and
formality of speech, as well as the depth and degree of emotion
expressed by the speaker.

4. Uses consecutive interpretation mode and speaks in first person.

The competent interpreter selects the mode that best enhances
comprehension, which will usually be to interpret for the patient and the
provider alternately.

The interpreter encourages direct communication between patient and
provider by using "I" rather than "he said that..." or " she said that..."

5. Accurately and completely relays the message between patient and
provider.

The competent interpreter re-expresses information conveyed in one
language into its equivalent in the other language, so that the interpreted
message has the potential for eliciting the same response as the original.
The interpreter does not alter or edit statements from either party, or
comment on their content. The goal is for the patient and the provider to
feel as if they are communicating directly with one another.

Interviewer:

6. Respects the patient's privacy.

The ethical interpreter respects the patient's physical privacy. In addition,
he/she refrains from becoming personally involved in a patient's life.

7. Maintains professional distance.

The ethical interpreter understands the boundaries of the professional
role, promotes patient self-sufficiency and monitors his/her own personal
agenda.

8. Knows limits.

The ethical interpreter refrains from interpreting beyond his/her training,
level of experience, and skill.

9. Demonstrates professionalism.

The ethical interpreter clearly understands his/her role and refrains from
delivering services that are not part of the role. In addition, he/she avoids
situations that might represent a conflict of interest or may lead to
personal or professional gain.
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Seven Ethical Standards for Interpreters in Community or
Health Care Settings

Ethno Med

Ethnic Medicine Guide

Harborview Medical Center, University of Washington
Ellie Graham, MD

March 1, 1995

Guidelines for Interpreted Visits:

1. Introduce yourself to the family and to the interpreter

2. Write down the interpreter's names and the interview language on the
progress note.

3. Do a pre-visit conference with the interpreter. This can be done in the
room with the family unless sensitive issues need to be discussed. The
following should be covered.

J

X Establish the style of interpretation. Phrased interpretation,
where the provider interviews in short phrases that are translated
as accurately as possible by the interpreter, is usually the easiest
to use. Simultaneous interpretation is often confusing to both
patient and provider but useful for short statement like how to take
medicines. Summary interpretation, where the provider or the
patient make long statements and the interpreter tries to
summarize them can be used for simple problems and to explore
sensitive areas such as sexuality, but can lead to errors...use with
caution.

X Ask the interpreter for feedback. Ask them to tell you if they
don't understand terms you use or the terms aren't easily
translated. Tell them to also tell you if it seems that the patient is
expressing a culturally related idea or concept that they think that
you may not understand.

X Tell the interpreter were you want them to sit. Beside the
provider or just in back of them is best because the patient looks
at both the provider and the interpreter.

X Establish the content and nature of the visit. "Nasara is coming
in to see me today for a follow-up visit. She has been depressed
and | will be discussing this first" ... " Anh is a new patient to our
clinic. | will be asking him many questions about his past health
and his family and then will do a complete physical examination"...

X Determine if there are any time constraints on the interpreter.
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4. Ask the interpreter if they have any concerns that they want to share with

7.

you before the visit and step out into the hallway to talk with them.

Direct questions to patient, not to the interpreter—unless they are meant
for the interpreter. If you are going to pause and ask the interpreter a
question in English, tell the patient that is what you will be doing.

Do a post-visit conference with the interpreter outside the room if you
have concerns about the interview. This is particularly helpful if the history
seems very vague and unclear. It can help determine if there was a
language problem...for instance, if the patient and the interpreter speak
different dialects or have accents that are hard for each to understand, or
if the patient is mentally ill or has some other problem that clouds
communication.

The gender and age of the interpreter may be very important. In many
ethic groups, women and girls prefer a female interpreter and some men
and boys prefer a male. Older patients may want a more mature
interpreter. Don't use children as interpreters. This distorts power
relationships within families and diminishes parents in the eyes of their
children. It often provides poor quality interpretation because children
may have have limited native language skills.
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The Muslim Patient:
A Pamphlet to the Health Practitioner

I. Muslims & Medicine:

The efficiency of medicine and the skill of the physician are fully appreciated
by all Muslims, as is the importance of preventive medicine. According to
tradition, the Prophet Muhammad urged Muslims to develop the medical
profession, because "for every sickness God created, He created a cure:
some already known and others are not."

II. The Religion:

A. What Is Islam:

Islam is a universal monotheistic faith addressing all humanity. The most
important component is the belief in One God, and in Muhammad as His
prophet. The word Islam is Arabic for "submission" to God (Allah in
Arabic). Muslims believe that His word was revealed in the Qur'an to
mankind through his messenger Muhammad, the last of the prophets.

Muslims believe that Ibrahim (Abraham), Musa (Moses), and Isa (Jesus)
were also God's prophets. They preached moral values, upright conduct,
faith in one God, and passed along His revelations to the rest of mankind.
Muslims believe that Qur'an, as the last revelation, completed the prior
revelations that constituted the bases of the Jewish and Christian faiths.
Members of these faiths are therefore considered to be part of the same
family of religions: the Ahl al-Kitab, or "People of the Book."

B. Who Are the Muslims?

A Muslim is a person who practices the Islamic faith by submitting to God
and accepting divine guidance. With more than one billion adherents
worldwide, Islam is second only to Christianity in terms of the number of
adherents. The areas of the largest concentration of Muslims are Central
and East Asia, North Africa, and the Middle East. In the United States,
Islam claims about six million adherents, making it the country's second
largest religion.

III. The Importance of the Family:

The family is the central foundation upon which Muslim society is built.
Governments may come and go in the Muslim world, but the family endures.
For Muslims, the family is as much the source of love, nurturing, and solace
as it is of pride and motivation. The vast majority of Muslim immigrants to the
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United States continue to maintain close ties with their extended families,
whether they live here or back in their home countries.

Physicians treating Muslim patients should make a special effort to reach out
to their families. Family members should be consulted and kept informed of
the patients' condition on an ongoing basis.

IV. Accommodating the Islamic Life Style:

A. Prayer:

Muslims conduct prayer five times daily: pre-dawn, noon, late afternoon,
dusk and evening. They perform thorough ablutions before each prayer
and take great care to maintain a high state of physical hygiene and
cleanliness at all times. The daily prayers may be performed in a sitting
position or, if necessary, lying in bed.

A close related form of worship, and one particularly suited to the person
taking bed rest, is the recitation of the Qur'an and reflection upon its
meaning. This practice also serves to uplift the morale of patients who are
critically ill.

B. Fasting:

During the entire month of Ramadan, which comes 11 days earlier each
year, Muslims fast from dawn until dusk, when a Muslim is ill, however,
her or she is exempt from fasting.

C. Dietary Constraints:

In additions to the prohibition of consuming alcoholic beverages, Muslim's
are forbidden to eat pork or lard. It is also important that cooking utensils
used to prepare pork or lard not be used in preparing food for Muslim
patients until they are thoroughly washed.

Even medicines intended for internal consumption that contain pork (e.g.
insulin) or alcohol (e.g. certain cough syrups) should not be prescribed to
Muslim patients unless absolutely necessary.

D. Circumcision:

There is no reference to circumcision in the Qur'an, but, according to
tradition, male infants should be circumcised within the first seven days of
life. Female circumcision is not an Islamic requirement.
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E. Modesty:

Since, Islam teaches the importance of modesty in all social relations,
Muslims of both sexes are not comfortable about removing their clothing
even for the purpose of a medical examination. This is despite the fact
that Islam allows them to do so. Appropriate coverage should be a
consideration during any medical examination.

Attention should be paid to the patient's privacy in other ways as well, for
instance, in a hospital room the curtains should be drawn and history
taken should be muted. Some Muslim patients are shy about being
examined by the opposite sex and may feel more comfortable with
doctors and nurses of the same sex. The virginity of an unmarried girl is a
matter of great importance. Vaginal examination should be avoided
unless of vital importance. A rectal exam is alright.

V. Right to Life:

A. Euthanasia:

Active euthanasia is banned by Islam. Any treatment that carries no
promise of eventual success ceases to be mandatory, but without
abrogation of the usual rights of hydration, nutrition, nursing, and relief of
pain. Recent conferences of notable scholars have accepted complete
brain death (including the brain stem) as an indication of death. Artificial
animation in medically hopeless cases is not a requirement.

B. Abortion:

Abortion is not permitted by Islam unless the life of the mother is in
danger or the fetus is afflicted with a gross abnormality incompatible with
future life. Family planning by natural or medical contraception is
acceptable.

C. Organ Donation and Transplants:

Organ donation and transplant within current ethical guidelines are
permissible and even encouraged.

For additional information, write to:

The Islamic Medical Association of North America
950 75" St.

Downers Grove, IL 60516

ph: (630) 852-2122

fax: (630) 435-1429
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e-mail: imana@aol.com
http://www.imana.org

The American Muslim Council (AMC)
1212 New York Avenue, NW, Suite 400
Washington, DC 20005

Phone: (202) 789-2262

Fax: (202) 789-2550

E-Mail: amc@amconline.org
http://www.amconline.org
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Section 2: Nutrition

The Great Breastfeeding Cover-up

Tips on Discreet Nursing:

Are you embarrassed to breastfeed in front of others? Don't worry, you're not
alone. Are you thinking of switching from breast to bottle because you feel
uneasy about exposing your breasts while nursing the baby? Many mothers
have made this choice—even though they enjoyed breastfeeding!

Think of This:

One mother nursed her baby all through Thanksgiving dinner and everyone
thought the baby was sleeping.

Another mother took her infant and toddler to the playground and supervised
her toddler playing—at the same time that she breastfed the infant.

And yet a third mother, whose husband was opposed to breastfeeding
because he didn't want others to see his wife's breasts, learned to "cover-up"
so well that even her husband was fooled!

American mothers for years have been "covering up." They have found many
simple and effective ways to cover their breasts and baby so that others in
the room are unaware that they are breastfeeding or can't see the mother's
breasts. We will discuss ways that you can breastfeed your baby without
being embarrassed that others will see your body.

In the Beginning;:

When your baby is first born, you will feel awkward in your first attempts to
breastfeed. This is normal. It's just like riding a bike or learning to roller skate!
It takes practice. At the hospital, or when you first come home, try to
breastfeed your baby alone so that you can build your confidence and learn
what positions are most comfortable for you and your baby.

Practice Makes Perfect:

Practice breastfeeding your baby in front of the mirror. Lift up your blouse
from your waist—only a small section of your blouse needs to be lifted—so
that the top of your breast is still covered. Hold the baby in the crook of your
arm so that your midriff is concealed by the baby's body. Draping a diaper,
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baby blanket or shawl loosely over your shoulder and the baby's head will
give others the impression that your baby is sleeping.

Leaking:

In the first weeks after birth, your breasts may leak milk because they are so
full. To take care of leaking milk that may cause spots in your blouse, slip an
absorbent lining inside your bra cup. Disposable pads can be bought at drug
stores and reusable pads are available in department stores.

When you feel the tingle of the let-down reflex, you can prevent leakage by
pressing against the nipple with the heel of your hand or your forearm for a
few seconds.

What to Wear?

Jeans and a T-shirt or blouse is the easiest outfit in which to discreetly nurse
a baby. The top can be lifted easily without having to unbutton a blouse or
pull a dress over your shoulder. By pulling up a small section of your blouse
or sweater—just enough so that the baby can find the breast—you won't
have to uncover your breast. Wearing a nursing bra with a front opening will
make nursing even easier.

How to Get the Baby Started:

You may feel awkward unhooking your bra and lifting your blouse to get the
baby started. Find another room or simply retreat to a quiet corner for a
minute or turn your back to the others. In seconds, you can settle the baby to
the breast, drape a blanket or shawl over your shoulder and rejoin the group
with a "sleeping" baby.

In Public Places:

Breastfeeding—if done discreetly in public—is a perfect way to ensure a
quiet, "sleeping" baby; find another room (such as a restroom or waiting
room) in which you can breastfeed your baby privately. If there is no other
room to which you can retire, find a quiet corner and turn a chair away from
the crowd. Throw a baby blanket or diaper loosely over your shoulder and
everyone will think the baby is sleeping and that you are resting.

So, as you can see, there is no need to shy away from breastfeeding your
baby if you feel embarrassed. By using some of these tips, you can relax and
enjoy giving your baby a nourishing, nurturing start in life.
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Developed by the

Patient Education Sub-committee
City-wide Coordinating Committee for Breastfeeding Promotion
Cynthia Carney, Editor

Produced by the

Department of Human Services

Commission of Public Health

WIC State Agency and the Bureau of Maternal and Child Health
September 1986
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Section 3: Substance Abuse

Specific Substance Abuse Assessments

There are a variety of available screening questionnaires that focus on the
consequences of drinking and perceptions of drinking behavior. Examples
are the 25-question Michigan Alcoholism Screening Test (MAST) or the four-
question CAGE (see below) questionnaire, which is the most popular
screening test for use in primary care and has good sensitivity and specificity
for alcohol abuse or dependence (74-89 percent and 79-95 percent,
respectively). Both the CAGE and MAST questionnaires share important
limitations as screening instruments, however, as they emphasize the
symptoms of dependence rather than early drinking problems, they lack
information on levels and patterns of alcohol use, and they fail to distinguish
current from lifetime problems.

Some of these weaknesses are addressed by the Alcohol Use Disorders
Identification Test (AUDIT), a 10-item screening instrument developed by the
World Health Organization (WHO) in conjunction with an international
intervention trial. The AUDIT incorporates questions about drinking quantity,
frequency, and binge behavior along with questions about the consequences
of drinking.

For our purpose, we would adopt the use of the above screening tools and
modify them not only for alcohol, but also for drug and cigarette use
disorders. The easiest screening tool for use is the CAGE questionnaire:

C: Have you ever felt you ought to Cut down on your drinking,
smoking, or drug use?

A: Have people ever Annoyed you by criticizing your drinking,
smoking, or drug use?

G: Have you ever felt bad or Guilty about your drinking, drug use, or
smoking?

E: Have you ever had a morning Eye opener to steady your nerves

or get rid of a hangover, or feel obsessed that you have to use
drugs, smoke or drink?
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A Sample Walking Program

Note to Facilitators:

The following information can be converted into a handout if necessary.

Journey of Hope

Warm Up Target Zone Cool Down Total
Exercising * Time
Week 1:

Session A: | Walk normally 5 | Then walk briskly 5 Then walk 15 min.

min. min. normally 5
min.

Session B: | Repeat above
pattern

Session C: | Repeat above

pattern

* Continue with at least three exercise sessions during each week of the program. If you find a
particular week's pattern tiring, repeat it before going on to the next pattern. You do not have to

complete the walking program in 12 weeks.

Week 2: Walk 5 min. Walk briskly 7 min. Walk 5 min. 17 min.
Week 3: Walk 5 min. Walk briskly 9 min. Walk 5 min. 19 min.
Week 4: Walk 5 min. Walk briskly 11 min. Walk 5 min. 21 min.
Week 5: Walk 5 min. Walk briskly 13 min. Walk 5 min. 23 min.
Week 6: Walk 5 min. Walk briskly 15 min. Walk 5 min. 25 min.
Week 7: Walk 5 min. Walk briskly 18 min. Walk 5 min. 28 min.
Week 8: Walk 5 min. Walk briskly 20 min. Walk 5 min. 30 min.
Week 9: Walk 5 min. Walk briskly 23 min. Walk 5 min. 33 min.
Week 10: Walk 5 min. Walk briskly 26 min. Walk 5 min. 36 min.
Week 11: Walk 5 min. Walk briskly 28 min. Walk 5 min. 38 min.
Week 12: Walk 5 min. Walk briskly 30 min. Walk 5 min. 40 min.
Week 13: and thereafter:

Check your pulse periodically to see if you are exercising within your target
zone. As you get more in shape, try exercising within the upper range of your
target zone. Gradually increase your brisk walking time to 30 or 60 minutes,
three or four times a week.

Here's how to check if you are within your target heart rate zone:
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1. Right after you stop exercising, take your pulse: Place the tips of your first
two fingers lightly over one of the blood vessels on your neck, just to the
left or right of your Adam's apple. Or try the pulse spot inside your wrist
just below the base of your thumb.

2. Count your pulse for 10 seconds and multiply the number by 6.

3. Compare the number to the right grouping below: look for the age
grouping that is closest to your age and read the line across. For
example, if you are 43, the closest age on the chart is 45; the target zone
is 88-131 beats per minute.

Age Target Heart Rate Zone:

Age Beats Per Minute Age Beats Per Minute
20 100-150 50 85-127
25 98-146 55 83-123
30 95-142 60 80-120
35 93-138 65 78-116
40 90-135 70 75-113
45 88-131

Remember that your goal is to get the benefits you are seeking and enjoy
your activity.
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Section 5. Gynecological Care

This section contains a number of different documents. For ease of use, they
are listed below.

USPST's Pap Smear Recommendations

The Pap Smear Procedure

How to Perform a Breast Self-Examination

STD Interventions for Doctors & Health Care Workers

Basics of Counseling to Prevent Unintended Pregnancy, for Medical
Professionals

USPST's Pap Smear Recommendations

The following are the U.S. Preventive Services Task Force's (USPST's)
current recommendations regarding the use of the Pap smear.

1. All women who are or have been sexually active should have regular Pap
tests.

2. Testing should begin at the age when the woman first engages in sexual
intercourse.

3. Adolescents whose sexual history is thought to be unreliable should be
presumed to be sexually active at age 18.

4. There is little evidence that annual screening achieves better outcomes
than screening every three years. Pap tests should be performed at least
every three years.

5. The interval for each patient should be recommended by the physician
based on risk factors (e.g., early onset of sexual intercourse, history of
multiple sexual partners, low socioeconomic status).

6. Women infected with human immunodeficiency virus (HIV) require more
frequent screening according to established guidelines.

7. There is insufficient evidence to recommend for or against an upper age
limit for Pap testing, but recommendations can be made on other grounds
to discontinue regular testing after 65 years of age in women who have
had regular previous screening with consistently normal results.

Women who have undergone a hysterectomy in which the cervix was
removed do not require Pap testing, unless the hysterectomy was
performed because of cervical cancer or its precursors.
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The Pap Smear Procedure

Note to Facilitators:

The following information can be converted into a handout if necessary.

1. A speculum is used to facilitate the scraping of the cells.
2. Do not douche on the day of the examination.

3. If you have significant menstrual flow or obvious inflammation, the doctor
may not be able to perform the Pap test.

4. After the speculum exam, the doctor will perform a bimanual (hand
exam).

5. The traditional gold standard for the adequacy of a Pap smear has been
the presence of endocervical cells in the sample: Scientists believe that
90 percent of cervical cancers develop at the junction between the
squamous epithelium section of the ectocervix and the columnar
epithelium of the endocervix (located at the external os in young women
and inside the endocervical canal in older women).

6. There may be slight spotting following the examination. A variety of
instruments may be used to obtain Pap smear samples—simple cotton
swabs, wooden and plastic spatulas, and brushes. Bleeding is common
after use of a brush.

7. The results of the Pap test can range from "normal" to "abnormal."
Abnormal cells can vary from ASCUS (Atypical Squamous Cells of
Undetermined Significance): The prognosis of women with ASCUS varies
depending on the cytopathologist or laboratory. Clinicians communicate
with the cytopathologist and determine whether to do a colposcopy or not.
Colposcopy involves a speculum insertion just like regular exam, then a
solution is applied to cervix, which turns abnormal areas white. The
clinician then examines the cervix through a special microscope
(colposcope).

8. During colposcopy, the doctor may obtain a sample (biopsy) of the lesion.

9. Only about 60 percent of women with abnormal Pap smear results return
for follow-up. Doctors should establish a tracking system to make sure
that Pap smears are performed regularly, that results return in a timely
fashion, that patients with abnormal results are contacted, and that
women who are not seen frequently are called or contacted by letter
about the importance of getting Pap smears and other needed preventive
care.
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How to Perform a Breast Self-Examination

Note to Facilitators:

The following information can be converted into a handout if necessary.

All women should check their breasts for lumps, thicknesses, or other
changes every month. By examining their breasts regularly, they will know
how their breasts normally feel. If a change should happen in their breasts,
they will be able to identify it and inform their doctor.

1.

Women should check their
breasts about one week
after their last period.

Pressing firmly with the
pads of their fingers, they
should move their left hand
over their right breast in a
circle. They need to check
the entire breast in this
manner, including the
armpit (see diagram).

They should next check
their left breast in the same
manner.

Women should also examine their breasts in a mirror for any changes in
appearance.

If any lumps, thickenings, or changes are found, the woman should inform
her doctor right away. Most breast lumps are not cancerous, but they need to
be checked to be sure. If discovered early, most breast cancer can be
successfully treated.
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STD Interventions for Doctors & Health Care Workers

1.

10.

11.

Women at risk of STDs should be advised of options to reduce their risk
in situations when their male partner does not use a condom, including
the female condom.

Warnings should be provided that using alcohol and drugs can increase
high-risk sexual behavior. Persons who inject drugs should be referred to
available drug treatment facilities, warned against sharing drug equipment
and, where possible, referred to sources for uncontaminated injection
equipment and condoms.

All patients at risk for STDs should be offered testing in accordance with
USPSTF recommendations for screening for syphilis, gonorrhea,
chlamydia, genital herpes, hepatitis B, and HIV infection.

Determine every patient's risk for STDs, including HIV infection. Tailor
counseling to the behaviors, circumstances, and special needs of the
person being served.

Risk-reduction messages must be personalized and realistic. Counseling
should be culturally appropriate, sensitive to issues of sexual identity,
developmentally appropriate, and linguistically specific.

HIV counseling is not a lecture; an important aspect of HIV counseling is
the clinician's ability to listen to the patient.

Provide patients with materials about HIV transmission and prevention
that are appropriate for their culture and educational level.

Advise all patients that any unprotected sexual behavior poses a risk for
STDs and HIV infection. A person who is infected can infect others during
sexual intercourse, even if no symptoms are present.

Caution patients to avoid sexual intercourse with persons who may be
infected with HIV, such as those who have injected drugs, individuals with
multiple or anonymous sex partners, or those who have had any STD
within the past 10 years, even if they have no symptoms.

Advise patients not to make decisions about sexual intercourse while they
are under the influence of alcohol or other drugs that cloud judgment and
permit risk-taking behavior.

Provide patients with educational materials and information that explain
that STDs and HIV infection are best prevented by the following
measures:

< Abstinence

X Limiting sexual relationships to those between mutually
monogamous partners known to be HIV-negative.
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X Avoiding sex with high-risk partners
X Avoiding anal intercourse
X Using latex condoms if having sex with anyone other than a

single, mutually monogamous partner known to be HIV-negative.

12. Provide patients with educational materials and information indicating that
partners can transmit infection even if males withdraw before ejaculating
and that infection can be transmitted during all forms of sexual
intercourse, including oral sex.

13. Provide educational information indicating that the risk of HIV infection is
increased through co-infection with other STDs, such as syphilis, genital
herpes, and gonorrhea.

14. Instruct all sexually active patients about the effective use and limitations
of condoms, stressing that they are not foolproof, must be used properly,
and may break during intercourse. The best preventive measure against
transmission of HIV and other STDs, after abstinence, is the use of latex
condoms (not "lambskin" or natural-membrane condoms). Scientific
research has demonstrated that latex condoms, when used consistently
and correctly, are highly effective in stopping HIV transmission. Condom
failure (slippage, breakage, or leakage) is caused usually by user error.

15. Dispel myths about HIV transmission by informing patients that they
cannot become infected from mosquito bites; contact with toilet seats or
other everyday objects, such as doorknobs, telephones, or drinking
fountains; or casual contact with someone who is infected with HIV or has
AIDS, such as shaking hands, hugging, or a kiss on the cheek.

16. Use patient-centered counseling to assess, inform, and advise about
STDs and HIV prevention. In patient-centered counseling, the provider
asks the patient what they know about HIV transmission and provides the
correct information in response to any misconceptions the patient
expresses.

17. Establish a trusting, caring relationship with the patient to enhance the
efficacy of counseling on safe sex practices and risks for STD and HIV
infection.

18. Listen carefully to the patient to identify any specific barriers to preventing
STD and HIV infection that the patient has and to assist the patient in
identifying a personal, workable preventive plan without lecturing the
patient.

19. Provide counseling that is culturally appropriate. Present information and
services in a manner that is sensitive to the culture, values, and traditions
of the patient.

20. Counseling should be sensitive to issues of sexual orientation.
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21.

22.

23.

24,

Provide information and services at a level of comprehension that is
consistent with the age and learning skills of the patient, using a dialect
and terminology consistent with the patient's language and
communication style.

Advise all patients of the adverse health consequences of injected drug
use. Refer patients with evidence of drug dependence to appropriate
drug-treatment providers and community programs specializing in
treatment of drug dependencies and actively assist the patient in
obtaining assessment for drug treatment.

Persons who continue to inject drugs should have periodic screening for
HIV and hepatitis B. Hepatitis B vaccination should be considered for
individuals who do not have hepatitis B. Measures to reduce the risk of
infection caused by drug use should also be discussed: use a new, sterile
syringe for each injection; never share or reuse injection equipment; use
clean (if possible, sterile) water to prepare drugs; clean the injection site
with alcohol before injection; and safely dispose of syringes after use.
Patients should also be informed of available resources for obtaining
sterile supplies.

Contact the state or local health agency responsible for communicable
disease reporting to determine the local prevalence of HIV infection and
other STDs. This agency also can provide information regarding state and
local laws regulating patient testing and confidentiality.
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Basics of Counseling to Prevent Unintended Pregnancy,
for Medical Professionals

1. The main goal is to make sure family planning is a part of primary care for
all sexually active patients. Assess sexual practices and the need for
contraceptive counseling for every patient, including women in their 40s
and men. Counseling of refugee patients can be sensitive, therefore,
address this issue with openness and a nonjudgmental attitude.

2. Determine each patient's level of knowledge about contraceptive options.
What methods have they tried in the past? Have these methods been
acceptable and effective for the patient and partner or partners? What
medical and life-style factors could influence the patient's choice of an
appropriate contraceptive?

3. Educate patients about the important characteristics of different
contraceptive methods. Present the patient with a range of contraceptive
options. Assist patients in carefully choosing a contraceptive method that
is appropriate for their abilities, motivation, and life-style, thereby
increasing the likelihood that it will be used correctly and consistently.
Encourage patients who are already using a method correctly and
successfully to continue to do so.

4. Discuss the ability of different contraceptive methods to protect against
STDs and HIV infection. Latex condoms, used consistently and correctly,
are effective for both birth control and reducing the risk of disease. Other
forms of birth control, such as IUDs, diaphragms, cervical caps, and oral
contraceptives, do not give the same protection. Stress to patients that
even if they use another form of birth control, if they are not involved in a
mutually monogamous relationship with a person known to be free of
infection, they also need to use condoms to reduce the risk of STDs.

5. Contraception is a responsibility of both partners. If possible, involve both
partners in counseling and discussion of contraceptive options. Also
discuss ways in which males can participate in family planning.

6. After patients choose a method, conduct an in-depth discussion of:

X How it works

X Theoretical and actual effectiveness
X Advantages/benefits

X Disadvantages/risks

X How to use the method

X Nuisance side effects
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X Warning signs

J

X Back-up methods.

7. Provide patients with printed material about the contraceptive method
chosen.

8. Follow-up counseling is particularly important in the first few weeks of
contraceptive use, in order to deal with any difficulties associated with use
and side effects. Ask patients how they are using the method, correct
misinformation, and discuss any impediments to proper use of the
method. Continue counseling during each patient visit, especially until
patients are very comfortable with use of the contraceptive method. Many
compliance problems can be resolved relatively simply with reassurance
and changes in dose or technique of use.

9. Morning after pill

J

X OCs can also be prescribed as a postcoital ("morning after")
method to prevent pregnancy. The Food and Drug Administration
announced in February 1997 that certain combined oral
contraceptives were safe and effective for use as postcoital
emergency contraception. This approach to emergency
contraception has been reported to reduce the risk of pregnancy
by 55.3 to 94.2 percent after unprotected intercourse if treatment
is initiated within 72 hours.

Instruct the patient to take the first dose as soon as possible (but
no more than 72 hours) after unprotected intercourse; the second
dose is taken 12 hours after the first dose. The most common side
effects of these regimens are nausea and vomiting.
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Appendix B: Domestic Violence

This section contains a number of different documents. For ease of use, they
are listed below.

Make a Safety Plan for Escape
A Sample Pamphlet
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