
Emergency contraception

A few days rather than afew hours to act

"Morning after"-when used to describe a form of contracep-
tion-confuses both doctors and patients by implying the
need to start treatment within a few hours.' "Postcoital" is
similarly misleading. The Family Planning Association pre-
fers the term "emergency contraception," by which it means
contraception used after intercourse but before implantation.
This gives the patient and her doctor a few days rather than a
few hours to act. Two methods exist: the Yuzpe method and
the intrauterine contraceptive device (IUCD).
The Yuzpe method must begin within 72 hours of unpro-

tected sexual intercourse. It entails taking four tablets of
ethinyloestradiol 50 [ig and norgestrel 500 Ftg: two tablets
immediately and two 12 hours later.2 Overall failure rates are
about 2-3%,3 with perhaps twice this failure rate when used at
mid-cycle.4 This compares with a risk of pregnancy of about
20% when unprotected intercourse occurs at mid-cycle, 30%
at ovulation, and 0-10% at other times.5 The Yuzpe method
should not be used when absolute contraindications to
oestrogens are present. (These include pregnancy, crescendo
angina, transient ischaemic attacks, liver disease, undiagnosed
genital tract bleeding, and a history of thromboembolism.
Some absolute contraindications to long term use- such as
breast cancer and arterial disease -are not contraindications
for short term use.)
The Yuzpe method's main disadvantage is nausea and

vomiting; another disadvantage is the risk of ectopic preg-
nancy when the method fails.
The IUCD may be inserted up to five days after unpro-

tected intercourse and fails in less than 1% of cases.6 Although
contraindicated if the patient has a history or high risk of
ectopic pregnancy, an IUCD may be fitted in selected cases,
providing that it is removed after the next period. Other
contraindications to its use-pelvic infection or recent ex-
posure to sexually transmitted infection-may be dealt with
when the IUCD is inserted. An advantage of the IUCD is
that it can remain in place as the long term method of
contraception.
Women most commonly seek emergency contraception

either because no contraception was used at the time of
intercourse or because their chosen method-usually the
sheath or cap-has failed.7 The need for emergency contra-
ception is not the prerogative of the young and feckless:

women present from all age groups and walks of life.8 More
awareness of emergency contraception could substantially
reduce the numbers of abortions-perhaps by a third if the
findings of a study in Tower Hamlets were repeated nation-
ally. In this study of women attending an abortion service
nearly half would have been suitable for emergency contra-
ception, and 80% said that they would have used it had they
known of it. I

What could increase the use of emergency contraception?
Firstly, society needs to accept that unprotected sexual
intercourse occurs and will continue to occur regardless of its
attitude towards such activity. Secondly, there should be
open access to emergency contraception, with district health
authorities ensuring a choice of clinics in general practice,
hospitals, and the community. Access should be available,
somewhere, seven days a week.8 Whoever coordinates district
family planning and abortion services should be responsible
for establishing emergency contraception services, which
should receive extensive local publicity. Thirdly, all couples
using contraception, especially those relying on barrier
methods, should know about emergency contraception. And
lastly, if the full potential of emergency contraception is to be
realised then current reductions in community family planning
clinics and patchy training of general practitioners and
hospital doctors in contraceptive practice need urgent review.
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A little something for the HIV epidemic?

General practitioners should be able to prescribe condoms on FPIOs

General practitioners are ideally placed to counsel their
patients on the risks of acquiring HIV. Although many are
keen to care for HIV positive patients and help prevent the
spread of the virus,' few discuss the subject with their
patients. One study estimated that HIV is mentioned in only
one in 220 consultations,2 and where discussion of risk
behaviour and HIV could logically be expected-accompany-
ing general practitioners' contraceptive advice-it seems
largely absent. More therefore needs to be done to help
general practitioners to help those who are at risk from HIV.
Enabling them to prescribe condoms on FP1Os would be a
start.3

Latex condoms prevent the transmission of many sexually
transmitted diseases.4 Mechanical models have confirmed
their effectiveness as physical and chemical barriers against
HIV,56 and nonoxinol 9, incorporated in the lubricant ofsome
condoms, may be useful if this barrier breaks, by inactivating
HIV.7 8

But condoms have many negative associations in Western
culture. They are associated with furtive sexual activity in the
adolescent and sexual incontinence in the adult. They may
symbolise a relationship in which something vital is held
back, and suggesting their use to prevent infection may be
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