
reproductive
health
access 
project2013 a

n
n

u
a

l r
e

p
o

rt

new
program
area

•

new
patient
education
materials

•

reproductive
health and
advocacy
fellowship

•

family medicine
reproductive
health 
network

•

training
and
education

•

who 
we are

•

financial
information

•

Our Network spearheaded a successful national campaign 

to ensure that family planning and pregnancy options counseling 

are required components of family medicine residency education.

Our online action resulted in 2,100 letters sent to the ACGME 

Family Medicine Board. The ACGME family medicine residency 

training guidelines now require that all family physicians receive 

training in contraception and pregnancy options counseling.

The network has 541 members in 36 states and Washington, DC.

Media coverage

Family Doctors Consider Dropping Birth Control Training Rule.
NPR / April 25, 2013

Medical Director, Dr. Linda Prine, was featured in NPR’s story on 

the impact of proposed changes to family medicine training 

requirements on women’s health.

Why Does the ACGME Want to Eliminate Contraceptive 

Training for Family Physicians?
RH Reality Check  / April 24, 2013

Dr. Linda Prine and Dr. Ruth Lesnewski discuss the detrimental 

impact of removing mandatory contraceptive training during 

residency.

The Accreditation Council for Graduate Medical Education (ACGME) sets the standards for 

physician resident education. When the ACGME updated the standards for family medicine 

education in 2013, they deleted the requirement that all family physicians get trained to provide 

pregnancy options counseling and contraceptive care.

Family Medicine Reproductive Health Network•

DR. RUTH LESNEWSKI

DR. LINDA PRINE

NATIONAL MEETINGS

REGIONAL MEETINGS

STATES WITH MEMBERS

Meetings and Members, 2013

WASHINGTON

MONTANA NORTH DAKOTA

SOUTH DAKOTA

NEBRASKA

KANSAS

OKLAHOMA

TEXAS

IDAHO

WYOMING

MINNESOTA

IOWA

MISSOURI

ARKANSAS

LOUISIANA

MISSISSIPPI

ALABAMA

TENNESSEE

INDIANA

KENTUCKY

VIRGINIA

WEST VIRGINIA

OHIO
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MARYLAND

NEW YORK
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CONNECTICUT

RHODE ISLAND

NEW
HAMPSHIRE

MAINE

ILLINOIS

WISCONSIN

MICHIGAN

NORTH CAROLINA

SOUTH CAROLINA

GEORGIA

FLORIDA

UTAH

COLORADO

NEW MEXICO

OREGON

CALIFORNIA

NEVADA

ARIZONA

HAWAII

ALASKA

New Program Area: Miscarriage Care•

1 in 6 pregnancies ends in miscarriage. Providing treatment of early pregnancy loss in primary 

care settings is safe, effective and better for women. Our research is helping us develop effective 

strategies for training and supporting primary care clinicians to provide all three options for 

managing early pregnancy loss. By focusing on miscarriage care we are able to work in areas of 

the country and with health systems previously beyond our reach, expanding access to an 

important and often overlooked aspect of reproductive health care, and making strides in training 

clinicians in uterine aspiration and ultrasonography. 

The Network pulls together more than 540 family physicians across the country to work together 

to integrate abortion into primary care. Network members engage in training, mentoring and 

advocacy and connect in person at national and regional gatherings and via the Accesslist, a 

vibrant clinical listserv.

Researching how family 

physicians trained in abortion 

are using their skills to treat 

early pregnancy loss.

Pilot project integrating 

management of early pregnancy 

loss into a community health 

center in Montana.

Launched the UltraLove 

Campaign to raise awareness 

and funds to provide rural health 

centers with portable ultrasound 

machines.

New Patient Education Materials•

Female Sterilization
These methods block or break the Fallopian tubes so that eggs  
cannot meet sperm. There are a few ways that clinicians can do this.

Male Sterilization
This method prevents sperm 
from leaving the testes.

Surgical Methods
(“tubal or tubes tied”)

Non-surgical Methods
(Eßßure®)

Vasectomy

How does 
it work?

Clinicians reach the tubes through 
two small cuts in the belly. Then 
bands or clips are put on the tubes, 
or a piece of each tube is removed.

A clinician places a metal coil into 
each tube. The clinician reaches the 
tubes through the vagina. There 
are no cuts.

This method works by snipping the 
spermatic cord in the scrotum.

How well 
will it work?

98-99.9%, varies with method 97% >99%

How much 
does it 
cost?

Covered by most insurance plans 
and Medicaid (if over age 21)
If not covered, costs $1,500 to 
$6,000

Covered by most insurance plans 
and Medicaid (if over age 21)
If not covered, costs $1,500 to 
$6,000

Covered by most insurance plans 
and Medicaid; NOT covered by 
Medicare
If not covered, costs $350 to 
$1,000

Pros These methods reduce the 
worry of pregnancy and provide 
permanent and highly effective 
birth control.
Some methods can be done right 
after giving birth.
Works right away.

This method reduces the worry of 
pregnancy and provide permanent 
and highly effective birth control. 
Women can return to normal 
activities within 24 hours.
Can be done in the clinician’s office.
No general anesthesia.
No cuts.

This method reduces the worry 
of pregnancy and provides 
permanent and highly effective 
birth control. 
It is more effective and cheaper 
than most female sterilization 
procedures.
Can be done in the clinician’s office. 
No general anesthesia. 

Cons Women may feel regret. 
Does not protect against HIV and 
other sexually-transmitted infections.
This method is not for women who 
cannot use general anesthesia 
or have certain diseases of the 
reproductive organs.
This procedure must be done in a 
hospital operating room. The risks 
include infection, bleeding and 
reactions to general anesthesia.
Rarely, pregnancy may occur. If it 
does, there is a 30% chance it will 
be ectopic (outside the uterus). 
Post-procedure pain may occur 
and women may need a day or 
two to recover.

Women may feel regret. 
Does not protect against HIV 
and other sexually-transmitted 
infections. 
This method is not for women 
who are sensitive to nickel or 
have certain diseases of the 
reproductive organs.
Risks include infection and 
bleeding.
It takes up to 3 months to work. 
A back-up method should be used 
during this time. 

Men may feel regret.
Does not protect against HIV 
and other sexually-transmitted 
infections. 
This method is not for men who 
have a current infection in their 
penis, prostate or scrotum (such as 
an STI).
Risks include infection and 
bleeding.
Sperm may still be present for up 
to 12 weeks. A back-up method 
should be used until a semen test 
shows no sperm.
Post-procedure pain may occur 
and men may need a day or two 
to recover.

Permanent Birth Control (Sterilization)
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NFP Method
How 
Well It 
Works*

What You Do Fertile Days Pros Cons

Abstinence 100% You don’t have sex. Only method that 
is 100% effective 
at preventing 
pregnancy

No supplies to buy

You can’t have sex until 
you’re ready to get 
pregnant.

Basal Body 
Temperature 
(BBT) Method

80-98% You take your 
temperature each 
morning before 
getting out of bed. 
Your temperature will 
rise by about one-half 
a degree when you 
ovulate.

Day your temperature 
drops until 3 days after 
the rise in basal body 
temperature.

Low cost You must buy a basal body 
temperature thermometer.

You must take your 
temperature each day.

You can’t have sex on your 
fertile days.

NFP may not work well for 
women who do not have 
regular periods.

Natural Family Planning (NFP)

over

What is Natural Family Planning (NFP)?

NFP allows you to prevent pregnancy without using any drugs or devices. Fertility Awareness is another name for NFP. 

What makes NFP unique?

NFP differs from other types of birth control. Birth control prevents sperm from meeting eggs. Most birth control must 
be used each time you have sex. NFP tells you when you are most likely to become pregnant. These are your fertile 
days. NFP requires you to avoid sex on your fertile days.

Pros

NFP does NOT require you to use pills or condoms or to have devices in your body. NFP is a safe method of birth 
control. NFP is acceptable to some religions that oppose birth control.

Cons

NFP does NOT protect against HIV and other STIs. You cannot have sex on fertile days. NFP may not work well for 
women who do not have regular periods. Infections and some medications can cause changes in vaginal mucus, making 
some NFP methods harder to use. 

Important Terms

Period – the days of your menstrual cycle when you have vaginal bleeding. 

Menstrual Cycle – the length of time between the start of one period and the next. You ovulate (release an egg) during 
the middle of your menstrual cycle. You are most fertile on the days around ovulation. This is when you are most likely 
to become pregnant.

Sex – Vaginal intercourse (the penis in the vagina) can lead to pregnancy. Kissing, touching and oral sex are ok during 
your fertile days. 

Fertile Days – the days when you are most likely to get pregnant. You cannot have sex on your fertile days. The number 
of days depends on the method used.

NFP Method
How 
Well It 
Works*

What You Do Fertile Days Pros Cons

Ovulation/
Cervical 
Mucus 
Method 

75-99% The mucus in your 
vagina changes during 
your fertile days. Most 
days, it’s thick and 
sticky. It becomes 
watery and slippery 
when you ovulate. 

It lasts 4 days. Your 
fertile days start when 
the mucus becomes 
watery and slippery. 
You are fertile for the 
3 days afterward.

Low cost

No supplies to buy

This method 
allows you to have 
sex for all but 4 
days

You must check the mucus 
in your vagina each day.

You can’t have sex on your 
fertile days.

NFP may not work well for 
women who do not have 
regular periods.

Sympto-
thermal 
Method

75-98% Combination of BBT 
and Mucus methods

First signs of fertility 
(when mucus changes 
or body temp 
increases) to 3rd day 
after the increase in 
body temp or 4th 
day after the change 
in mucus, whichever 
comes second

Low cost You must take your 
temperature and check 
mucus each day.

You can’t have sex on your 
fertile days.

NFP may not work well for 
women who do not have 
regular periods.

You must buy a basal body 
temperature thermometer.

Calendar 
(Rhythm) 
Method

75-91% Track your menstrual 
cycle for at least  
6 cycles to predict 
your Fertile Days.

First day = shortest 
cycle length minus 18

Last day= longest 
cycle length minus 11

Low cost

No supplies to buy

It works best when you 
have tracked at least 6 to 
12 menstrual cycles.

You can’t have sex on your 
fertile days.

NFP may not work well for 
women who do not have 
regular periods.

Two Day 
Method

86-97% You check your mucus 
in your vagina each 
day. Then you ask 
yourself two questions.

“Is there mucus 
today?” (Yes or No?)

“Was there mucus 
yesterday?” (Yes or No?)

Any day during which 
the answer to both 
questions is YES.

Low cost

Works for women 
with any cycle 
length. 

No supplies to buy

You must check the mucus 
in your vagina each day. 

You can’t have sex on your 
fertile days.

NFP may not work well for 
women who do not have 
regular periods.

Standard 
Days Method

88-95% You track your 
menstrual cycle 
using CycleBeads. 
CycleBeads are a 
color-coded string 
of 32 beads. White 
beads show when you 
are most likely to get 
pregnant.

Days 8-19 of your 
menstrual cycle.

Low cost Only for use by women 
with menstrual cycles 
26-32 days long

You can’t have sex on your 
fertile days, which with this 
method = 11 days each 
month.

NFP may not work well for 
women who do not have 
regular periods.

*Typical Use – Perfect Use

www.reproductiveaccess.orgReproductive Health Access Project / March 2013

Permanent Birth Control (Sterilization) Natural Family Planning (NFP)

Our patient education materials are evidence-based, pharma-free, clear and easy to 

understand, and available in multiple languages. We strive to create informative educational 

materials so that everyone can make informed decisions.
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Reproductive Health and Advocacy Fellowship •

The Reproductive Health and Advocacy Fellowship trains family physicians to provide and teach 

full-spectrum reproductive health care. This year we tripled the number of fellows in our program.

2012 2013

Training & Education• contraceptive
pearls

2013 topics  Can you 

quick start the progestin 

IUD or Implant?  Introducing 

Skyla, a new IUD  Copper IUD 

for EC Natural Family Planning  

IUD Duration: A look at the 

progestin and copper IUDs 

Pelvic Inflammatory Disease 

and the IUD  Teens: Sex, 

Education, and Taking a Sexual 

History  Headaches and 

Hormonal Contraception  

Permanent Birth Control Options

Vasectomy: Permanent Birth 

Control for Men  Emergency 

Contraception: Timing, Weight, 

and Efficacy  Hormonal 

Contraceptives and Blood 

Pressure  

a monthly clinical e-publication

reaching 2267 

clinicians all across 

the world.

18
clinical

presentations

7
conferences

900
clinicians
reached

17
hands-on

workshops

289

2

clinicians
trained

Pop-up birth 

control clinics 

at two colleges 

in New York City

At our Pop-up birth control clinics medical students, 

residents, and fellows work together to provide contraceptive 

counseling, insurance screening and enrollment services, and 

access to birth control to underinsured young adults. All 

patients receive a prescription to the contraceptive method 

of their choice or an appointment at a nearby community 

health center for IUD or contraceptive implant insertion. 

We work hard to ensure that reproductive health issues are 

represented at primary care conferences and that a 

primary care perspective is represented at reproductive 

health conferences. Our hands-on workshops provide 

clinicians training in reproductive health procedures such as 

IUD and contraception implant insertion and removal and 

uterine aspiration.

Who we are•

LISA MALDONADO

ANA MARIN

EMILY KANE-LEE

KATIE BAHAN
HARLENE KATZMAN

REBECCA HART

BARBARA KANCELBAUM

LINDA PRINE, MD

SANDY MERRILL

CAROL WEBER

LINDA ROSENTHAL

JAYMA MEYER

EVA KOLODNER

DANIELLE PAGANO
DR. HONOR MACNAUGHTON

LUCIA MCLENDON, MD

RUTH LESNEWSKI, MD

ROSANN MARIAPPURAM

Advisory Committee 

Talcott Camp, JD
American Civil Liberties Union

Eric Ferrero
Planned Parenthood Federation 
of America

Joshua Freeman, MD
University of Kansas, 
Department of Family Medicine

Robert Gillespie
Population Communication

Rebecca Hart, JD Chair
Provide

Angela Hooton, JD
Center for Reproductive Rights

Rachel K. Jones, PhD
Guttmacher Institute

Hannah S. Kully, PhD

Virna Little, PsyD
Institute for Family Health

Jodi Magee
Physicians for Reproductive Health

Maureen Paul, MD
Beth Israel Deaconess Medical Center

Eric Schaff, MD
Temple University/Greater 
Philadelphia Action Center, Inc.

Susan Sommer, JD
Lambda Legal

Our Funders 
The Reproductive Health Access Project is supported by many 
generous individual donors and the following foundations:

The Anderson-Rogers Foundation

FJC-A Foundation of Philanthropic Funds

The Bernard and Alva Gimbel Foundation

The Glickenhaus Foundation

The Green Fund

The Grove Foundation

The Irving Harris Foundation

The Edward S. Moore Foundation

The Prentice Fund

The Mary Wohlford Foundation

Board 

Katie Bahan, MPH

Vicki Breitbart, EdD

Barbara Kancelbaum, MS
President

Emily Kane-Lee, MA

Harlene Katzman, JD 
Vice-President

Eva Kolodner

Ruth Lesnewski, MD

Honor MacNaughton, MD

Ana Marin 
Secretary

Jayma Meyer, JD

Sandy Merrill, MPH 

Danielle Pagano, MA 
Treasurer

Linda Rosenthal, JD

Staff 

Sarah Baird, MD
Fellow in Reproductive Health and Advocacy 

Stephanie Blaufarb
Program and Administrative Associate

Gabrielle deFiebre, MPH
Research Associate

Kelita Fox, MD
Fellow in Reproductive Health and Advocacy

Sarah Gordon
Intern

Aiden Harrington
Intern

Jenny Horton
Texas Field Organizer

Ruth Lesnewski, MD
Education Director

Lucia McLendon, MD  
Reproductive Health and Advocacy Fellow

Lisa Maldonado, MA, MPH
Executive Director

Rosann Mariappuram
Development Associate

Rupa Natarajan, MD
Fellow in Reproductive Health 
and Advocacy

Ilana Newman
Intern

Linda Prine, MD
Medical Director

Kristi Ramdial
Intern

Alexandra Regas-Riewerts
Women’s Health Advocate

Susan Yanow, MSW
National Organizer

Fiscal Year: April 1 – March 31

INCOME

Foundations 

Individual Donors

Education Materials

Contribution - in kind

Interest and other income

Total Income

Net assets, beginning of year

Net assets, end of year

2012

$263,500

$61,150

$3,941

$44,684

$502

$373,777

$142,510

$230,136

2013

$230,000

$82,004

$2,113

$77,624

$497

$392,238

$230,136

$212,098

EXPENSES

Program Services

Fundraising

Administrative

Total Expenses

2012

$211,862

$48,223

$27,267

$287,352

2013

$298,449

$66,130

$45,697

$410,276

2012 2013

2012 2013

PROGRAM
SERVICES

74%
FUNDRAISING

17%

ADMINISTRATIVE

9%

PROGRAM
SERVICES

73%
FUNDRAISING

16%

ADMINISTRATIVE

11%

FOUNDATIONS

59%

INTEREST

>1%

FOUNDATIONS

70%

INDIVIDUAL 
DONORS

21%

INDIVIDUAL 
DONORS

16%

INTEREST

>1% CONTRIBUTION
– IN KIND

20%

EDUCATIONAL 
MATERIALS

1%

CONTRIBUTION
– IN KIND

12%

EDUCATIONAL 
MATERIALS

1%

* Percentages may

   not add up to 100 

   due to rounding.

Financial Information•

http://www.npr.org/blogs/health/2013/04/26/178863728/family-doctors-consider-dropping-birth-control-training-rule
http://rhrealitycheck.org/article/2013/04/24/why-does-the-accreditation-council-for-graduate-medical-education-want-to-eliminate-contraceptive-training-for-family-physicians/

