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Membership

'IJée majority of members are clinically trained and based in the

Membership benefits:
« Stay up to date with scientific and clinical developments
» Connect with others invested in family planning
« Serve on SFP-committees, review grant proposals

» Take part in mentorship and career development
opportunities

* Receive reduced conference registration fees



Proposals and grants

Between 2007-2017:

* Received 1,024 proposals

« Awarded 305 grants ($22.5 million)
» 2018 awards just announced!

Grants:
» 38% focus on abortion; 41% on contraception



The North American Forum on Family Planning

* Premier family planning
conference of over 1,200
clinical and social scientists,
and other partners

» Started in 2012

 Attendees hear about new
research




Clinical practice guidelines (CPGs)

* First published in 2008

* 18 published to date

* 13 focused on abortion
provision

» 5 focused on contraception
provision

* Collectively cited 495 times
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Abstract

Postplacental intrauterine device (IUD) placement, defined as IUD placement within 10 min after delivery of the placenta, is an appealing
strategy for increasing access to postpartum 1UDs because it does not require a scparate postpartum visit. These guidelines preseat an

dence-based of postplacental IUD placement after vaginal and cesarcan delivery, Postplacental IUD insertion is safe and does
not have higher risks of complications than interval inscrtion. Most studics find that the risk of IUD expulsion is higher after postplacental
inscrtion than after interval inscrtion for both vaginal and cesarcan deliverics. Most studics find higher rates of cxpulsion aficr vaginal
delivery than after cesarean delivery. However, expulsion rates vary widely across studics, without clear evidence about the factors that
may influence expulsion. In scttings where replacement of expelled IUDs is available, patient populations with low rates of retum for
the postpartum visit arc most likely to benefit from provision of postplacental IUD placement with appropriate counscling about risks
and bencfits.
© 2017 Elsevier Inc. All rights reserved
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1. Background An updated analysis found an overall LARC insertion rate of
13.5 per 10,000 deliveries in 2012-2013 with significant

Intrauterine device (IUD) placement within 10 min after
delivery of the placenta is an appealing strategy for
increasing access to postpartum IUDs because it does not
require a separate postpartum visit. The American College of
Obstetricians and Gynecologists (ACOG) strongly encour-

ages the practice of immediate postpartum provision of
long-acting reversible contraception (LARC) [1]. To in-
7 states and the District

crease access to postpartum LARC,
of Columbia have published proposed or final guidelines for
Medicaid reimbursement for in-hospital provision of post-
partum LARC, including IUDs [2]. In the United States, the
rate of postpartum IUD insertion prior to hospital discharge
has been increasing, from 0.10 per 10,000 deliveries in
2001-2002 to 0.55 per 10,000 deliveries in 2007-2008 [3]

* Corresponding author.

increases in both TUDs and implants [4]

In these guidelines, we use a modified version of the 1983
World Health Organization (WHO) definitions for insertion
after delivery [S]:

1. postplacental (or diate 1 ): IUD inser-
tion within 10 min of delivery of the placenta;

early postpartum: IUD insertion>10 min to 1 week
postpartum;

delayed postpartum: IUD insertion | week through
6-8 weeks after delivery;

interval: [UD insertion unrelated to timing of delivery,
usually after 6-8 weeks.

| o

E-mail addresses: amyw(@ppil.org (A K. Whitaker), chenba@upme.edu (BA. Chen)

hutps://doi.org/10.101 64 contraception. 2017.09.014
0010-7824/0 2017 Elsevier Inc. All rights reserved




Join us!

Apply for grants Attend the 2018 Forum
* New RFP in Spring, 2019 « October 20t-22"din New
Orleans

Become a member

* Apply online, applications
rolling * Open access at
Contraception

Engage with our CPGs

Questions? Email info@societyfp.org



MARE Guidelines for research about
medical abortion

Mary Fjerstad, NP, MHS



MARE= Medical abortion
reporting of efficacy

Creinin, MD, Chen MJ. Medical abortion reporting of efficacy: the
MARE guidelines. Contraception 2016; 94: 97-103.




Why were these guidelines created?

Results of medical abortion studies were inconsistent:

* Varying definitions (or unclear definitions) of failure or success
» No persistent sac at follow-up

» Types of medical abortion failure were not defined (ongoing
pregnancy, patient symptoms, heavy bleeding,
heterogeneous intrauterine material seen on follow-up
ultrasound)

* Timing of medication doses unclear
* No stratification of gestational age



Goal of the recommendations:

Standardize early medical abortion efficacy
reporting to facilitate comparison of outcomes
between studies.



MARE recommendations:

Definition of successful medical abortion: successful expulsion
of intrauterine pregnancy without need for surgical intervention.

Outcome: Define types of medical abortion failure

» Ongoing pregnancy: a viable pregnancy at follow-up (a
retained gestational sac is not a continuing pregnancy)

Uterine aspiration for:
 Incomplete abortion/ bleeding/ cramping
 Patient symptoms



MARE recommendations:

Many other recommendations for:
* Title and abstract
 Eligibility criteria
« Sample size
 Randomization
* Allocation concealment/ blinding
« Statistical methods
* Discussion



Standardized definitions and reporting
medical abortion efficacy will help us
understand efficacy across studies and
regimens.




