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Session Agenda

Why sexual health now?
 Taking a sexual history: The 5 “P” 

framework
Update on STI screening and treatment
 Resources
Question and Answer



Session Learning Objectives

1) Indicate how addressing sexual and reproductive 
health issues can complement and improve 
preventive health care.

2) Describe how to conduct a thorough and effective 
sexual history.

3) Restate key screening and treatment information for 
the management of STDs.

4) Summarize how addressing sexual and reproductive 
health issues will assist in meeting HRSA’s clinical 
performance measures on prenatal care and 
cervical cancer screening.



Why Sexual Health Now?



2013: Sexual Health: Why Now?

 High population burden of STDs, HIV and other 
sexual health problems
 19 million STI each year—almost half among persons 

15-24 
 25% adolescent f infected with at least one STD
 Estimated 1.1 million Americans living with HIV, 

approximately 50,000 new infections/year
 Nearly 50% of all pregnancies in the U.S. are 

unintended
 11% of women and 2% of men aged 18-44 years  

reported experiencing forced sex at some time in their 
lives

 20%-25% of women in college reported experiencing 
an attempted or completed rape in college



2013: Sexual Health: Why Now?

 Health Equity/ Disparities Major Concern
African–Americans: HIV rates 8 to 20x Whites
MSM:  40-50x higher HIV rates than other males
Geographic and socio-economic epidemic 

concentration 



Owusu‐Edusei et al. Sex Trans Dis 2013 40 (3): 197‐201



Sexual health is a state of wellbeing in relation to sexuality across the lifespan 
that involves physical, emotional, mental, social, and spiritual 
dimensions.

Sexual health is an inextricable element of human health and is based on a 
positive, equitable, and respectful approach to sexuality, relationships, and 
reproduction, that is free of coercion, fear, discrimination, stigma, shame, and 
violence.

It includes the ability to understand the benefits, risks, and responsibilities of 
sexual behavior; the prevention of disease and other adverse outcomes; and the 
possibility of fulfilling sexual relationships.

Sexual health is impacted by socioeconomic and cultural contexts –
including policies, practices, and services–that support healthy outcomes for 
individuals and their communities.

Douglas “Advancing a Public Health Approach to Improve Sexual Health in the United States: A Framework for National Efforts” 
Presented at National HIV Prevention Conference, August 16, 2011

What is Sexual Health?



Sexual Health Framework:
Using health promotion to complement disease control and prevention



 Focus shifts from a disease-focus to a more positive 
health-based approach characterized by understanding 
of complex factors that shape human sexual behavior

 Helps enhance the efficiency and effectiveness of 
prevention messaging and services by bundling
messages and service

Enhances ability to normalize 
conversations regarding 
contributions of sexuality and 
sexual behavior to overall health

What is a Sexual Health Approach?



 Vision:  Working together to improve health and quality of life by moving 
from a focus on sickness and disease to one based on prevention & 
wellness
 Plan for June release

 Primary focus on 4 strategic directions
 Healthy and safe community environments
 Preventive clinical and community efforts
 Empowered individuals
 Elimination of health disparities

 Seven targeted priorities
 Tobacco –free living
 Preventing other drug abuse & excessive alcohol use
 Healthy eating
 Active living
 Injury and violence-free living
 Reproductive & Sexual health
 Mental and emotional wellbeing

Developed by National  Prevention Council 
and released by Office of the Surgeon 
General, June 16, 2011

2011 U.S. National Prevention Strategy



Sexual Health and Stigma

 Stigma hinders seeking and provision of sexual 
health services

 100 years of negative health messages about STDs
 Emphasize STDs as consequence of socially 

proscribed behaviors
 Deterrent for sexual health education and 

prevention efforts



What do patients want?

 Want providers to inquire about sexual health across 
lifespan (Nasbaum et al, 2004; Magnan et al, 2006; Lindau et al, 2007)

 Patients with chronic illness want providers to better 
address sexual health related to disease (Tsimtsiou et al, 
2006)

 Are happy to have follow-up appointment to discuss 
(Nusbaum et al, 2004)

 Linked to satisfaction with care (Macdowall et al, 2010; Hartwig 
et al 2003)

 Direct correlation between sexual health and lifetime 
wellness (Ansuini et al, 1994) 



“A crucial deficit in sexual health care is a proactive 
and preventative approach in the primary care 
setting.”
Nusbaum, M.R. and Hamilton, C.D. Am Fam Physician 2002;66:1705-12

35% of primary care physicians report that they 
often (75% of the time) take sexual histories



Sexual History and PCMH

 Engaging in these conversations improves patient 
satisfaction with care

 Is a preventative approach
 Coordinated care: partner 

with STD clinics
 Can be a incorporated into

the multidisciplinary team 
(who can conduct sexual history, who 
can provide education, referrals)



Taking a Sexual History using the 
5 “P” Framework



Algorithm for Screening Patients for 
a Sexual History

Nusbaum, M.R. and Hamilton, C.D. Am Fam Physician 2002;66:1705‐12



The 5 “P”s of Sexual Health

 Partners
 Practices
 Protection from STDs
 Past history of STDs
 Prevention of pregnancy

Who
What
How

→



Opening the Conversation

 Create a non-judgmental inclusive clinical 
environment

 Reproductive and sexual health screening 
approach

 Gain-frame and ubiquity messaging:
“Many people experience sexual problems.”

“Many people who have STDs may not know they have them, 
thus screening is good for you and your partner.”



Introductory Statement

“I will be asking you some personal questions about 
your sexual health & sexual practices. Everything we 
discuss is confidential and will not leave this room. 
What we discuss today will help me take better care 
of you. Just so you know, I ask all my patients these 
questions regardless of age, gender, or martial status. 
If it’s ok with you let’s begin.”



Partners

 “Do you have sex with men, women, or both?”
 Remember never make assumptions about the 

patient’s sexual orientation

 “How many partners have you had in the past 
month?” “In the past 12 months?”



Practices and Protection

 “I am going to be more specific about the kind of 
sex you are having”

 “What kind of sexual contact do you have or have 
you had?”
 Vaginal
 Oral 
 Anal

 “How do you protect yourself against STDs?”



Past History of STDs

 “Have you ever been diagnosed with an STD? 
When? How were you treated?”

 “Have you had any reoccurring symptoms or 
diagnoses? “

 “Has your current partner or former partners ever 
been diagnosed or treated for an STD?”



Prevention of Pregnancy

 “Are you concerned about getting pregnant or 
getting your partner pregnant?”

 “What are you doing to prevent pregnancy?”

“When you do become pregnant it is important to come see 
me right away”

 “Do you need any information on contraception?”





Update on STI Screening & Treatment



What is Sexual Health?

Sexual health is an integrated care‐delivery

and prevention concept that recognizes 

sexual expression as normative and 

encompasses preventive and treatment 

services throughout the life span.

Swartzendruber & Zenilman, JAMA 304:310‐11, 2010



Roberta

 62 year old female
 My patient for 8 years
 Came in for immunization update and RHM labs (lipids, 

glucose). Not due for pap since now we can do it every 3 to 5 
years!

 Decided to follow these guidelines and asked her about 
current sexual history and need for STI/HIV screening

 Unsure if she can have sex since she thought she was ‘all closed 
up’ down there

 At her last pap I made a comment about ‘ your cervix is very 
narrow’ which she interpreted as a closed vagina





20 year old female  

Saw patient for a well visit 1 week ago. At that visit, you did a 
urine NAAT for gonorrhea and chlamydia.  

Results: 
Chlamydia: negative
Gonorrhea: positive

You were on vacation and so did not see the results. When you 
get back from your trip, you can see that Alexia came into the 
clinic and was treated with Cefixime 400 mg one dose.   

Alexia



Outdated Protocols: How Do We Move On?

• If you’re treating STDs: go to www.cdc.gov (always updates)
• If you have newer information: share it with everyone!

Significant Changes in 2010 Guidelines
1. Increased Ceftriaxone to 250 mg 
2. Dual therapy even if CT negative
3. IM tx preferred over oral tx
4. No quinolones (2007 update)
5. Can we use oral Cefixime?



Uncomplicated Genital/Rectal Infections:

IM much preferred if possible
Cefixime 400 mg po + azithromycin 1 g po (then plan to do 

test of cure)
Use for EPT (if office visit is not going to happen)

Ceftriaxone 250mg IM Azithromycin 1g po

2010 Gonorrhea Treatment



Resistance of N. gonorrhoeae to 
Antimicrobial Agents

 Overall 20% of GC isolates resistant to penicillin, 
tetracycline, or both

 Increasing resistance to quinolones
 As of 4/13/07 quinolones no longer recommended 

for tx of GC in the U.S.

 Increasing resistance to azithromycin
 All isolates susceptible to ceftriaxone

 Resistance in cefixime and cefpodoxime is being 
seen as well



MMWR August 10, 2012

 Update to CDC’s Sexually Transmitted Diseases 
Treatment Guidelines, 2010: Oral Cephalosporins No 
Longer a Recommended Treatment for Gonococcal 
Infections 

Gram stain of urethral discharge with gram negative diplococci---gonorrhea
Source: CDC/NCHSTP/Division of STD Prevention, STD Clinical Slides 



Ceftriaxone 250 mg IM Once

Azithromycin 1 g Orally Once

OR

Doxycycline 100 mg Orally Twice a day for 
7 days

PLUS

Quinolones are no longer recommended in the United States for the treatment of gonorrhea and 
associated conditions, such as PID 

Recommended

Treatment for Uncomplicated Gonococcal 
Infections of the Cervix, Urethra, & Rectum



Cefixime 400 mg Orally Once

Azithromycin 1 g Orally Once

OR

Doxycycline 100 mg Orally Twice a day for 
7 days

PLUS

Alternative 1: If Ceftriaxone is not available

PLUS
Test of cure in 1 week

Treatment for Uncomplicated Gonococcal 
Infections of the Cervix, Urethra, & Rectum



Allergic to penicillin: what now?

Q: Can you tell me more about the allergy?
William: “Just always told that I was allergic; but no idea what 
happened; maybe when I was a baby?”

Q: Do you think the reaction could have been severe, like you 
stopped breathing?
William: “Nah. And I’ve taken all kinds of stuff for ear infections and 
dental work.”

A: No history of severe pcn allergy

Alexia’s Partner: William



Consider…
 10% of population reports a penicillin allergy.

 When skin tested: only 10% are allergic (90% are not!)

 Myth: “10% cross-reactivity” between penicillin and 
cephalosporin (prior to 1980’s- only 1st generation drugs, also 
there were common pcn contaminants) 
 Risk only when chemical side chain is similar to that of penicillin or 

amoxicillin. Some risk with 1st generation cephalosporins (example: 
Cephalexin) Low/no increased risk 3rd generation cephalosporins
(examples: Cefixime, Ceftriaxone)

(Pramod et al, Cephalosporin Allergy, NEJM, 2001) 
 Allergy noted in 1-3% exposed -> usually a rash.
 Anaphylaxis with cephalosporin: rare event (0.0001-0.1%)

 And not predicted by a non-severe penicillin allergy.

Alexia’s Partner: William



Alexia’s Partner: William

CDC recommends: (Pichichero ME, Pediatrics 2005)
 If penicillin allergy, cephalosporin only contraindicated if hx of 

severe reaction. What is severe? IgE mediated response: 
bronchospasm, laryngeal edema, hypotension, urticaria
(intense hives), anaphylaxis, Steven Johnson Syndrome.

Allergic to penicillin: what now?
A: No history of severe pcn allergy
Give him the Ceftriaxone 250 mg IM with a side of Azithromycin!

Rescreen both Alexia and William in 3 months for GC/CT



Azithromycin 2 g Orally Once

Alternative 2: If patient is cephalosporin-allergic

PLUS
Test of cure in 1 week

Treatment for Uncomplicated Gonococcal 
Infections of the Cervix, Urethra, & Rectum



 Approach whereby 
partners are treated 
without an intervening 
clinical assessment
 Patients delivering 

medications to partners
 Patients delivering 

prescriptions to partners
 Field treatment by DIS or 

outreach workers (with or 
without testing)

Expedited Partner Therapy



EPT is Permissible

EPT is Potentially Allowable

EPT is Likely Prohibited

Legislation Introduced
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Expedited Partner Therapy Legal 
Status as of October 2011



22 year old G0 who wants an IUD for birth control  

Partners: new partner recently 4 in past year all men, total 
lifetime 8

Prevention of  pregnancy: condoms but not consistent, worried 
about weight gain with OCPs

Protection from STIs: condoms

Practices: vaginal and oral, anal once but may try again

Past history of  STI’s: Chlamydia 2 years ago. No testing since.

Sonya



What type of preventive service should we offer 
today?

 GC/CT NAAT test
 Pap smear
 Immunization update: HPV? Hep B? Tdap? 
 HIV test

Sonya



STD Screening for Women

Sexually Active adolescents & up to age 25 
Routine chlamydia and gonorrhea screening
Others STDs and HIV based on risk

Women over 25 years of age
STD/HIV testing based on risk
Corrections 

Pregnant women 
Chlamydia
Gonorrhea (<25 years of age or risk)
HIV
Syphilis serology
HepB sAg
Hep C (if high risk)

CDC 2010 STD Tx Guidelines www.cdc.gov/std/treatment



 Results next day: GC negative,  CT positive

 Call patient, treat her with Azithromycin 1 gm and offer to 
see and treat partner or consider EPT or refer to local STD 
clinic for partner assessment/ treatment

 “I am so glad you came in and we found out you have 
chlamydia.  We can treat that. Let’s discuss how to avoid it in 
the future. “

Can Sonya still get an IUD?

Yes, treat her and have her come back for insertion.

Sonya



U.S. Medical Eligibility Criteria for Contraceptive Use, 2010 
 CDC convened U.S. experts to adapt the WHO criteria for safe 

contraception use to U.S. standards of care
 Based on best available evidence

 Covers over 60 medical conditions
 Green = OK to use
 Red = don’t use

(Note: it’s mostly green!)

http://www.cdc.gov/reproductivehealth/unintendedpregnancy/usmec.htm 

Is this method a safe option?



Same Day IUD?

 Study of close to 58,000 IUD inserts in a Kaiser 
Permanente Northern California 2005-2009

 Strategy to screen for GC/CT and pre treat versus 
same day screening and insertion vs no screening

 Risk of PID was low in both groups (0.54%) risk 
slightly higher in group that did test positive

 Okay to do same day IUD insertion if no obvious 
signs of cervicitis or PID on day of insertion

Sufrin et al  OB/GYN Vol 120 #6 1314 to 1324 Neisseria gonorrhea and 
Chlamydia trachomatis Screening at IUD insertion and PID



22 year old G0

10 months ago, you refilled her birth control (ring) and she had 
a negative GC/CT, and negative HIV. 

She just found out that her current boyfriend/roommate was 
previously engaged to a woman who had herpes.  He never 
worried (or talked about it with Clara) because he never had 
any symptoms.  

Clara



What tests are indicated for Clara today?

• GC/CT NAAT
• Offer HIV

She insists on HSV serology (is it indicated?)

Clara



Facts about Herpes Simplex

 Genital herpes is recurrent, incurable viral 
infection

 There are 2 serotypes:  HSV-1, HSV-2
 Most recurrent genital herpes are HSV-2
 Most HSV-2 infected are not diagnosed

 They have mild or unrecognized infections
 But they shed intermittently from the genital tract

 Most transmission occurs during asymptomatic 
shedding episodes



Herpes Simplex Virus 

 Ulcer(s) today ->  
culture the lesion. 
Virus culture is still the 
preferred  method for 
diagnosing HSV

 Sensitivity declines as 
lesions heal
 Vesicles = 90%
 Ulcers = 70%
 Crusted lesions = 30%
If primary episode, HSV 
serology not yet positive.





 Indications for type-specific HSV serology:
1. Recurrent or atypical symptoms with negative HSV culture/PCR 

of lesion(s).
2. Partner with genital herpes.
3. Anyone with HIV infection.
4. Consider in clients with multiple sexual partners
5. Men who have sex with men at risk for HIV acquisition.

 Not indicated for routine screening of the general 
population or routine screening of pregnant women.

Genital Herpes



Asymptomatic Herpes

 50% of HSV-2 antibody (+) people have no 
clinical history of genital herpes

 Asymptomatic infections can recur 
symptomatically

 Majority (65%) will note lesions after 
education/counseling



Order serology testing for HSV antibody to 
glycoprotein G.  IGG testing.  IGM testing not reliable 
do not use it . 

 HSV serology: positive HSV-1, negative HSV-2
HSV-1: likely acquired in childhood.
HSV-2: either negative or very new infection…

 In this case: get partner tested, and/or repeat test in a 
few weeks to determine HSV-2 status.

Clara



25 year old female

Patient comes to you very worried after reading about 
HPV on the internet. She know her boyfriend used to 
have a wart and she thinks she may have had one as 
well.  She is planning pregnancy and wants to be sure 
she does not have HPV. 

What should you tell her?

Alice



62

HPV Genotyping System

 Low-risk types
 Most visible warts caused by HPV types 6 and 11

 High-risk types
 HPV types 16 and 18 found in more than half of 

anogenital cancers 
 Most women with high-risk HPV infection have normal 

Pap test results and never develop precancerous cell 
changes or cervical cancer

Pathogenesis



 In women 15–25 years of age, ~80% of HPV 
infections are transient.1

 Gradual development of cell-mediated immune 
response presumed mechanism2

 In a study of 608 college women, 70% of new HPV 
infections cleared within 1 year and 91% within 2 
years.3

 Median duration of infection = 8 months3

 Certain HPV types are more likely to persist (eg, HPV 16 
and HPV 18).

1. Meijer CJLM, Helmerhorst TJM, Rozendaal L, van der Linden JC, Voorhorst FJ, Walboomers JMM. Histopathology. 198;33:83–86. 2. Schiffman M, Kjaer SK. J Natl 
Cancer Inst Monogr. 2003;31:14–19. 3. Ho GYF, Bierman R, Beardsley L, Chang CJ, Burk RD. N Engl J Med. 1998;338:423–428. 

HPV Clearance



 Persistent infection: Detection of same HPV type two or 
more times over several months to 1 year1

 Widely accepted that persistence of high-risk types of 
HPV is crucial for development of cervical pre-cancer 
and cancer1

 Other associated factors
 Age (≥30 years)*,2

 Infection with multiple HPV types3

 Immune suppression4

 Currently, there are no antivirals available to treat the 
underlying HPV infection.5

*May be partially confounded by duration of infection
1. Schiffman M, Kjaer SK. J Natl Cancer Inst Monogr. 2003;31:14–19. 2. Hildesheim A, Schiffman MH, Gravitt PE, et al. J Infect Dis. 1994;169:235–240. 3. Ho GYF, Burk 
RD, Klein S, et al. J Natl Cancer Inst. 1995;87:1365–1371. 4. Kobayashi A, Greenblatt RM, Anastos K, et al. Cancer Res. 2004;64:6766–6774. 5. Stanley M. J Natl 
Cancer Inst Monogr. 2003;31:117–124.

HPV Persistence





Cervical Cancer Screening

 When to start?
 Age 21
 How often every 2 to 

3 years until age 30
 At age 30 do pap 

and HPV screen. If 
both negative do not 
repeat before 5 years

 When to stop?
 With history of normal 

paps, stop between 
ages 65 and 70

 No need if cervix 
removed with 
hysterectomy for non 
cancer indication



No need for HPV testing today.

Most likely even if found will be transient.

Pap smear is indicated along with GC/CT testing
Discuss HPV vaccine if has not always finished series.

Pre- pregnancy counseling, folic acid, no alcohol, 
Importance of early entry into prenatal care

Alice



HIV and STD Co-Infection

• Increased susceptibility; 2 to 5 times 
• Increased infectiousness; 10x HIV semen 
concentration with gonorrhea

• Early detection and treatment of STDs



HIV screening/testing

 Offer HIV screening to all adults and adolescents 
at increased risk for HIV infection

 Offer to every sexually active adult and 
adolescent at least once in 5 year period

 Screen all pregnant women at intake and repeat in 
3rd trimester if deemed high risk or if community 
prevalence > than 1%

 Screen any person diagnosed with another STD



37 year old male

Presents with a one week history of rash on his body. 
Not very itchy. Tried some 
OTC lotion, didn’t help. 

Works as a truck driver, 
no new exposures with 
respect to clothing, 
chemicals, etc

Javier



Not sure what it is, maybe try some moisturizing lotion 
with a little HC cream and see back in a couple of 
weeks. 

But then you think…..

should I ask some more questions?

Javier



37 year old male

Partners: Lifetime 5. Married  for 15 years but most recent partner 
is male

Prevention of  pregnancy: condoms

Protection from STIs: uses condoms with wife but not always with 
new partner

Practices: insertive anal (top) and oral

Past history of  STI’s: Gonorrhea 5 years ago. No testing since

Javier





What tests?

 GC and CT urine 
 GC swab from pharynx
 Syphilis testing : EIA or RPR
 HIV testing

Javier



Results
 GC/CT: negative 
 GC pharynx: negative
 Syphilis EIA: positive
 RPR: positive titer 1:16
 HIV: negative

What do you do now? 

Javier



 Onset from a few weeks to 6 months from exposure
 Rash – can involve palms and soles

 Papulosquamous, maculopapular, papular, annular, 
papulopustular, eczematous; not vesicular in adults

 Systemic symptoms - may include:
 Fever, headache, malaise, anorexia, diffuse 

lymphadenopathy, sore throat, myalgias, weight loss, patchy 
alopecia

 Not everyone will experience symptoms even if 
untreated syphilis is still present

2o Syphilis:  Clinical presentation



* Of the reported male cases of primary and secondary syphilis, 18.3% were missing sex of sex partner information.
† MSW = men who have sex with women only; MSM = men who have sex with men.
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Primary and Secondary Syphilis—Reported Cases* by 
Stage, Sex, and Sexual Behavior, United States, 2010





Primary syphilis: chancre



Secondary syphilis: rash on palms



Secondary syphilis: maculopapular rash



STD Screening for MSM

Sexually Active adolescents & up to age 25 
Urine based gonorrhea and chlamydia 

screening
Yearly HIV
Yearly syphilis screening 

Depending on history 
Gonorrhea  swab of pharynx
Gonorrhea and chlamydial  swab of rectum

Other:
Consider testing for Hepatitis B surface AG
Vaccinate against Hep A and B

CDC 2010 STD Tx Guidelines www.cdc.gov/std/treatment



Clara returns to you a few months later.   It is time for her Pap test

You notice that she has not refilled her nuvaring in a few months and 
you ask her what her future pregnancy plans are since you want to 
make sure she is getting enough folic acid and knows to get in to 
prenatal care early. 

She becomes tearful and tells you her fiancé is not allowing her to 
use birth control even though she is not ready to have children yet. 

Clara returns



ACOG bulletin number  number 554 Committee opinion February 
2013 More common in situations where there is  Intimate partner 
violence ( range from 15% to 66%) 
Suggested screening questions: 
Has your partner ever forced you to do something sexually that you 
did not want to do or refuse your request to wear condoms?
Has your partner ever tried to get you pregnant when you did not 
want to get pregnant?
Are you worried your partner will hurt you if you do not do what he 
wants with the pregnancy?
Does your partner support your decion about when and if you want 
to become pregnant?

Reproductive and Sexual Coercion



Interview women privately ( consider a sign in you reception area)
Educational posters
Small  safety  cards in bathrooms and in exam rooms 

When discussing use ‘ forced sex’ not rape since many will not 
endorse rape because it occurred with a partner. 

Consider options for your patient:
IUD with strings cut short
Emergency contraception pills in plain unmarked envelope
Offer to have STI notification be anonymous

Reproductive and Sexual Coercion



Preventative screening recommendations 



Affordable Care Act: Covered Benefits

 Screening for 
gestational DM

 Screening for HRHPV at 
cervical screening 
beginning at age 30

 Annual counseling on 
sexually transmitted 
disease risk

 Annual counseling and 
screening for HIV 
infection

 Counseling on and 
access to contraception 

 Comprehensive lactation 
support

 Screening and 
counseling for 
interpersonal and 
domestic violence

 At least one annual 
preventive services visit 
per year



Resources



Resources for Providers

 Prevention Services Under the Affordable Care Act: 
www.healthcare.gov/news/factsheets/2010/07/preventive-services-
list.html

 STD Treatment Guidelines: www.cdc.gov/std  

 U.S. Medical Eligibility Criteria for Contraceptive Use: 
www.cdc.gov/reproductivehealth/unintendedpregnancy/usmec.htm

 Chlamydia and STD Resources for Healthcare Providers: 
www.ncc.prevent.org/download/4providers/chlamydia%20and%20std
%20resources%20for%20healthcare%20providers.%203.11.10.pdf

 American Social Health Association (tool kits, CE, 
resources): www.ashastd.org 

 National Network of Prevention Training Centers 
(sexual history taking tools, training): www.nnptc.org



Resources for Patients

Medically accurate and interesting…
 www.gyt.org
 www.sexetc.org
 www.goaskalice.columbia.edu
 www.itsyoursexlife.com
 www.scarletteen.com
 www.beforeplay.org
 www.teenwire.com
 www.stdhelp.org
 www.ASHASTD.org



Thank you for your time and participation!

What is one thing you will change in your 
practice as a result of this session?

Grace.Alfonsi@dhha.org
Helen.Burnside@dhha.org

www.denverptc.org


