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POSTCOITAL CONTRACEPTION IN EUROPE

Introduction

At the 1984 IPPF Europe Regional Council Meeting, delegates from the
20 member planned parenthood associations devoted one day of lectures
and group discussion to the subject of postcoital contraception. It
had been recognised that, although existing contraceptive methods can
be used postcoitally, in few countries has there been a concerted
effort to bring this fact to the attention either of professionals
involved in contraceptive provision or the public.

The following papers were presented at or resulted from this
discussion day.






THE ROLE OF POSTCOITAL CONTRACEPTION IN EUROPEAN FAMILY PLANNING
PRACTICE

Introduction

In contrast with the legal and other problems which have inhibited the
widespread adoption of postcoital contraception in the United States
(1), evidence suggests that the majority of Eastern and Western
European countries are rapidly adding this method to their
contraceptive services - even in countries where not all existing
methods are widely available (2). This paper attempts, firstly, to
present an hypothesis to explain the paradox that greatest demand for
this ‘'emergency' measure will occur in those populations where the use
of the most modern, effective contraceptive methods is greatest; and
secondly, to review the current status of service provision in Europe.

In the medical sense, the recent arrival of postcoital contraception
on the planned parenthood scene is of little significance compared
with the variety of existing contraceptive options and services. For
neither are the techniques of after-sex pregnancy prevention (oral
steroids or IUD) additions to exisiting contraception methods, nor
does the provision of a postcoital contraceptive option entail any
revision of existing services.

Nevertheless, the minor changes which the addition of this facility
would make to the workloads of family planning personnel should be
contrasted with the enormous significance it could have for many
contraceptors. The reasons for this stem from the dramatic changes
most European countries have experienced in the use of modern methods
of contraception over the last 20 years.

It is proposed here that changes in contraceptive method use over the
last two decades have 1led to accompanying changes in social-
psychological attitudes to pregnancy. And it is through an
appreciation of these attitudes that changes in abortion rates, the
ratio of planned and unwanted pregnancies, and ultimately, the present
and future importance of postcoital contraception, can be understood.

Table 1 displays the distribution of method use with survey data from
the 1960s and early 1970s. What this distribution conceals is a drift
throughout Europe from the so-called traditional, to modern medical or
technical methods as these are made available.

In more recent years the apparently inexorable drift towards modern
medical/technical methods (which offer the highest theoretical
efficacy rates) has been stemmed. Persistent anxieties over the
consequences to health of these methods have led to a reaction against
them among some women, and a return to more simple (eg. cap and
condom), if in some respects more refined, techniques (eg.
muco~thermal and sponge-spermicidal methods).



TABLE 1: Current uses: extent of modernisation of methods used
(figures show percentages of all current users)

Country Modern methods Trad .methods
(sterilisation (safe period,
pill, IUD) withdrawal)

(1) (2)

Netherlands ' 78 7

USA 68 8

Great Britain 66 7

Norway 66 9

Finland 56 4

Denmark 49 3

Hungary 65 28

France 52 38

Belgium 48 42

Czechoslovakia 40 38

Spain 27 56

Italy 22 57

Poland 12 66

Yugoslavia 12 73

Bulgaria 5 84

Romania 1 83

Source: Berent J Comparative Studies: Family Planning in Europe and

USA in the 1970s. No 20, October 1982, World Fertility Survey.

Nevertheless, the argument remains that the generations of women
passing through the medical contraceptive revolution, whether they
ultimately decide upon sterilisation or a return to the techniques
described above, are likely to develop a different attitude to the
threat of accidental pregnancy than those preceding generations who
had at their disposal traditional methods only.

As examples of the 'contraceptive revolution' significant changes in
method use took place in England and Wales, and Hungary over the years
1966-76. In the former, the use of the pill, IUD and sterilisation
(increasing from 21 to 66 per cent) almost eliminated the use of
withdrawal and safe period, though since the 'pill scare' of the
mid-1970s, in the UK, the popularity of the condom has returned.

In Hungary, while the incidence of sterilisation remains negligible,
the use of modern methods rose from nil in 1966 to as much as 65 per
cent in 1977, and the use of traditional methods declined from about
two-thirds to about one-quarter of all users(3). France and to a
lesser extent Yugoslavia show a similar pattern of change. In Eastern
and Southern Europe (with differences existing between urban and rural
dwellers)(4) the departure from traditional methods has been 1less
rapid, though most countries in Europe display an increased use of
modern methods among young marrieds.



In sum, older marriage cohorts in all European countries rely more
upon traditional methods than younger groups, indicating an 9vera11
trend towards modern methods which is likely to continue. Traditional

method use is most widespread in Bulgaria, Romania and Yugoslavia,
where three—-quarters or more of current users rely upon withdrawal or
safe period as the principal method of contraception.

Unplanned and unwanted pregnancies

A number of studies have investigated family size, hopes for further
children, past and present contraceptive use, and attitudes to
pregnancy. The following conclusions have implications for postcoital
contraception.

In spite of an overall reduction in the number of wunplanned
pregnancies following the take-up of modern methods, European women
using such methods appear everywhere to have more unplanned
pregnancies than those using traditional methods(5). A most striking
case is Spain, where general contraceptive use is low with a high
reliance on traditional methods. Yet here only 9 per cent of
pregnancies are reported as unplanned. Secondly, among women using
modern methods of contraception, the rate of pregnancies reported as
unwanted is higher than that among women using traditional methods.
In contrast to unplanned pregnancies, the percentage of such
pregnancies reported as unwanted increases with the age of the woman.
Berent reports that unplanned pregnancies are particularly fregquent
among couples with three or more children and among less educated
women, and that, for most countries, the incidence of unwanted
pregnancy 1s between one-half and one-third of all unplanned
pregnancies (6).

Research in Britain conducted over a ten year period suggests that the
ratio of unwanted against unplanned conception has increased due to
the existence of modern methods (7). The implications of this
finding, if they can be generalised to their countries in Europe, are
contentious. For the anti-family planning movement has, at least in
the UK, used such conclusions uncritically, to argue that state
assistance in provision of modern contraceptives has done nothing to
eliminate the problem of abortion, and has increased the problems
faced by women through its contribution to STD rates, divorce, etc.

From a social psychological perspective, it may be argued that
exposure to modern methods will create expectations of greater
effectiveness in pregnancy prevention than traditional methods. This
is likely, in turn, to influence womens' willingness or ability to
tolerate the prospect of contraceptive failure or accidental
pregnancy.

A changing 'contraceptive consciousness' may be displayed in a number
of ways: those accustomed to long~term reliance on traditional methods
are likely to be more skilled in preventing accidental pregnancies
than those modern method users who occasionally resort to withdrawal
or safe period. Also, the occurrence of a pregnancy to a traditional
method user prepared for such a possibility, is unlikely to have the
same psychological impact as the pregnancy to the woman who has
organised her reproductive future around the oral contraceptive.



Social researchers are faced with potentially different perceptions of
the term ‘'unplanned' according to contraceptive lifestyle, when

comparing trends cross-nationally.

It is therefore argued that the demand for a postcoital ‘'emergency'
contraceptive option is most likely to be highest among women faced
with the occasional failure of the most effective modern
methods. Of significance here is the continuing rate of unplanned
conceptions among modern method users, and the proportion of these
conceptions which are subsequently defined as unwanted. This is an
expression of expectations of ability to totally control fertility
which have accompanied the arrival of modern contraceptive
technology. Unfortunately, such technology has brought its own
problems, not least because this technology can not yet live up to
users' expectations of it. The contraceptive consciousness which has
followed the development of modern methods is less willing to accept
contraceptive failure.

The recent publicising of postcoital contraceptive services has
highlighted the user failure factor particularly of the ‘'modern’
condom, although a smaller number of requests for PCC are the result
of forgetting pills, problems with the cap, etc. Whether tearing
condoms or forgetting the occasional pill is a ‘'user' or 'method'
failure is largely irrelevant; the reaction of women using modern
methods to the possibility of accidental pregnancy is important. The
high 1level of anxiety which the recent existence of postcoital
services has uncovered is some measure of this reaction.

An additional factor which further distances the 'modern' £from the
traditional method user is method change. 1In contrast to lifelong use
of withdrawal or safe period methods, the typical modern contraceptive
user is likely to have moved to or from the oral contraceptive, with
periods of condom or IUD use before or after. As a characteristic of
modern method use, method change brings with it risk of contraceptive
failure as new competences (eg, the skill of fitting a cap or the need
to remember to take pills) are acquired.

Contemporary social factors may also add to the statistical
possibility of modern method/user failure (or occasional use of no
method) . In a more 1liberal sexual environment characterised by
increased divorce/partner change, the conseguent increased number of
sexual initiations in a lifetime increase the likelihood of haphazard
use of contraception and occasional non-use (the sexually active young
are notorious non-users on first intercourse). Roberts notes:

'Oral contraception has been sold to the public as
the easiest, safest method of contraception there
is, yet it actually imposes a routine which cannot
be varied and many factors have to be taken into
account which affect its efficiency. It is, in
effect, as intrusive as a mechanical method, but it
intrudes into everyday life, not sexual activity'
(8).



Luker considers a further influence on the reaction to the threat of
pregnancy accompanying modern method use:

'Until quite recently, child-bearing, and especially
the beginning of child bearing, hs been something
over which little control has been exercised .¢ese.
it is only with the advent of widely-distributed,
effective contraception in the form of the pill that
couples have had to consciously decide to stop
contraception and engage in child-bearing; such a
conscious thought-out decision is an abrupt and
sometimes difficult one to make. Contraceptive
risk-taking within marriage may be a way of
side~stepping the greater commitment needed to
‘cold-bloodedly' plan the stopping of contraception
and the beginning of child-bearing.' (9)

Who needs Postcoital Contraception (PCC)?

No postcoital contraceptive service has operated on a large enough
scale, or for long enough, to reliably estimate long-term demand.
Nevertheless, pilot schemes indicate that potential demand is
‘enormous' (10). A small pilot service in the UK required no
advertising, but simply word-of-mouth knowledge to produce rapidly
increasing demand. Nevertheless, it has been argued that greater
publicity is required for this new method before all women who fear a
possible accidental pregnancy can take advantage of it

In addition to methods problems, PCC may be used in the following
circumstances:

1 Rape

2 Inebriation: intercourse when under the influence of alcohol
3 Incest

4 Extramarital affairs

5 Mental handicap

6 Teratogens: recent use of drugs such as cytotoxics or live
vaccines (Rubella)

7 First time intercourse: notorious for lack of contraceptive
protection (11)

It is already apparent that general practitioners or family planning
clinic staff themselves may present an obstacle to the rapid
establishment of PCC services. While all GPs (and trained midwives
where possible) are able to provide this service, many may yet be
prevented through their ignorance (some believe that PCC is still at
the research stage) or inability to discover prescribing
/administration details (the pills and devices now employed were not
originally used for PCC and, for example in the UK, do not have this
indication on their product licences). So, although manufacturers do
not or cannot yet promote their steriodal contraceptives as suitable
for postcoital use, physicians are free to use them for this purpose.



Many general practitioners remain ignorant of this method; some others
believe that it constitutes abortion and/or is in contravention of
abortion laws. It has been reported that, in the FRG, the majority of
physicians are unaware that under German abortion law: 'all methods of
birth control used before implantation of the ovum is completed arenot
defined as termination of pregnancy'. The law does not mention any
time restriction. As a result PCC is falsely associated with abortion
(12). However, physicians must be both willing and able to provide
appropriate counselling on this aspect, particularly if they suspect
that the woman has moral/religious objections to abortion (13).

Other reasons for GPs resistance to offering PCC include: a lack of
sympathy for women who have emergencies of this kind; and a concern
that if it was offered, women would abuse the service by using it a
sole method of contraception, particularly if they are having
intercourse only occasionally. (Evidence suggests that this
apprehension is unfounded). It may also be of some concern that a
significant number of women will not attend for follow-up
consultations.

Technical Problems in Providing Services

Problems of providing PCC services when they are urgently needed must
be overcome. Demand may occur at weekends, when surgeries and clinics
are closed. Furthermore, many practices operate an appointments
system and receptionists may not be aware of the urgency of a call.
Such problems may be overcome through the advertising of a 24 hour
telephone service offering a referral address. The question whether
the demand that clients return for further consultation as a medical
safeguard may have a deterrent effect must also be considered.

Problems in Advertising the Service

It is generally agreed that, of all contraceptive services, PCC
requires the most intensive, continuous publicity. When a woman is in
such a position that PCC can help her, she must know where to go and
why she must obtain treatment within a short period of time. However,
because of the cost and the opposition to advertising authorities,
many countries will face difficulties common to family planning in
general (14). Hoffmann reports that some Pro Familia clinics (the FPA
of the FRG) are about to cooperate with other advisory centres,
including GPs, gynaecologists in private practice and in hospitals
with out-patient departments, pharmacists and others, in channelling
information about PCC(12).

Conclusion

It has been argued that the greater the reliance on the so-called
'modern' compared with 'traditional' contraceptives the more important
postcoital contraception will become to the psychic and physical
health of women. This has been explained by reference, firstly, to
the problems particular to modern methods use in conjunction with
partner changes and method changes during the contracepting lifetime;
and secondly, to ‘'expectations' of total pregnancy planning with
modern methods, and reduced tolerance of accidental pregnancy.



Subject to medical confirmation of long-term safety and refinement of
existing postcoital methods, the hypothesis above appears to be
supported by the evidence available from European countries at

different stages of modern versus traditional method use.
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FOUR YEARS' EXPERIENCE OF POSTCOITAL CONTRACEPTION IN PRO FAMILIA*
CLINICS

In May 1976 the government of the Federal Republic of Germany
introduced an important Penal Law Amendment which incorporated a
change in the existing abortion law. On the whole it became more
liberal. Furthermore, the new law confirms that:‘'All methods of birth
control used before implantation of the ovum is completed, are not
defined as 'termination of pregnancy'.

From the legal point of view, all sorts of implantation-interfering
methods could be used during the first four weeks following a
menstrual period. This law gave the legal basis for an official
approach to using postcoital methods in the Federal Republic of
Germany.

Eight years after the introduction of this 1law, the majority of
physicians are still unaware of the 1legal position. It is not
surprising therefore that the application of morning-after methods is
often associated with early abortion and closely linked to physicians®
moral and personal convictions., This timidity to act possibly
illegally may be one of the principal reasons why knowledge of
postcoital birth control is still not sufficiently implemented and is
even widely opposed.

Many publications on the subject of postcoital techniques can be found
in the scientific literature of the last ten years. But they have yet
to play a major role in family planning. Family planning services
face the challenge of identifying the means to best deliver this
method to those in the fertile age range whom it can best benefit.

These considerations influenced the FRG Association for Family
Planning and Sexual Counselling, Pro Familia, to initiate a
morning-after service programme at the end of 1979. It was part of a
more comprehensive project concerned with the needs and problems of
specific target groups in the society, especially young couples and
the different categories of single people.

After reviewing the scientific literature we found the combined
estrogen/progestagen method as described by Yuzpe in Canada to be the
best available means of pregnancy prevention in these circumstances.
This method did. not have the discouraging side-effects of the
concentrated estrogen application which contributed to the
predominantly bad image of 'morning-after-vomiting' in the past.

Approximately 1,200 applications in 35 of the 120 Pro Familia
Counselling centres were registered during the 1last 4 years.
Two thirds of the clients used the combined steroid method, described
by Yuzpe; one third used a modified scheme with a gestational drug
(levonorgestrel) up to 12 hours postcoitally (KESSERU, mod).

*The family planning association of the Federal Republic of Germany
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The results were presented at various congresses in Europe: London
1983, Paris 1983, Heidelberg 1983 and Dublin 1983 (XIth World Congress
on Fertility and Sterility). Various publications appeared in the
medical as well as the lay press to coincide with this Congress. From
this time interest has steadily increased. The results from 725
applications are as follows:

1 The vast majority of users are between the ages of 13-26 years
(75%) with a significant tendency toward the younger age group.

2 Approximately 50% of the <clients had not wused any
contraceptive. Approximately 35% of applications were necessary
after having 'troubles' with condom use.

3 For 95% of the (well informed) clients it was possible to
administer the necessary hormone regime before a 48 hour period
had elapsed.

4 The efficacy rate for the combined method was 98.1%, The
gestagen-only method was calculated to be 97.1%.

5 During this time there was a significant improvement of up to
99% because the counselling physicians had learned to identify
specific needs and indications by noting their patients’
history more precisely. (It is important to realise, that the
application of this emergency method is related to one single
unprotected intercourse per cycle.)

With financial. support from the Federal government (Ministry of
Health) Pro Familia began an information campaign in conjunction with
university hospitals, gynecological societies and the regional Pro
Familia branches in various cities, including local press conferences
and an evening lecture with open discussion for medical doctors and
students (Frankfurt, Mainz, Munich, Stuttgart, Cologne, Freiburg).

The aim of this project was to inform the medical profession using the
usual channels (teaching hospitals), medical opinion leaders, as well
as information to the lay public by press campaigns, because general
awareness is still very poor. Furthermore we were demonstrating the
role of a client-oreintated family planning organisation as a
pacesetter in spreading a new method of birth control for the benefit
of couples in the fertile age.

In conjunction with lectures about mechanical and chemical barrier
methods of family planning, Pro Familia's approach to postcoital
contraception has been presented to pharmacists: they should be able
to give correct information about this method to potential users, when
they ask for the 'morning-after pill' in the pharmacy.

Various Pro Familia counselling offices arranged meetings with GPs,
gynecologists, hospital doctors and ambulance services with the aim of
building up a coordinated 'morning after service'. With respect to
this method, Pro Familia doctors are familiar with the: pharmacology,
working principle, mode of application, taking patients' history and
documentation (with the kind support and assistance of Dr Maarten van
Santen from the Netherlands).

11
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As long as a specific pill for postcoital use remains unmarketed, we
have decided to manage with our own questionnaire and follow-up scheme

for detecting side-effects and possible contraindications. The
preliminary results were handed over to the Federal Office of Health
(Bundesgesundheitsamt) . In the meantime a pharmaceutical £firm

(Schering, Berlin) applied for registration of a drug according to the
YUZPE scheme which may be marketed by May 1985 in the Federal Republic
of Germany.

Since 1979 no serious side-effects have been seen with the application
of the two different schemes of postcoital birth control (combined
estrogen/progestagen and progestagen only), particularly no tubal
pregnancy. The main complaints are sickness and nausea which are
comparable with the known symptoms in pill-starters. The side-effects
could be lowered by additional use of antiemetics or the simple advice
not to take the pills on an empty stomach (one should bear in mind the
eating habits of teenagers).

Conclusions and remaining questions

1 As long as most ‘'condom troubles' are due to inappropriate
usage, especially by inexperienced teenagers, we should discuss
a new and realistic approach to condom counselling; we should
consider the advice we are giving on this method in comparison
with the time-consuming procedure of instruction on the use of
the diaphragm.

Furthermore, we should discuss the traditional 'law' in family
planning of always using the condom in combination with a

spermicidal preparation'. The questionable higher
effectiveness has to be compared with the undoubtedly decreased
motivation in being obliged to wuse both methods. In

advertising the availability of reliable postcoital methods as
an emergency method in cases of a broken or slipped condom, it
is feasible that condom use without spermicide might be
recommended in the 1light of problems of motivation and
acceptability. It must be realised, tha the counsellor's own
family planning practice stands often in sharp contrast to
their advice to clients.

2 In future we will give up the use of the progestagen-only
method; in our hands we found a lower efficacy and no
significant advantages in comparison to Yuzpe's method;

3 We do not have clear cut experiences in using postcoital
steroids in the case of one or two forgotten pills during an OC
cycle;

4 The only contraindication encountered up to now has been one

ectopic pregnancy.

5 Only the collection and publication of well-documented records
in the biomedical press will help to persuade the medical
profession to wuse the 1less contraindicated and simple
postcoital method (Yuzpe) for the benefit of their patients.
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Psychologists and sociologists should help to clarify the role of
postcoital birth control in family planning work:

a

Is PCC another compromise among available methods of
contraception?

Is PCC a step toward achieving the 'ideal' contraceptive?

Is the use of PCC as an emergency method a means of better
motivation in the use of and higher acceptability of other
family planning methods, eg. as 'back-up' method for the use of
barrier or natural family planning methods?.

Further literature is available on request from the author.

Knut O Hoffmann MD

Institut fur Familienplanung und Gesundheit -
Porschung—-Berartung-Kommunikation

Lidenplatz 7

D7500 KARLSRUHE

Pederal Republic of Germany
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DEVELOPMENTS IN POSTCOITAL CONTRACEPTION IN THE NETHERLANDS

In the Netherlands postcoital contraception was first made available
generally by the family planning clinics of the Dr J Rutgers
Foundation, an organisation similar to the Family Planning Association
in the UK. ‘

Since 1964, high dosage estrogens have increasingly been used,
reaching a peak in 1974 when 46,000 prescriptions were dispensed in a
population of 13 million.

As shown in table 1, its use has decreased since then:

Table 1

Frequency of use of the morning after pill in the Dutch population

1972 52 per 10,000 women 35,000 extrapolated to the
1973 59 40,000 population
1974 68 46,000

1975 60 41,000

1976 60 41,000

1977 49 34,000

1978 50 35, 000

1979 50 35,000

1980 50 : 35, 000

1981 35 25,000

1982 35 25,000

1983 30 20, 000

Contraception has been widely available in this country for many
years and the subject has been part of secondary school sex education
for some time, Medical students are trained in this subject, and
general practitioners do counsel patients when providing
contraception. However, since some GPs are not familiar with the
techniques required for fitting diaphragms and IUDs, they refer their
clients to obstetricians/gynaecologists. In the Netherlands, such
specialists work within hospitals only. Therefore, women who do not
want to use the impersonal official health services prefer the clinics
of the Dr J Rutgers Foundation.

Contraceptive services through GPs (including referral to specialists)
are free, since they are included in the compulsory national health
insurance scheme for 1low and ‘average income groups. However, most
adolescents prefer the low budget clinics of the Rutgers Foundation.
Government grants make such low budget services possible, and grants
are given because of their pioneering sexological counselling.
Economic recession is now threatening its continuation, due to
restrictions in funding.

14



Different aspects of postcoital methods

High dosage estrogens are most effective if taken between 24 and up to
48 hours after a single unprotected sexual intercourse. Through
women's weekly magazines, brochures, radio broadcasts, this became
widely known, and weekend services were made available. On Saturdays
and Sundays house officers on duty in the major hospitals and the GPs
on duty in the smaller towns are available to prescribe postcoital
medication and give some contraceptive counselling. At the pharmacy
on duty these medications can be obtained at all times.

This has resulted in a high rate of contraceptive take-up in the
Netherlands, resulting in the lowest request rate (from resident
women) for termination of pregnancy in the western world. Sweden
stands in contrast where postcoital hormonal treatment is not accepted
generally and the pregnancy termination rates are high.

Since the side-effects of the traditional high dosage estrogens, which
needed to be taken daily for 5 days, were great (nausea and vomiting)
there was a recognised need for some alternative. The Canadian
research group of Dr Yuzpe introduced a one-day treatment with a
low-dose estrogen-progestagen combination. Published experience with
this method in over 2,000 cases led to its use in the Netherlands.

Moreover a comparative study of these methods by the author displayed
a similar degree of efficacy against pregnancy after one unprotected
intercourse. In the Netherlands by 1983 only 33% still used the
classic high dosage estrogen treatment, while in 66% of cases a
prescription of the low-dose combination method was given.

Though the low dose combination can be used up to 72 hours after
intercourse, which is a day or two more compared to the classic high
dosage estrogen treatment, cases arriving later for interceptive help
were given the choice between insertion of an IUD as a highly
effective postcoital interceptive procedure, or to wait and see.
Postcoital IUDs have the set-back of discomfort during insertion,
especially for the unprepared patient, and the potential risk of
inducing an upper genital tract infection.

In the Netherlands the age distribution shows the postcoital methods
to be mainly used by adolescents (see table 2), though initially more
women in the age group 25-34 years requested the morning-after-pill
(1972). '

Adolescents rarely use contraceptives during their first intercourse.
Of those who do, some reject the idea of taking pills, preferring
instead the diaphragm or the condom. Postcoital methods serve as a
back-up in these circumstances and when mechanical contraception

fails.
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Table 2

Percentage distribution of different age groups using postcoital
steroids

Age group 10-14 15-19 20-24 25-34 35-44 45-54
1972 0.4 30 30 24 14 1
1973 1 33 33 16 12 3
1974 0.3 40 26 16 12 5
1975 0.9 34 31 19 11 4
1976 2 37 23 18 16 4
1977 1 32 30 19 12 5
1978 1 39 32 12 12 5
1979 0.4 30 37 18 1 3
1980 - 33 30 20 15 2
1981 0.6 31 34 18 13 3
1982 1 31 30 16 12 1
1983 2 35 30 16 13 3

Recently an anti-progesterone compound, developed in Paris, has been
used in clinical research for those women who request the postcoital
pill too late. This compound needs to be taken 2 up to 4 days in the
premenstrual week of the menstrual cycle. It blocks the activity of
progesterone produced in the corpus luteum, resulting in either onset
of menses or disruption of possible implantation. In contrast to all
other postcoital techniques mentioned before, this alone is a
postimplantational method to prevent unwanted pregnancy, and is
therefore an abortifacient.

In the Netherlands there are no legal obstacles to using any of these
methods since women requesting them are regarded as pregnant. Only
very few doctors reject these postcoital methods on the grounds that
they must protect 'human life' under any circumstance. They do not
take into account the feasibility of the life of the child to be born,
nor the life the mother is going to live.

However, the new pregnancy-termination Act in the Netherlands is a
compromise created by the coalition parliament, requiring a 5 day
consideration period before treatment is allowed to take place. In
practice we regard this time-~lapse to have passed between the
presumption «of pregnancy by the mother and the request for
help. Thus, in practice, the law does not conflict with our demand
that the wish of the client is respected.

In the Netherlands, all modern types of pregnancy prevention are
widely available and known to the public, and most physicians favour
their availability. Ethical and legal conditions do not hamper their
liberal use. Such medical care reduces the need for pregnancy
termination and favours human welfare.

16



Literature for further reading:

1

Continuous Morbidity Registration by the Sentinel Stations in
the Netherlands, 1982, including wupdate 1983, Boeijinga
Publicaton Company, Apeldoorn, Netherlands

Van Santen et al. Interfering with implantation by postcoital
estrogen administration. I.Endometrium Histology.
Progr .Reprod .Biol.7, (1980) 310-323

Van Santen et al.Interception by postcoital IUD insertion.
Contraceptive Delivery Systems 2 (1981) 189-200

Van Santen et al. Comparative double-blind study of high dosage
ethinylestradiol vs ethinylestradio and norgestrel combination
in postcoital contraception. Acta.endocrinol 99 (1982)
suppl.246, 2

Yuzpe, A A. Postcoital contraception. International Journal
of Gynaecology and Obstetrics Vol 16 (1979) 497-501

Haspels, A A, Interception: postcoital estrogens in 3016
women . Contraception 14 (1976) 375-381

Maarten Van Santen
Rotterdam University Hospita
PO Box 2083 .
3000 CB ROTTERDAM
Netherlands

17
























































































































