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2012 was marked by great strides and continued challenges for reproductive health & rights in the United States. 

The Affordable Care Act now guarantees that women have unprecedented access to contraception. But conservative state legislatures had another banner 
year passing restrictive reproductive health legislation: 42 states and the District of Columbia enacted 122 provisions related to reproductive health and 
rights, one-third of them—43 provisions in 19 states—restricting access to abortion services. We know that these laws are not intended to protect women, 
as their authors deceitfully claim. On the contrary, they aim to shut clinic doors and have already done so. Over the past three years, at least 54 abortion 
providers in 27 states have either closed or stopped offering abortion services. 

Promoting best practices in reproductive health care is the heart of the Reproductive Health Access Project’s mission. We work directly with clinicians, 
training them and providing them with the tools and support they need to offer comprehensive contraception and abortion care to their patients. In this 
highly politicized environment, we have to be strategic in order to achieve our goals. 

Early in January 2012, our staff and board mapped out these strategic priorities for 2012:

Strengthen and deepen the support we provide to clinicians working in underserved areas
Increase our organization's capacity to do more in more areas of the country, and
Develop new ways to tell our story and spread our message. 

In 2012 we made great progress in raising our organizational profile: We launched a blog and expanded our Twitter and Facebook presence. Our tools, 
resources and expertise received significant attention in mainstream media, and our medical director, Linda Prine, was honored with the 2012 William K. 
Rashbaum, MD, Abortion Provider Award by Physicians for Reproductive Health. 

RHAP’s expanded public platform helped us connect with more supporters and reach more clinicians across the country (and around the world) in 2012 
than ever before. Thank to generous gifts from new and existing supporters, we were able to hire more staff and launch new initiatives.

RHAP developed a series of new birth control resources and launched a project to expand access to miscarriage care in primary care. And our Family 
Medicine Reproductive Health Network, which connects and supports family physicians providing abortion care, grew to more than 420 members across 
36 states. This year, our support enabled a family physician to begin offering abortion services in Arkansas, a state with some of the toughest abortion 
laws in the country. 

RHAP has had an amazing year and we are planning even bigger things in 2013. We are proud to share with you this report on our accomplishments in 
2012. We can’t thank you enough for your support, and look forward to working in partnership in the years to come!

Barbara Kancelbaum    Lisa Maldonado
President, Board of Directors    Executive Director 

Letter from the Board President 
and Executive Director
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GAPS (Graduate Abortion Provider Support) Fellowship 
The GAPS Fellowship, launched in 2011, provides family physicians in critically underserved areas with intensive support 
to integrate abortion into their clinical practice. 

GAPS Fellows commit to integrating early abortion care into their practices during the Fellowship year in collaboration with 
RHAP staff and to participating in project-evaluation efforts. Fellows receive:

Intensive technical assistance to set up appropriate clinical and 
administrative systems at the clinical site.

Financial support to help cover specific start-up costs. 

Access to legal counsel. 

Support to attend relevant national and regional conferences. 

Our GAPS Fellows are core members of our Family Medicine Reproductive 
Health Network.

In September 2012, our first GAPS Fellow 
began offering medication abortion in her 
Arkansas family practice. 

Up until then, Arkansas had only two abortion 
care facilities in the state, both of which have 
to comply with onerous legislation targeting 
high-volume abortion facilities. 
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Integrating miscarriage 
management into 
community health care centers

In 2012 RHAP launched an initiative to integrate management of early pregnancy loss 
into primary care.

Our goal is to learn how family physicians are providing miscarriage care and field 
test some strategies to expand access to this care.

RHAP is:

Conducting research to understand how family 
physicians trained in abortion are using their skills to provide 
miscarriage care. We want to learn about barriers that they face 
and the factors that help them succeed in caring for women.

Advocating to ensure that all family physicians are trained 
to provide full-spectrum reproductive health care – including 
contraception, abortion and miscarriage care.  We are working to 
strengthen the current family medicine residency training 
guidelines. 

Pilot-testing new strategies to integrate 
miscarriage care into community health centers, an often 
overlooked source of reproductive health care. This winter RHAP 
began working with a community health center in Montana to 
integrate the comprehensive management of early pregnancy loss 
into their clinical practice. The lessons we are learning in Montana 
will guide our work in years to come. 
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Just about every day RHAP receives a message from a clinician or learns about an organization that is 
using our tools and materials. These resources are among the central ways in which RHAP is concretely 
changing the way reproductive health care is provided.

We have tools and resources covering Contraception, Medication Abortion, Manual Vacuum Aspiration, and 
Miscarriage Management. Our resources include clinical protocols, patient-education materials, clinical forms, administrative
information, and teaching tools.

Practical 
Everything we share on our website was developed through our hands-on work in the field with primary care clinicians.

Available at No Charge
These materials are available for free by anyone, anywhere. No questions asked, no signing up.

Trusted 
Evidence-based. We constantly update our resources to ensure that they are scientifically accurate and reflect the latest research and 
knowledge in the field.

Pharma-free. We don’t accept funding from pharmaceutical companies. We don’t promote specific brands of medication or 
contraception. Our information is unbiased, based on science alone.

Clear and easy to understand. Our patient-education materials are written at low literacy levels and are available in multiple languages. 
We take care to design them so they are easy to read. All our materials are field tested by the kinds of clinicians who will use them.

Emergency Contraception 
(or EC)
(Morning After Pill)

Abortion Pill/ 
Medication Abortion 
(Mifepristone/RU-486)

What Does It Do? Prevents a pregnancy after unprotected sex Ends a pregnancy

Names Of Pills Levonorgestrel (Plan B® One-Step, Next Choice™ 
and others) OR 
Ulipristal (ella®) 

Mifepristone (Mifeprex®) 
AND 
Misoprostol (Cytotec®)

What’s In The 
Pills? How Do 
They Work?

Most brands of EC contain progestin, one of the 
hormones found in daily birth control pills. 

ella® contains a hormone that mimics and blocks 
progestin.

EC works by delaying ovulation.

Mifepristone stops a pregnancy from growing. 

Misoprostol causes cramping so the pregnancy comes 
out of the uterus.

When Do You  
Take It?

The sooner you take EC, the better it works. (ella® 
works just as well 5 days after sex as it does the 
first day.) EC works up to 5 days after unprotected 
sex. Some packs contain 1 pill, and some packs 
contain 2 pills. You can take the  
2 pills together.

It works in early pregnancy, up to 9 weeks after your 
last period. Your healthcare provider gives you one 
pill to swallow in the office. You take the second 
medicine at home.

What Happens  
to Your Body?

Most women feel fine. Some women have nausea, 
vomiting, headache, dizziness, stomach cramps 
or breast pain for a short time after taking the 
pills. Your next period may come a few days early 
or a few days late.

After taking the first pill, most women feel fine. 
After using the second medication at home, women 
have heavy bleeding, often with clots. This lasts for 
a couple of hours. Afterwards, lighter bleeding may 
last 1-3 weeks. Pain varies from mild to very strong 
cramps off and on. Pain pills help.

How Well Does It 
Work?

EC lowers your chance of getting pregnant by  
59 to 90 percent.

The abortion pills work about 98-99% of the time. If they 
don’t work, you must have an aspiration abortion. 

How Much Does  
It Cost?

EC costs about $35 - $60 for one pack. The exact cost depends on where you go.

Insurance 
Coverage

Many private insurance plans do not cover EC.  
In some states, Medicaid covers it.

Many insurance plans now cover medication abortion.

How Do You  
Find It?

Available at pharmacies, health centers or health 
care providers: Call ahead to see if they have it.

Women and men of any age can get some brands 
without a prescription. Women under age 17 
need a prescription for other brands. ella® is only 
available with a prescription.  

Ask your health care provider or visit www.not-2-
late.com

Ask your health care provider,  
call (800) 772-9100,  
or go to www.prochoice.org/pregnant/find/.

Emergency Contraception and Medication Abortion:

What’s the Difference?
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Método
¿Qué tan 
seguro 
es?

¿Cómo 
usarlo?

Ventajas Posibles inconvenientes

DIU 
de cobre (ParaGard™)

99% Debe insertarlo y 
quitarlo personal 
médico calificado

El DIU de cobre (ParaGard™) puede 
permanecer en su lugar durante 12 años 
Se puede usar si esta amamantando
La posibilidad de embarazo es inmediata 
una vez que se retira el DIU

Puede aumentar la intensidad de los 
cólicos menstruales así como reglas  
más pesadas 
El DIU puede causar manchado entre 
periodos
Durante su colocación se podría perforar 
la pared del útero, pero es rara la vez 
que esto sucede 
No proteje contra VIH u otras 
enfermedades de transmisión sexual

DIU con hormonas 
(Mirena™, Skyla™)

99% Debe insertarlo y 
quitarlo personal 
médico calificado

Mirena puede permanecer en su lugar 
por 7 años
Skyla puede permanecer en su lugar por 
3 años
Puede reducir los cólicos y el sangrado 
menstrual
Se puede usar si esta amamantando
La posibilidad de embarazo es inmediata 
una vez que se retira el DIU

Puede provocar reglas más ligeras  
y breves
Durante su colocación se podría perforar 
la pared del útero, pero es rara la vez 
que esto sucede 
No proteje contra VIH u otras 
enfermedades de transmisión sexual

Implante 
Anticonceptivo
(Nexplanon™)

más de 
99%

Personal médico 
calificado debe 
insertarlo por debajo 
de la piel del brazo 
y tambien debe 
quitarlo

Protección anticonceptiva de largo plazo 
(efficaz desde el primer día hasta 3 años)
No hay que tomar pastillas diarias
Se puede usar si esta amamantando
Después de que se lo retiren la 
posibilidad de embarzarse es inmediata

Puede causar sangrado irregular 
(manchado, desaparece su regla, o puede 
causar una regla pesada)
Después de usarlo durante un año, 
muchas usuarias dejan de tener su regla 
No proteje contra VIH u otras 
enfermedades de transmisión sexual

Inyección
(Depo-Provera)

97-99% Tienen que 
inyectarse cada  
tres meses

Cada inyección dura 12 semanas
Privado
Ayuda a prevenir el cáncer en el tejido 
que cubre el interior del útero
No hay que tomar pastillas diarias
Se puede usar mientras esta 
amamantando

Puede causar manchado, desaparece 
su regla, aumento de peso, depresión, 
cambios en el cabelludo y en la piel, 
cambio en el deseo sexual
La posibilidad de embarazo podría 
retrasarse después de suspender su uso
Los efectos secundarios pueden durar 
hasta 6 meses después de haberlo dejado 
de usar
No proteje contra VIH u otras 
enfermedades de transmisión sexual

Pastillas 
Anticonceptivas 
(la píldora)

92-99% Tiene que tomarlas 
todos los días

Puede causar que su regla sea más 
regular y con menos dolor 
Puede mejorar síntomas del síndrome 
premenstrual (SPM)
Puede ayudar con el acné
Reduce el riesgo del cáncer en los 
ovarios
La posibilidad de embarazo es inmediata 
una vez que deja de tomarlas

Puede causar nausea, aumento de peso, 
dolor de cabeza, cambios en el deseo 
sexual. Estos efectos pueden controlarse 
simplemente cambiando la receta de 
pastillas anticonceptivas 
Puede causar manchado irregular 
durante los primeros dos meses
No proteje contra VIH u otras 
enfermedades de transmisión sexual

Pastillas 
Anticonceptivas 
que sólo contienen 
Progesterona

92-99% Tiene que tomarlas 
todos los días a la 
misma hora

Se puede usar si esta amamantando
Las posibilidades de embarazo son 
inmediatas una vez que deja de tomarlas

Muchas veces provoca manchando que 
dura por varios meses
Puede causar depresión, cambios en  
el cabelludo y en la piel, cambio en el 
deseo sexual
No proteje contra VIH u otras 
enfermedades de transmisión sexual

Tus  Opciones  Para E l  Contro l  Natal
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Method

How  
well  
does it 
work?

How to Use Pros Cons

Male Condom
(Latex or 
Polyurethane)

85-98% Use a new condom each time you 
have sex. 

Roll condom over hard penis and 
leave space at the tip to hold 
semen.

After sex, pull out before penis 
gets soft while holding onto the 
condom’s rim.

Use a polyurethane condom if man 
or woman is allergic to latex.

Can buy at many stores

Can put on as part of sex 
play/foreplay

Can help prevent early 
ejaculation

Protects against HIV 
and many other sexually 
transmitted infections (STIs)

Can be used while 
breastfeeding

Can decrease sensation

Can cause loss of erection

Can break or slip off

Female  
Condom
(Polyurethane)

79-95% Use a new condom each time you 
have sex.

Insert condom into vagina.

Use extra lubrication as needed.

Can buy at many stores

Can put in as part of sex 
play/foreplay

Good for people with latex 
allergy

Protects against HIV and 
other STIs

Can be used while 
breastfeeding

May be noisy

May be hard to insert

May slip out of place  
during sex

Spermicide
Cream, gel, 
sponge, foam, 
inserts, film, 
suppository

71-85% Insert more spermicide each time 
you have sex.

Insert spermicide deep into vagina 
shortly before sex.

May use with condoms (to protect 
against HIV& STIs).

Can buy at many stores

Can put in as part of sex 
play/foreplay

Comes in many forms

Can be used while 
breastfeeding

May raise the risk of getting 
HIV & STIs

May irritate vagina or penis

Cream, gel and foam can  
be messy. 

Does not protect against  
HIV or STIs

Withdrawal
Pull-out

73-96% Pull penis out of vagina before 
ejaculation (that is, before the man 
comes).

It works better if the man urinates 
before sex.

Costs nothing

Can be used while 
breastfeeding

Less pleasure for some

Doesn’t work if the man 
can’t pull out penis in time

Does not protect against  
HIV or STIs

Must interrupt sex

Non-Prescription Birth Control Methods
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Kisa L Ye ? Yon metòd planin ki san danje, ki bon pou w pran apre w fin fè bagay 
san pwoteksyon.

Kisa Li Fè? Anpeche yon gwosès apre sèks san pwoteksyon oswa apre planin ki pa 
mache. EC pa mete fen a yon gwosès epi li pap mache si yon fanm te 
deja ansent.

Non Komèsyal Grenn Yo Next Choice®, Plan B® One-Step, ella®, elatriye

Kisa Ki Nan Grenn Yo? Majorite nan EC yo gen pwojestin (progestin), youn nan òmon yo jwenn 
nan grenn planin chak jou yo. 

ella® se yon grenn ki aji menm jan ak pwojestin epi ki bloke pwojestin.

Kilè W Pran Li? Pi bonè ou pran li, pi byen li mache. (ella® mache byen 5 jou apre sèks 
menm jan li mache byen premye jou a.). EC mache jiska 5 jou apre 
sèks san proteksyon. Kèk pake gen yon grenn, epi kèk pake gen 2 
grenn. Yo ka pran 2 grenn yo ansanm.

Kisa Ki Rive Nan Kò W? Majorite fanm yo ki pran EC santi yo byen. Kèk fanm gen kè plen, 
vomisman, maltèt, tèt vire, kranp nan vant oswa doulè nan tete pou 
yon ti tan tou kout apre yo fin pran grenn yo. Pwochen règ la kapab 
vini kèk jou anvan lè oswa kèk jou anreta.

Konbyen Li Koute? EC koute anviwon 35 a 60 dola pou yon dòz. Kèk konpayi asirans peye 
pou li. 

Ki Pi Byen Li Mache? EC diminye chans pou yon fanm ansent ant 59 a 90 pou 100, tou 
depan de ki pi bonè li pran grenn yo.

Èske Jenn Timoun Yo Dwe 
Di Paran Yo?

Non.

Kijan W Jwenn Li? Fanm ki gen 17 an e plis yo kapab jwenn pwojestin EC nan yon famasi 
san yon preskripsyon. Fanm ki gen pi piti pase 17 an bezwen yon 
preskripsyon pou yo jwenn EC. Fanm yo ka jwenn ella® sèlman avèk 
yon preskripsyon. Mande moun k ap ba w swen sante a oswa ale sou 
www.not-2-late.com.

Grenn Planin Anijans (Emergency Contraception)

oswa EC (Grenn Nan Demen Maten Apre Sèks La)

Kote yo jwenn enfòmasyon sa yo: www.reproductiveaccess.orgReproductive Health Access Project
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Quick Start Algorithm — Woman requests a new birth control method:

 1. Pill, Patch, Ring, Injection

 2. Progestin IUD or Implant

First day of last menstrual period (LMP):

≤ 5 days ago > 5 days ago

Urine pregnancy test: negative*

noyes**

Start 
method 
today Unprotected sex since last LMP?

Start  pill/ 
patch/ring/

injection today,  
use back-up  

method 1st week

Patient understands risk of early 
pregnancy, and wants to start pill/patch/ring/
injection today. Start pill/patch/ring/injection, 

use back up method 1st week

Patient wants to wait to start  
new method. Give prescription 

 for chosen method;  
advise patient to use barrier 

method until next menses

Timing: start new method TODAY 
even if taking EC today

Start pill/patch/ring on 1st day  
of menses; return for injection 

within 5 days of menses
Two weeks later, urine pregnancy test is  

negative;* continue pill/patch/ring/injection

First day of LMP is:

≤ 5 days ago > 5 days ago

Urine pregnancy test: negative*

noyes**

Insert
IUD/implant

today Unprotected sex since LMP?

Insert
IUD/implant

today

Patient declines pill/patch/ring as a bridge to the 
IUD/implant, understands risk of early pregnancy, 

and wants IUD/implant today

Patient prefers pill/patch/ 
ring as a bridge to the  

IUD/implant

Insert IUD/implant today Two weeks later, urine pregnancy test is negative*

Insert IUD/implant today, 2 weeks after initial visitTwo weeks later, urine pregnancy test is negative*

6-72

5-10

1-2
1-7

98-99% 99%

www.reproductiveaccess.orgReproductive Health Access Project

Method
How well 
does it 
work? *

How to Use Pros Cons

Vasectomy > 99% A clinician performs this 
procedure. It lasts for the 
rest of your life 

Vasectomy works by 
blocking the tubes that 
carry sperm from the testes. 
This prevents sperm from 
entering the semen (cum) 

After vasectomy, when the 
semen has no sperm, you do 
not have to do anything else 
to prevent pregnancy

Provides permanent and highly 
effective birth control 

Can be done in the clinician’s 
office in 10-15 minutes

Covered by most insurance

No general anesthesia

No change in sexual function, 
erections, or feeling

Does not affect male hormones

Does not protect against HIV 
and other STIs

Sperm may be present for up  
to 12 weeks. Use a backup 
method until a semen test 
shows no sperm. 

Risks include infection and 
bleeding (both rare). Some  
men have pain for a few days 
after vasectomy

If you change your mind about 
wanting to have children, it’s 
hard to reverse vasectomy

Male Condom 85-98% Use a new condom each 
time you have sex

Use other types of condoms  
(ie polyurethane) if you’re 
allergic to latex

Can get at many stores, 
schools, and clinics

Can put on as part of sex play/
foreplay

Can help prevent early orgasm

Protects against HIV and many 
other STIs

Can decrease feeling

Can cause loss of erection

Can break or slip off

Withdrawal
(“pull out method”)

78-96% Pull penis out of vagina 
before ejaculation (that is, 
before you come)

It works better if you urinate 
before sex.

Costs nothing Less pleasure for some

Does not work if the penis is  
not pulled out in time

Does not protect against HIV 
or STIs

Must stop sex before orgasm

Female  
Condom

79-95% Place condom inside vagina 
with the opening outside  
the vagina

Use a new condom each 
time you have sex

Use extra lube as needed

Can buy at many stores

Can put in as part of sex play/
foreplay

Good for people with latex 
allergy

Protects against HIV and  
other STIs

May be noisy

May be hard to insert

May slip out of place during 
sex

Spermicide
Cream, gel, sponge, 
foam, inserts, film

71-85% Insert spermicide into vagina 
each time you have sex

Can buy at many stores

Can be put in as part of sex 
play/foreplay

Comes in many forms: cream, 
gel, sponge, foam, inserts, film

May irritate vagina, penis

Cream, gel, and foam can  
be messy 

May raise the risk of getting 
HIV 

Bir th  Contro l  for  Men

www.reproductiveaccess.orgReproductive Health Access Project / July 2013

*Typical Use – Perfect Use
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In 2012 we released a series of 13 contraception user guides – the perfect handouts for anyone 

starting or switching birth control. Each birth control user guide is available in English and Spanish, 

provides information on what to expect, outlines how each method works and is used, answers typical 

questions, and troubleshoots the most common issues that come up.

CONDOM / 
EL CONDÓN (O PRESERVATIVO) 

THE SHOT / LA INYECCIÓN
DEPO-PROVERA 

DIAPHRAGM / EL DIAFRAGMA EMERGENCY CONTRACEPTION PILL 
(EC PILL) / 
PÍLDORAS ANTICONCEPTIVASLOS 
DE EMERGENCIA (AE)

FEMALE CONDOM / EL CONDÓN 
(O PRESERVATIVO) FEMENINO

PROGESTIN IMPLANT / 
EL IMPLANTE DE PROGESTINA 

PROGESTIN IUD / EL DIU DE 
PROGESTINA  – MIRENA™, SKYLA™

PROGESTIN-ONLY/ MINI-PILL
MINI PÍLDORA/LA PÍLDORA SOLO 
DE PROGESTINA

THE PATCH / SOBRE EL PARCHE THE PILL / SOBRE LA PÍLDORA THE RING / SOBRE EL ANILLO SPERMICIDE / EL ESPERMICIDA

COPPER IUD / EL DIU DE COBRE
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f ami ly
medicine
reproduct ive
health
network

Often, the clinicians we work with are the lone prochoice voices in their communities. Their work can 
be very hard. The Network connects members with like-minded colleagues all across the country who 
can provide them with clinical guidance and a sympathetic ear.

Family Physicians States
+ Washington D.C.

Integrating
abortion

into primary
care practices

Network members connect via:

The Accesslist

A vibrant clinical listserv 
that serves as the hub 
of Network 
communications. 
Members share 
information about best 
clinical practices in 
abortion and 
contraceptive care.

National and Regional Network 
meetings 

We host Network gatherings at 
various national primary care and 
reproductive health meetings and 
also in areas where we have a 
critical mass of members. 

In 2012 we hosted Network 
meetings in Cambridge, Cleveland, 
New Orleans, New York City, 
Seattle, and Vancouver.

Mentoring relationships

Every year we connect newly 
graduated family physicians 
with seasoned clinicians who 
are committed to offering 
support and guidance. 

So far, we have fostered 145 
mentor/mentee relationships.

420 36

RHAP’s Family Medicine Reproductive Health Network pulls together more than 420 family physicians in 36 states and Washington, 
D.C., to work together to integrate abortion into their primary care practices.
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f ami ly
medicine
reproduct ive
health
network

Network members work together to put the 
American Academy of Family Physicians on 
record supporting contraception and 
abortion care. 

We work with RHEDI (the Center for 
Reproductive Health Education in Family 
Medicine) to put forward these policy 
initiatives through the American Academy 
of Family Medicine in 2012.

2012 Policy Initiatives:

End Health Care 
Discrimination for 
Transgender People

End Age Restrictions for 
Emergency Contraception 
(EC) Access

Ensure Comprehensive and 
Confidential Health Care for 
Minors and Adults Insured 
as Dependents

Remove Barriers to IUD Use

Stop State Legislators from 
Practicing Medicine Without 
a License
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Assessing the Impact of the Family Medicine Reproductive Health Network
We build our Network by systematically reaching out to family medicine residents training in abortion care. The 
residents tell us about their training and future plans, and we, in turn, share our tools and resources with them 
and link them to mentors who help them as they start their clinical practices. 

Since 2007 we have added more than 325 newly trained family physicians to our 
Network and fostered 145 mentor/mentee relationships.
To understand the difference that our work is making, in 2012 we asked all Network members who completed their training 5 
years ago to complete a short survey. We wanted to find out how their training and our efforts had affected the care they 
provide. Here is a summary of what we learned: 

21% of the physicians we reached are providing abortion care as part of their regular clinical practice. 

15% work part-time in secondary jobs where they provide abortion care. 

More than one-third of the physicians provide abortion care.

70% of the physicians are treating early pregnancy loss. These clinicians are using their abortion skills to provide 

miscarriage care—even if they aren’t able to provide abortion care.

100% are offering a wide range of contraceptive options, including IUDs, at their primary clinical sites, and 

100% offer patient-centered options counseling.

86% are involved in clinical training. This means that their reproductive health clinical training is being passed on to 

the next generation of clinicians.

80% of the respondents received help from RHAP and the Family Medicine Reproductive Health Network. 

100% had used our website, our patient education materials and clinical protocols, and educational resources like the 

Contraceptive Pearls. 

30% reported receiving one-on-one support from RHAP.

Our work is making a difference.
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Every year we work hard to ensure that reproductive health care is well represented at 
primary care conferences and that a primary care perspective is represented at reproductive 
health conferences. 

The Contraceptive Pearls are a monthly email publication that 
highlights evidence-based clinical best practices designed to 
improve or expand access to contraception. 

18 @ =
clinical

presentations

15
national and

regional
conferences

24
hands-on

workshops
on manual vacuum aspiration,

medication abortion, 
contraception, and miscarriage care

250
clinicians
trained

450
clinicians
reached

Collaboration
with

Network
members

@@

2012 Topics: Diabetes and Contraception Use  Contraception and the Affordable Care Act  Post-Abortion Contraception  The Myth 
of the Required Pelvic Exam  Non-Pharmacologic Pain Management  Breastfeeding and Birth Control  Clinician Question: 

IUD Insertion in a Single Visit?  Birth Control for Less: Low-Cost Contraception Options  Estrogen Contraindications

contraceptive
pearls

2009 129 subscribers (at launch)

800 subscribers

1,300 subscribers

1,800 subscribers

2010

2012

2011
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2012 Reproductive Health and Advocacy Fellow: Dr. Lucia McLendon
Originally from South Carolina, Lucia joined us as a fellow upon completing the Beth Israel Residency in Urban 
Family Practice. As the Reproductive Health and Advocacy Fellow, Lucia spent the year developing her skills as 
an advocate, educator, and mentor. A strong educator, Lucia coordinated an initiative to ensure that 

all 17 sites of a large community health center had someone on staff 
trained in providing IUD and implants.

Lucia organized two pop-up 
birth control clinics: 

For the students of Fordham’s Law School (who have no 
access to birth control via their catholic university health 
center or health insurance) 

For students of John Jay Community College

127 students received free birth 
control counseling. 
 

While contraception is a core component of the family medicine model, most family physicians do not receive 
adequate training in all family planning methods and very few residency programs offer training in abortion 
care. The Fellowship in Reproductive Health Care and Advocacy develops leaders who will promote and teach 
full-spectrum women’s reproductive health care.

A FAMILY PHYSICIAN AND A MEDICAL STUDENT LEAD 
A GROUP CONTRACEPTIVE COUNSELING SESSION WITH 
STUDENTS FROM JOHN JAY COMMUNITY COLLEGE.

REPRODUCTIVE HEALTH ACCESS PROJECT
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February 2012: 
Launched our Valentine’s Day Facebook Campaign

National Recognition of Our WorkJuly 2012: 
Launched our BLOG

2/1/12
Before 

Campaign

750 
Facebook fans

2,000 
Facebook fans

2,400 
Facebook fans

2/14/12
2 weeks into

 campaign

12/31/12
End of year

increase in social media presence

The New York Times
Interview with Ruth Lesnewski, MD, 
our education director
“Switching Contraceptives Effectively”
by Jane E. Brody
September 17, 2012

Physicians for Reproductive Health
William K. Rashbaum Award 
Presented to Linda Prine, MD, 
our medical director
in recognition of her career-long service 
and impact on the field of abortion care.

220%

The Reproductive Health Access Project 
is building a movement to transform 
healthcare in this country so that everyone can 
access the care they need from the clinicians 
who know them best. In order to grow the 
movement, we need to reach out to as many 
people as possible.

In 2012 we focused on improving our 
ability to tell our story and spread our 
message.

RHAP now has a space to share our thoughts on policy 
initiatives, promote our newest resources, and share stories 
from the clinicians with whom we work, highlighting the 
patients they care for, the challenges they face, and the 
impact of providing contraceptive and abortion care on the 
communities they serve.
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Impact

Greater public recognition has allowed RHAP to connect with more clinicians and supporters 
than ever before. 

Our website statistics illustrate our growing reach.

180,000

Website
Visits

Website
Users

160,000

140,000

120,000

100,000

80,000

60,000

40,000

20,000

2010 2011 2012
0
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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

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 
Lia Cassanego
Women’s Health Advocate

Tiffany Cook
Program and Administrative Associate

Gabrielle DeFiebre, MPH 
Research Associate

Jenny Horton
Texas Field Organizer

Ruth Lesnewski, MD
Education Director

Lucia McLendon, MD
Fellow in Reproductive Health and 
Advocacy

Lisa Maldonado, MA, MPH
Executive Director

Rosann Mariappuram
Communications and Fundraising 
Associate

Linda Prine, MD
Medical Director

Susan Yanow, MSW
National Organizer

Mia Mattioli
Intern

Eve Peyser
Intern

Lianne Salcido
Intern

Hannah Wade
Intern
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Our Funders

The Reproductive Health 
Access Project is supported 
by many generous 
individual donors and the 
following foundations:
The Anderson-Rogers Foundation

The Brack Family Foundation

The Ettinger Foundation

FJC-A Foundation of Philanthropic Funds

The Bernard and Alva Gimbel Foundation

The Glickenhaus Foundation

The Lisa and Douglas Goldman Foundation

The Green Fund

The Grove Foundation

The Irving Harris Foundation

The Edward S. Moore Foundation

The Prentice Fund

The Morris Smith Foundation

The Mary Wohlford Foundation



Financial Information    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

2011

$122,500
$57,132
$2,587

$41,362
$385

$223,966

$175,510
$142,850

2012

$263,500
$61,150
$3,941

$45,543
$502

$374,636

$142,510
$230,136

EXPENSES

Program Services
Fundraising
Administrative

Total Expenses

2011

$186,340
$42,162
$28,123

$256,625

2012

$211,862
$48,223
$27,267

$287,352

2011 2012 2011 2012

PROGRAM
SERVICES

73%
FUNDRAISING

16%

ADMINISTRATIVE

11%

PROGRAM
SERVICES

74%
FUNDRAISING

17%

ADMINISTRATIVE

9%

FOUNDATIONS

70%

INTEREST

>1%

FOUNDATIONS

44%

INDIVIDUAL 
DONORS

16%INDIVIDUAL 
DONORS

21%

INTEREST

>1%

CONTRIBUTION
– IN KIND

12%

EDUCATIONAL 
MATERIALS

1%

CONTRIBUTION
– IN KIND

15%

EDUCATIONAL 
MATERIALS

1%

* Percentages may not add up
 to 100 due to rounding.
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