







































































The advanced prescription intervention, by contrast, had virtually no effect whatsoever at
decreasing the time interval between unprotected intercourse and the initiation of emergency
contraception. Indeed, emergency contraception users among the prescription group were
even less likely to begin treatment within the first 24 hours than those in the control group.
This prompts one to ask then, what possible advantage “advanced prescription” might offer?
One possibility is that it offers anonymity — specifically to the extent it obviates the need to
“explain oneself” immediately after having had unprotected intercourse. If that were the
case, then the impact of this strategy would not be evidenced in greater timeliness of access,
but in a higher use of emergency contraception — at least relative to the control group. But as
Figure 7 reveals, that did not occur either (emergency contraception users accounted for an
identical 13 percent of women in both the advanced preseription and control groups). Two
factors may account for this. One was the nature of the client base involved in the study.
According to the results of the study’s first phase, those most likely to value anonymity were
not regular clients of family planning clinics (the client base of this study), but rather young
and unmarried women who often feel marginalized or even rejected by the existing service
delivery system. Consequently, if the participants involved in this study really were atypical
of that group, then one would see little or no difference in the use of emergency
contraception.'’

Another explanation for the limited impact of the prophylactic intervention, however, may
have been the narrow scope and inconsistent application of the intervention itself. Under the
study, for example, clients were still required to return to a health center, even if the source of
supply was the OPD rather than MCH/FP dispensary. If anonymity were really a critical
factor in the success of advanced prescription, then a more effective assessment of its role
might have been to broaden the range of facilities where prescription cards could have been
redeemed.

Programmatic Implications:

Had all study participants been instructed to take their first dosage of emergency
contraception pills as early as possible, rather than just within 72 hours, it is quite possible
that Figure 6 would have seen at least some shift to the left on the part of all three
intervention groups. Even so, insofar as all but three emergency contraception users did
comply with the instructions given them, ultimately, the three strategies did indeed prove
equally effective at ensuring compliance with the recommended regimen.

Such figures notwithstanding, however, the very fact that almost half (44.4 percent) of PC-4
users within the Prophylactic Group — and only that group — began their pills within 12 hours
of unprotected intercourse, leaves little doubt that having emergency contraception pills on
hand when they are needed dramatically enhances access to them. Moreover, the importance
of such increased accessibility has recently been highlighted by research suggesting that the
efficacy of both the Yuzpe and levonorgestrel emergency contraception regimens is
“significantly and inversely related to time since unprotected coitus” (Task Force 1998: 432;

10 Even if the sample had been suitably representative, however, a more accurate assessment would have entailed
comparing all incidences of unprotected intercourse against those that were actually followed by emergency
contraception. The current design assumes levels of unprotected intercourse to be comparable across all three

groups.

17



von Hertzen et al 1998: 1939). Conducted under the auspices of the WHO Task Force on
Postovulatory Methods of Fertility Regulation, the study found pregnancy rates increasing
from 2 percent among those initiating emergency contraception within 24 hours of
unprotected intercourse, to 4.1 percent among women beginning treatment within 25-48
hours; to 4.7 percent among those initiating treatment between 49 and 72 hours.

One clear message to emerge from these findings is that prophylactic administration of
emergency contraception pills can have a dramatic appreciable effect on reducing the length
of time between unprotected intercourse and the administration of the first dose of emergency
contraception pills. Though all but three emergency contraception users were ultimately able
to begin treatment within the first 72 hours, the WHO data nevertheless demonstrates that
there are indeed clear advantages to starting early. This message should be communicated to
all potential users of emergency contraception.
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USE OF EMERGENCY CONTRACEPTION FOR
EMERGENCIES ONLY

I would encourage those who manufacture PC-4 because it helped me. I would like to be
taking it regularly. There are some who take Microgynon but get pregnant. By the time they
[learn they are pregnant]..., the fetus would have started making movements in the womb. 1
would be happy if we were told to continue taking PC-4 and stop taking Microgynon (focus
group participant, Chipata Clinic)

In many respects, the role of emergency contraception within a family planning program
represents a paradox for health care providers. Under ordinary circumstances, for example, the
increased usage of a contraceptive method would readily be seen as a sign of a success. But in
the case of emergency contraception, increased usage is often seen as a sign of program failure.
How can this paradox be explained?

For one thing, it is often argued that despite the relative efficacy of emergency contraception, it
is a method that has certain drawbacks. It requires prior user-awareness; it has a short window
of opportunity; it is less effective than many routine contraceptives and it can have unpleasant
side effects It is, in the eyes of many, a method that ought to remain precisely what its name
suggests, "emergency”. Further, the argument is often made that if counseling were adequate,
and method selection appropriate, then barring unforeseen accidents such as condom breakage or
rape, there ought to be little need for emergency contraception in the first place.

The paradox surrounding emergency contraception, therefore, is the fear that the greater one’s
access to it becomes, the less likely it will be used for emergencies. Indeed, one of the
arguments put forward by health care providers during Phase One of this study was that
prophylactic distribution of emergency contraception would encourage women to abandon
regular family planning under the belief that emergency contraception would always be there “in
an emergency”. After all, they pointed out, over 12 percent of all inquiries about emergency
contraception related in some way to the use of emergency contraception as a convenient
alternative to a regular contraceptive method, particularly during the transition period between
injections or before beginning a new cycle of pills.

One of the most critical issues addressed during this study, therefore, was to determine whether
increased access to emergency contraception did indeed encourage non-use of routine family
methods or enhance the likelihood that it would be used for reasons other than rape, method
failure, or other unplanned acts of unprotected intercourse.

Research findings:

As shown in Figure 7, a comparison of the three intervention groups reveals that women with
prior access to emergency contraception pills were over three and a half times more likely to
use them than either those who received prescriptions or those in the control group. But the
critical question is whether this higher use resulted from factors attributable to having
emergency contraception pills on hand; or to the fact that having emergency contraception
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pills enabled women to better deal with circumstances and needs common to all three groups.
The answer, it seems, involved both explanations.

As to the factors affecting all groups, one of the most striking was the degree of
inconsistency in the use of routine planning methods, specifically the condom and pill.
Already within the first three months of receiving their new method, a large percentage of
women reported having forgotten to take them, having misplaced them, or simply of having
abandoned them because of side effects. Certain events, such as funerals (which typically
involve travel, high alcohol consumption, etc.), were frequently mentioned as reasons for
having forgotten methods and, subsequently, for high levels of unprotected intercourse.
Method failure, particularly condom breakage, was also common.

Figure 7
Percentage of Emergency Contraception Users by Group
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Given the similar patterns of poor contraceptive use across all three groups, it is clear that at
least some percentage of emergency contraception use had nothing to do with the presence,
absence, or even prior knowledge of emergency contraception pills. All women, to some
degree, abandoned methods, forgot them or misused them. In such cases, the only advantage
to accrue to the prophylactic group would have been their ability to react more quickly to the
consequences of unprotected intercourse. For these women, then, greater use of emergency
contraception pills could be explained in part, by their greater access to them.

But it is also clear that in addition to enhancing accessibility, prophylactic provision of
emergency contraception pills can change the environment within which contraceptive
decisions are made. In some cases, it creates pressures that would not otherwise exist; and in
others it makes it easier to respond to those pressures by abandoning routine methods in favor
of emergency contraception pills. One such change was the apparent leverage prophylactic
provision provided men in negotiating condom use with their partners. In focus group
discussions and even during follow-up interviews, women often claimed that their partners
had refused to use a condom after learning that they had had emergency contraception pills
on hand. But the focus groups also revealed the extent to which women themselves valued
emergency contraception. In some cases, they said it offered welcomed respite from what
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were often long-standing sources of domestic argument; but in others they said that it also
provided them with an opportunity to enjoy “skin-to-skin” contact.

Sometimes men become difficult to negotiate [with]. You may have been using condoms, but
when he comes he just wants to have sex. If you try to take a condom he will refuse. If you try
to take tablets, he will refuse it as well. You have no alternative but to have sex quickly and
use PC-4 (focus group participant, Kanyama Clinic).

While focus group discussions identified linkages between prophylactic provision and non-
use of condoms, perhaps even more significant was the seeming ability of prophylactic
provision to draw attention to the perceived inconveniences of other hormonal methods —
particularly the pill. Indeed, results from the follow-up questionnaire revealed that among
the prophylactic group, it was actually pill users who were more likely to use their packet of
PC-4 (see Figure 8)"". Only among the control group did condom acceptors represent the
majority of emergency contraception users. What, then, were these supposed
“disadvantages” of alternative hormonal methods?

Figure 8
Choice of Family Planning Method
by Those Who Eventually Used Emergency Contraception
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For one thing, prophylactic provision provided women with greater opportunities to act on

perceptions and beliefs, regardless of whether those perceptions had any basis in fact.
During the first phase of the study, for example, many women were attracted to emergency

! Figure 8 groups emergency contraception users by the “routine” family planning method (condom or pills)
they were given at the beginning of the study. During the interval between their admission to the study and the
point when they took PC-4, many subjects had actually switched their routine method. To assess the impact of
this switching on emergency contraception use, participants were also asked to indicate the method they were
actually using when they took emergency contraception. The results, though similar to those represented in
Figure 8, showed an even higher proportion of pill to condom users (59:34) in the prophylactic group. The
reason for this was that many original condom users had already switched to another method by the time they
had taken PC-4.
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contraception’s post-coital nature and simplicity of use. In fact, it was this appeal that led
many providers to fear that prophylactic provision might only encourage women to abandon
their regular methods in favor of emergency contraception. But the current phase of the
study revealed still other factors that made emergency contraception “more appealing” than
the pill.

One such factor was the widespread perception that emergency contraception was actually
more effective than the pill. Though incorrect, the logic behind this argument was at least
intuitively sound: “if pregnancy can be prevented by four “emergency” pills instead of 28
regular ones, then clearly the former must be more powerful than the latter. Ironically, even
the unpleasant side effects of PC-4 were seen to be proof of its relative strength and efficacy.
Unfortunately, such views were often reinforced — albeit unwittingly -- by health care
providers. One woman, for example, reported asking the nurse how effective PC-4 was:

... because I thought that someone may get pregnant even if it was used within a short period
of time. She explained that no one who got it from here came up with a complaint that they
had got pregnant. I am sure that was why she said it was effective (focus group participant,
Mtendere Clinic).

A similar argument was put forth by women who compared their own experience or that of
their friends who had become pregnant while taking the pill, with claims by providers that
“[so far] that has never happened with someone who was taking PC-4.” Some women (and
men) even attributed the greater efficacy of emergency contraception to its name:

What convinced me that it was very powerful was the word “emergency” and the explanation
that ... it could be used in cases of rape. If a rape victim reports within 24 hours, there will
be no pregnancy. I said to myself that if that is the case, then it must be very powerful (focus
group participant, Mtendere Clinic).

One additional consequence of providing emergency contraception pills prophylactically was
the tendency it had to instill curiosity among those who received it. Though providers were
instructed to avoid sounding as though they might be encouraging use of the pills, the fact is
that many women admitted to using them precisely because they were “already there”.
Obviously, this initial curiosity, once satisfied, would not be likely to sustain itself
indefinitely. Nevertheless, the results of focus group discussions do suggest that prophylactic
administration played a notable role in encouraging at least first-time use of emergency
contraception pills.

In short, whether it was because of new pressures on women or because of greater access to
the method itself, prophylactic provision of emergency contraception pills did, to some
extent, encourage non-use of routine family planning methods for reasons other than method
failure, rape or accident. Furthermore, the data also show that once a woman’s packet of
emergency contraception pills has been used up, she is no more likely to use it again than
women who do not have a prophylactic supply. This finding was critical because it
addressed some early suspicions that the greater use of emergency contraception by the
prophylactic group might have been attributable to some factor that placed them at a higher
risk of unprotected intercourse and, therefore, in greater need of emergency contraception. If
that were the case, then one would still expect to find a comparatively higher use of
emergency contraception even after their initial packet of PC-4 had been used up. But the
research shows no such pattern. Clearly, having emergency contraception pills on hand made
an important difference.
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It is also worth pointing out that the current findings are supported in the literature; most
recently by a study of emergency contraception use by Glasier et al (1998). According to
Glasier’s research, women with emergency contraception pills on hand are not only more
likely to use them than those who do not, but will continue to do so irrespective of the
number of times they have used them before. As in the present study, utilization of
emergency contraception pills was compared between two groups: one consisting of women
who received emergency contraception pills prophylactically, the other of women who
received only information. As the present study showed, women in the prophylactic group
were over three times more likely to use emergency contraception than women in the control
group (47.5 percent vs. 14 percent). Such utilization rates were especially noteworthy since,
in contrast to the present study, over 60 percent of the subjects in Glasier’s study had already
used emergency contraception once before. A comparison of utilization rates between the
two studies is shown below in Figure 9.

Figure 9
Percentage of Emergency Contraception Users by Group:
Comparison of Present Study and Glasier et al (1998)
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Glasier’s data also showed, as did this study, that when members of the prophylactic group
no longer had emergency contraception pills on hand, they were no more likely to use them
than women from the control group. But of the 74 women in her prophylactic group who
actually returned to the clinic for another packet (and, therefore, were the only group of
“potentially repeat users” to still have pills on hand), 27 of them, or 36.5 percent, used
emergency contraception again. And with the percentage of repeat emergency contraception
users in the control group dropping to 10 percent, the relationship between the two groups
remained fairly constant: women with pills on hand continued to be over three times more
likely to use emergency contraception than those without.”

12 It is necessary to acknowledge that Glasier, herself, has interpreted the results of her study to suggest that
prophylactic administration is associated only with higher initial use of emergency contraception, but not higher
subsequent use. This interpretation, however, results from not having excluded two groups from her analysis of
repeat use: 1) those in the prophylactic group who never used emergency contraception even once (and
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Programmatic Implications:

Given the fact that increased use of emergency contraception for “non-emergencies” was
associated only with prophylactic provision, it is important to ask what these findings suggest
about the utility or even appropriateness of providing emergency contraception pills
prophylactically? Does the fact that prophylactic provision results in some non-use of
routine methods argue against self-administration? Or do the benefits of having emergency
contraception pills on hand clearly outweigh the potential risks? And if those risks do exist,
then how can they best be addressed?

In the authors’ opinion, prophylactic provision of emergency contraception pills can indeed
represent a useful approach for assisting women to address the consequences of unprotected
intercourse. Two factors argue for this conclusion. The first is the finding that prophylactic
administration reduces dramatically the length of time between an act of unprotected
intercourse and the administration of the first dose of emergency contraception pills. Not
only is this a clear sign that prophylactic provision is enhancing access to the product, but
this enhanced accessibility may also very well have direct implications for the efficacy of
emergency contraception itself.

The second factor supporting prophylactic provision is the endorsement of study participants,
themselves, all of whom were virtually unanimous in wanting greater access to emergency
contraception. Although support was highest among those who had actually used emergency
contraception pills (93 percent), even non-users overwhelmingly recommended (80 percent)
that prophylactic provision be offered to all first-time users of a family planning method.

As for the risk of prophylactic provision encouraging non-use of routine family planning
methods, the issue is a complex one. In the first place, the study results showed that the
comparatively higher use of emergency contraception by the Prophylactic Group was
attributable to their better access to it and, to some extent, their over-use of it. But it also
reflected, to some extent, the comparative under-use of emergency contraception on the part
of those who lacked ready access to the appropriate pills. If indeed the ultimate objective of
service provision is to address the reproductive health needs of women, then solution to this
discrepancy should not be to reduce all family planning users to the level of those with
limited access. Rather, it should be to expand access for those whose need for emergency
contraception is perceived to be greatest, while at the same time minimizing those factors that
typically lead to its unnecessary use: unrealistic or inaccurate perceptions about its efficacy;
the belief that it represents a practical alternative to negotiating condom use; or even the
notion that all acts of unprotected intercourse present the same risk of pregnancy and
therefore must be followed by emergency contraception”. What this study advocates,
therefore, is greater awareness on the part of providers as to the dynamics of emergency

therefore, could never be classified as repeat users); and 2) those emergency contraception users in the
prophylactic group who never came back for a resupply of pills (and therefore, no longer even had pills on hand
to self-administer).

3 The present study did not record when, during the subject’s menstrual cycle, emergency contraception was
taken. It is quite possible that the greater utilization of emergency contraception by the prophylactic group
reflected the comparative ease with which the pills could be taken, even though the actual risk of pregnancy was
minimal. By contrast, those who did not already have pills may have been more selective in their use of
emergency contraception and restricted its use to those acts where the risk of pregnancy was felt to be highest.
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contraception use. Training and other informational materials must be candid about the many
“unintended consequences” of emergency contraception because it is, as we have seen, a
method that can be used in variety of ways — even as a routine family planning method. With
a greater understanding of such use-dynamics, providers will be better able to anticipate how
the method is likely to be used, which in turn should assist them in providing information that
better addresses clients’ own reproductive health needs and circumstances.
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5. FROM RESEARCH TO ACTION: THE NEXT
STEPS

The results of this study have documented both the strengths and weaknesses of two
strategies for enhancing access to emergency contraception. They have illustrated the ability of
prophylactic provision to reduce the time between unprotected intercourse and the
administration of emergency contraception pills; and they reveal the benefits of advanced
prescription, particularly its reduction in wastage. But as positive as the study results have
been in general, they also highlight certain realities associated with the adoption of these two
strategies. They reveal how prophylactic provision may increase non-use of routine family
planning methods; and they point to the need for expanding provider awareness of the
dynamics of emergency contraception use.

The challenge that lies ahead, therefore, is to explore ways of incorporating these findings
into the design and implementation of actual service delivery programs. It is one thing to
recommend greater provider awareness of the use-dynamics of emergency contraception, but
quite another to suggest how best this might this be achieved -- particularly since provider
counseling of even routine methods often remains so poor. In many respects, this study and
the research leading to it has shown precisely how complex emergency contraception can be.
It can take various forms: either dedicated products or various combinations of existing oral
contraceptives. Because it is post-coital, it can be administered in advance like most other
methods, or it can be provided afterwards. And unlike most other contraceptives (with the
exception of the condom), emergency contraception is usually expected to supplement rather
than replace more routine family planning methods. All of these issues confront service
providers as they seek to introduce emergency contraception into their routine service
delivery programs. There is no question that providers must be better equipped to anticipate
how the method is likely to be used. The real issue, however, is how can this best be
achieved?

One approach inspired by the work of an ongoing WHO Task Force on Technologies for
Fertility Regulation is to use the introduction of a new method as a means for improving the
quality of reproductive health services overall (Simmons et al 1997: 88). In many respects,
emergency contraception represents an ideal candidate for such an exercise precisely because
it is designed to supplement rather than replace existing contraceptive technologies. What
this means is that many of the service delivery attributes deemed essential for the provision
of emergency contraception would also be directly applicable to the delivery of technologies
it would be expected to supplement. This is especially critical in the case of emergency
contraception because any additional investment in training or improved services would not
just benefit the quality that method, but of all methods in general.

A second important issue to emerge from the present study is the applicability of prophylactic
provision itself. Research results have clearly shown that providing pills before they are
needed is both effective and safe. But it would be, without a doubt, both costly and
impractical to implement such a strategy for all first-time family planning users. Even if
product wastage were less than the minimal levels already suggested, the fact of the matter is
that most women who receive emergency contraception prophylactically will never actually
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use it. This poses the question, then, as to when, under what circumstances, and for whom
prophylactic administration would be most appropriate. It also raises concerns over the form
prophylactic provision might take. Should it be restricted to dedicated products where the
risk of incorrect usage is presumably less? Or should health care planners explore the
possibility of cutting up existing cycles of oral contraceptives? And if the latter is chosen,
then who would do the “cutting”? Providers or the users at home?

The last issue to be addressed is the need to explore further the role of advanced prescription
in enhancing access to emergency contraception services. This is important because in many
respects, advanced prescription has the potential of offering many of the same advantages as
prophylactic prescription, but at a considerably lower cost to the system. It can reduce the
timeframe between unprotected intercourse and the first dosage of emergency contraception
pills by eliminating the need for counseling precisely when time is at a premium. It offers
privacy insofar as it avoids the potential embarrassment of having to “explain oneself” before
a health care provider. It eliminates the threat (however minimal) of wastage since the
method itself is only distributed when needed. And because the cost is marginal, advanced
prescription could be routinely implemented for all first time family planning users — at least
those within easy reach of a chemist, dispensary or other outlet of contraceptive products.

In short, the time has come to move beyond asking whether alternative distribution strategies
make sense; and instead focus on discovering how the lessons of this study can finally- be
brought to scale. This will entail some future research and perhaps, on occasion some
ongoing debate. But most important, it will require a commitment on the part of Zambia’s
health care providers and planners to acknowledge the potential role of emergency
contraception and broaden its availability so that it is finally within the reach of all women.
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