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Emergency Contraception: Idea to Program

In the mid-1990s, emergency contraception was being discussed as an issue requiring advocacy,
support, and additional research to bolster the case for introduction and subsequent scale-up
(Ellertson ez al., 1995). Evidence was gathered on the safety, efficacy and availability of emergency
contraception (EC); rationales were developed on the grounds of human rights and equity; and calls
were issued for clinical, behavioral and Operations Research in developing countries. In 1996, the
International Consortium for Emergency Contraception (ICEC) was founded to play a role in
introducing EC in a wide range of settings and share research and practice amongst important
players.

Since that time, the Population Council has generated empirical evidence from a variety of
developing country settings in Africa, South Asia, and Latin America to shed light on different
aspects of the potential demand for emergency contraception and the provision of services. This
report summarizes the role of the Population Council in generating evidence, providing technical
leadership, and demonstrating at scale that EC can be easily integrated into national family planning
programs and other RH services.

Research

The Council conducts both biomedical and social science research to design, test, and develop
reproductive health technologies and service-delivery programs to improve the health of individuals
in developing countries. With evidence from our research, Council staff provide technical support,
inform decision makers about effective policies, and assist governments in implementing national
programs. Council research is often conducted in collaboration with private health networks,

governments, and nongovernmental organizations in developing countries.

Bio-medical research

Biomedical research has resulted in various combinations of compounds that can be used for
emergency contraceptive pills. An early regimen was a combined ethinyl estradiol and levonorgestrel
(LNG) hormonal contraceptive, called the Yuzpe regimen. However, fewer side-effects and higher
efficacy were observed among users of the LNG-only regimen, making the LNG regimen
(progestin-only pill) the method of choice. Subsequently, the use of LNG for EC increased; yet,
despite its common use for EC, little was known about its pharmacokinetics and optimal dose.
Council-supported research has demonstrated the pharmacokinetics for alternate dosing regimens of
LNG which have had profound programmatic implications for optimal dosing and feasible
administration of the drug (Johansson e# a/., 2002). Additional research provided evidence that the
standard dose of LNG for emergency contraception could be reduced (and even halved) to achieve



the same level of efficacy (Croxatto ez al., 2004). Today, it is known that a single dose of 0.75 mg of
LNG could improve compliance while at the same time inhibiting ovulation.

Provider knowledge, attitudes and practices

In a number of countries, since the early 2000s, emergency contraceptive pills have been made
available through a range of providers. Similar to the experience of other product and service
introductions into the health system, efforts are required to develop service delivery models and
messages, design training programs for providers, and prepare logistics and related support systems.
The following are illustrations of the type and range of service-related issues examined.

Service providers—nurses, midwives and pharmacists—are points of contact with potential users
and are important intermediaries for family planning information transmission and service provision.
Surveys of health care providers in Jamaica and Barbados indicated that while providers had heard
of emergency contraceptive pills, they did not have comprehensive knowledge about the method;
for example, about when to dispense the method, its safety features, and effectiveness (Yam et al,,
2007).

In Senegal, researchers evaluated the availability and quality of EC services provided by private
pharmacies. EC is well-suited to be dispensed via pharmacies; furthermore, it improves client access
by increasing the number of sources through which supplies may be procured. The study also shed
light on the type of care that pharmacies provide to potential clients. Not surprisingly, interaction

between pharmacy providers and clients was not always considered good quality:

“The service providers don’t take the time to speak with clients; they rarely speak and therefore their explanations are

incomplete.”
(ECafrique, Study on EC at the Pharmacy Level, 2009)

Perceptions of who uses EC and under what circumstances also seem to influence pharmacy
providers in their dispensation of the method. Those who are completely opposed to EC justify
their position by emphasizing that:

“The Muslim religion recommends that adolescents remain virgins until marriage.”
(ECafrique, Study on EC at the Pharmacy Level, Senegal 2009)

Those providers in favor of EC perceive it as a way of regulating births in the case that women
forgot contraception, or the contraception used did not work, but only for those women who are
adults or married. Some providers are wary of abuse and recommend that:

“Adult women shonld understand that EC should not be taken each time. They should use family planning.”
(ECafrique, Study on EC at the Pharmacy Level, 2009)

Evidence, such as the above, has helped refine EC introduction strategies, prepare education

materials, design training curriculums and address systemic health sector challenges. In Senegal, the

Ministry of Health, with support from the Population Council/ECafrique, has trained service

providers and community volunteers to offer EC; designed tools for service delivery and distributed
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them to health facilities; and developed IEC materials. Based on this study of private pharmacies,
the Council is now assessing pharmacist-purchaser knowledge transfer to identify strategies to

improve service delivery in pharmacies.

User/Client knowledge, profile and use patterns

Monitoring and evaluating the introduction and distribution of emergency contraception in
developing countries is an important part of the Council’s role in mainstreaming EC use. In order to
ensure quality of service delivery as well as program efficacy, the Council is investigating client
knowledge and use patterns of EC. Data gathered from family planning clinic users in Honduras
confirmed that introduction of EC into the national family planning norms does not translate
immediately or automatically into increased knowledge or use (Garcfa et al., 2006). Honduran and
international NGOs launched a series of outreach activities in 2001 to bolster the 1999 introduction
of EC into the MOH norms. Findings from the study were that, four years post EC introduction
into the country, less than one in five family planning users knew about such a method. However,
other findings suggest that clients hold favorable attitudes towards EC with low rates of reported
concern about the method. The study provided critical and timely information to the Honduran
MOH about the potential demand for the product and the need to tailor specific messages to sub-
segments of the population, such as youth and the less educated.

Studies in Ghana and Senegal on mainstreaming EC presented largely positive results on client
usage. In Ghana, focus group participants and interviewees were asked to characterize the role of
the EC pill. Responses indicated that the discussants generally viewed EC as a safety net:

“Someone you can count on,” and “A close friend of sexually active young ladies.”
(Mainstreaming EC in Africa: The EC Facilitative Re-granting Program. September, 2009)

In Senegal, clients supported using the method because:

“IEC] is a good way of giving women the opportunity to decide for themselves about their motherhood.”
(Study on EC at the Pharmacy Level, Senegal 2009)

Another client said:

“IEC] is good for loyal couples who have made a mistake or forgotten to caleulate their period of fecundity.”
(Study on EC at the Pharmacy Level, Senegal 2009)

However, misconceptions also abounded. One female user remarked:

“Ut is a method that can be taken right before sex. I believe that it is a suppository.”
(Population Council factsheet, “EC: Addressing Unwanted Pregnancies and Maternal Mortality in

Senegal)



Yet others were not in favor of the method and viewed the emergency contraceptive pill as a
gateway to increased unprotected intercourse and irresponsibility. They argued that the method was
against Islam, creating an unsupported link between practicing the method and sexual debauchery.

Evidence such as these have informed IEC campaigns and client education materials as well as
contributed to a better understanding of community sensitivities.

Operations Research on EC provision

Assessing feasibility of service provision involves reviewing availability, access, and cost of the drug.
A small intervention study in Mexico experimented with providing information on emergency
contraceptive pills to factory workers at their worksite (Garcia et al., 2008). The results indicate that
worksite programs can be a viable mechanism to provide information and some education within
working hours. However, the extent to which such workplace programs can be implemented
depends on the level of commitment of the factory owners, and their opposition or support of

emergency contraception.

Access to emergency contraceptive pills in India increased when the Government of India changed
the regulation from EC only being prescribed by a physician to being available over-the-counter.
The change in policy occurred after a study comparing the services provided by physicians and
paraprofessionals (auxiliary nurse midwives and lady health visitors) demonstrated that
paraprofessionals provided higher levels of care while retaining the same amount of knowledge as
physicians post training. Based on these findings, the Indian Ministry of Health and Family Welfare
introduced EC as an over-the-counter medication in September 2005, making it possible for
paraprofessionals, who are first-line health workers and closer to communities, to provide EC
services, thereby increasing access overall(Kumar et al., 2007).

Timely access to EC can be a barrier to use. In some settings there have been concerns that
prophylactic provision may result in overuse or misuse. These concerns have been allayed with
evidence from Bangladesh where comparisons in EC uptake and use were made when EC was
provided on-demand and prophylactically. Women living in the area where the EC service was
available in advance were five times more likely to report use than women living in areas where it
was only available after unprotected intercourse (KKhan, Hossain, and Rahman 2004)." Results
indicated that prophylactic distribution did not result in overuse or misuse; on the other hand, even
though EC was available on demand, women continued to face barriers to timely access (Khan and
Hossain, 2008). Based on these data, the Bangladesh Director General of Family Planning has
approved the provision of EC as a prophylactic measure.

! However, in one randomized trial in the U.S. considering the effect of advance EC provision on regular methods
of birth control, teens receiving emergency contraception supplies in advance were more likely to use EC when
needed but did not report higher frequencies of unprotected sex, did not use condoms or hormonal contraception
less often, and did not exhibit higher rates of STIs (Trussell and Raymond, 2010).
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Strategies for Integration of EC into existing RH services

Integrating services is important to increase access to reproductive health care, particularly for those
who are most vulnerable within the community, such as refugees or rape/assault victims. Integration
is cost-efficient and effective, and will better allow for mainstreaming the distribution and delivery of
services.

Integration into refugee settings: Women and girls fleeing volatile conflict situations and those at
refugee camps are particularly in need of EC due to sexual violence they may have experienced.
While there is broad agreement for the need for emergency post-coital contraception as a tool for
managing the consequences of sexual violence, experience of providing these services in refugee
settings is limited. With support from the Compton Foundation, the Council conducted a series of
data collection and training activities in three refugee camps in Kenya managed by the International
Rescue Committee (Muia et al., 2002; Muia et al., 2000). This intervention research demonstrated
the need for standardized service guidelines, IEC materials and for creating a conducive service
environment at both clinic and community sites. While the research highlighted the feasibility of
training service providers, it also documented the challenges of incorporating EC services in routine
service delivery and the barriers that refugees face in accessing services including misinformation
about the method and services, and stigma.

Integrating EC into rape/assault services: The narrow window of opportunity to reduce the risk of a

pregnancy after rape (120 hours) requires that EC information and services are provided at the first
point of contact with a rape survivor, or as soon as possible afterwards.

In several countries (including Ecuador, Guatemala, Mexico, and Zambia), EC counseling and
services were introduced in police precincts and in rape care centers.

In Zambia, the majority of rape survivors in the Copperbelt region go to the police before secking
healthcare (Keesbury and Zama 2007). Moreover, although considerable proportions of survivors
reach a health facility within the time window for EC use, less than half receive EC from hospital
staff. These results encouraged the Ministry of Health to train police officers as community-based
EC distributors. Estimates suggest that enabling police to provide EC could benefit up to 59 percent
of rape survivors, with little difference between rural and urban locations (Keesbury, Skibiak, and

Zama 2000). Health sector staff was pleased with the intervention, noting:

“We haven't faced any challenges regarding these EC being administered by police officers. If any, it has made onr job
easier because by the time survivors come to the hospital, they already have received some help so we just pick up where
our friends left ended.”

Reporting of sexual violence cases increased (by 48%) in participating police stations from 2006 to
2007, and the program was perceived by provincial management as successful, sustainable and cost-
effective.



One official said:

“T'his program is resource cheap in the sense that it doesn’t need a lot of funds to be sustained; kegping in mind that the
most expensive part of sustainability of such programs is manpower which we partly have in an already existing system”
(Keesbury and Zama, 2009).

In other settings where legal abortion is available under restrictive conditions, EC provides a feasible
service delivery solution. In Mexico, legislation specifying the norms by which women can obtain a
legal abortion is so complex and difficult to understand that it is difficult for women to choose
abortion as a solution to unwanted pregnancies arising from rape or assault. Therefore, a partial
solution is the immediate provision of emergency contraception to raped women.

Providing brochures on EC at the first point of contact rather than providing the method itself was
used in Mexico because, in the absence of official guidelines, staff at public agencies were afraid they
could be charged with providing abortions and providing drugs without a medical license (Vernon,
Schiavon and Llaguno 1998). Psychologists of the Federal District’s Attorney General Office were
trained to provide information on emergency contraception to women who reported a rape and
eleven medical back-up referral centers were established where EC could be obtained.

Technical Assistance

The Population Council provides technical assistance to support service-delivery, education,

training, and monitoring and evaluation of reproductive health programs, such as the introduction of
EC. Technical consultations and high level discussions are facilitative mechanisms for the sharing of
state of the art technical knowledge, program experience, solutions for common challenges, and
building an effective community of practice. The following illustrate the different ways that the
Council has provided technical support for increasing access to EC, particularly assisting MOH to
add EC to national FP guidelines and availability of method.

Technical Assistance for scaling-up and mainstreaming

After demonstration of a successful service delivery pilot approach, further technical assistance is
required to apply the lessons and findings generated. Scale-up or mainstreaming into an existing
program requires a different set of targeted activities and resources. For example, after the Council’s
FRONTIERS Program demonstrated the feasibility and accessibility of EC in Bangladesh (Khan,
Hossain, and Rahman, 2004), the government made a policy decision to formally introduce EC in
the national family planning program. The single-dose EC is now approved for distribution
throughout the country (Khan and Hossain, 2008). In order to do this, the Council provided
technical assistance over a four-year period in three key areas: a) building capacity of the national
system to train its staff about EC provision and monitor implementation; b) implementing the EC
program at a national level; and ¢) monitoring program implementation and undertaking special
studies to document and modify the process of scale-up. Scale-up was conducted in a systematic
and phased manner: EC was first introduced in the capital division of Dhaka (to 41 million people)
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and then in five other divisions (to 89 million people). A three tiered training program produced
297 master trainers, 2,264 trainers, and 44,774 providers of EC (Khan, Hossain, and Bhuiyan, 2005;
Khan and Hossain, 2008).

A second significant success has been the inclusion of EC into Mexico’s official National Family
Planning Norms in January 2004. In 2005, EC dedicated products were added to Mexico’s essential
drug list. There are currently 5 EC dedicated products available in Mexico. Abortion is highly
restrictive across all 32 states, except for the Federal District (Mexico City). Beginning in late 2009,
however, 17 states have passed legislation to further restrict abortion, including for rape resulting in
pregnancy. The introduction of EC in Mexico took about a decade, which reflects the complexity of
converting research results into public policy. In the lead up to this, Population Council carried out
knowledge, attitudes and practice (IKAP) surveys; conducted trainings for health care providers and
users; and launched broad-based informational campaigns — including a dedicated EC website and a
toll-free national hotline. With ample support of civil organizations, the demand for EC by the
population, and the minister of health’s support of EC, the Council was able to generate substantial
evidence, advocate, and build networks to promote EC, which subsequently led to policy change in
Mexico.

The Bangladesh experience of introducing and scaling-up EC has been a useful illustration for other
neighboring South Asian countries interested in this service area. Study visits by officials of MOH-
Pakistan to Bangladesh provided opportunities for dialogue with Bangladeshi counterparts and give
useful insights into introduction strategies. Subsequent to the study visit, in January 2008 a two-day
consultative meeting was organized by MOPW, the MOH and the Council in Islamabad to discuss
the introduction of EC in Pakistan’s MOH. With information about the successes of India,
Bangladesh, and Nepal, the MOH approved the introduction of EC in MOH clinics and a national
policy change to incorporate EC in national FP program. EC is now provided in 20 districts of
Pakistan.

Although EC was included in the Nepal National Medical Standards for Contraceptive Services and
Clinical Protocol for Health Providers since 2003, they were available only in selected areas where
Population Services International (PSI) provided social marketing of the products. In 2004, the
Family Health Division (FHD) of the MOH hosted an EC consultation meeting for sharing of
knowledge and experience of South Asian experiences of EC national introduction. The NGO,
Centre for Research on Environment Health and Population Activities (CREHPA) presented
evidence on the extent of unprotected intercourse and the need for EC in Nepal. As an outcome of
this consultation, FHD adopted the model used in Bangladesh for EC introduction into the public
sector family planning program along with the educational materials that had been designed and
tested in India. The Population Council provided technical assistance and contributed to building
national capacity in EC training of service providers. Process monitoring and documentation were
included in the technical support (Shrestha, Hossain, and Khan, 2008).



In Quito, Ecuador on October 2002, five health workers from Guatemala attended the Latin
American Conference on EC organized by LACEC and the Council, where they were trained to
implement and follow-up EC activities in their home country. Upon return, the five health workers
established the Guatemalan Consortium on EC to coordinate information and training activities on
EC. Between February and April 2003, trainers conducted a total of 21 workshops that were
attended by 556 participants, including doctors, nurses and social workers, health workers, members
of the justice system, female community leaders, and health promoters. Prior to participation in the
training workshop, only 14 percent of participants had recommended EC; after training, the
percentage increased to 62.

The Population Council’s also provided follow-up technical assistance to activities conducted in
Honduras, the Dominican Republic, Mexico, and Paraguay. More than 78 training sessions with
over 1,000 diverse participants were implemented. Additionally, a regional program, Youth
Encounter, was organized by the LACEC in Nicaragua with over 100 participants from around the
LAC region in October 2003, and a meeting addressing reproductive and sexual rights of youth: “A
Forum to Think and Make Agreements,” was organized by Elige, a Mexican youth network, in
January 2004. Lastly, the Council produced and distributed communication materials to service
providers and sexual and reproductive health organizations in the region to encourage EC
knowledge dissemination and advocacy. As a result of activities conducted under this project, the
mass media in Honduras, Paraguay, and Mexico had continuous coverage and discussions on the
access and use of EC.

Training of providers of all levels

The Population Council has expanded the availability of quality EC setrvices for women by training
thousands of health professionals in Africa, Asia, and Latin America, increasing their knowledge and
awareness of EC and educating them about proper distribution and counseling techniques. Given a
general lack of knowledge about EC in many developing countries, even among doctors, training
providers is a crucial element for the introduction of EC. A range of providers can be easily trained
to educate and provide EC services in the community. Training should be carefully monitored and
evaluated, as well as purposefully standardized for consideration of future needs for scaling up
nationally. Another method for scale-up includes successfully integrating EC training in to existing
training programs for FP. EC training should be organized for all staff in the NGOs and national
family planning service delivery systems, including program managers, field supervisors and grass-
roots workers.

Development of resources

The Council has developed manuals and handbooks for use by program managers and policy
makers in developing countries. One of the two foremost examples is an EC Handbook for policy
makers and program managers entitled Introducing and Mainstreaming the Provision of Emergency
Contraceptive Pills in Developing Countries, which provides comprehensive guidance for providing EC as
a backup for existing contraceptive methods and as a way of preventing unintended pregnancy

9



following unprotected sex or method failure. The handbook, aimed at reproductive health program
managers and policymakers, presents a step-by-step process for introducing EC that can be adapted
to each country’s needs and resources. The process, based on research conducted in several
developing countries, covers the full continuum of EC programming, including needs assessments
and operations research, drug registration, training and logistics, and introduction of EC scale-up.

Advocacy

In addition to research and technical assistance, the Council collaborates with national and
international stakeholders, including advocacy networks, to support the introduction and
distribution of EC. The Council’s advocacy efforts in this area have led to the expansion of
knowledge and awareness about EC in developing countries, an increased demand for EC, and
changes in policy.

Information provision, advocacy, and education

The Population Council has spearheaded information, education, and communication (IEC)
programs to promote EC in a number of developing countries. We have focused on increasing
awareness about EC among potential users and providers, correcting misunderstandings and myths,
and improving communication between potential users and providers. Council efforts have included
mass-media campaigns and the creation of a variety of communication approaches, such as the
ECafrigne newsletter and a telephone hotline for young people. The Population Council is a
founding member of the steering committee of the International Consortium for Emergency
Contraception (ICEC) and identifies opportunities to partner with stakeholders. The ICEC is a
network of advocates, service providers, pharmaceuticals, and researchers all dedicated to expanding
access to EC worldwide, with a focus on developing countries. The Consortium was formed in
response to a significant lack of awareness about and access to EC; the network now promotes safe
and locally appropriate use of EC within comprehensive family planning and reproductive health
services. The Consortium has expanded from its original seven members to include a wide range of
organizations, which meet annually and participate in various committees to further the group’s
mission (http://www.cecinfo.org/).

ECafrique network

The African Forum on Emergency Contraception, or ECafrigue, was established in 2003 under the
auspices of the Population Council. A bilingual, international network of health care and business
professionals from more than 200 institutions, ECafrigue seeks to increase the availability of high-
quality emergency contraception (EC) services in Africa. The network operates in French and
English and functions as a nonpolitical, voluntary association, mindful of Africa’s broad ethnic,
cultural, and political diversity. ECafrigue supports research, advocacy, and service-delivery
interventions at the country level, and it disseminates information on improving access to high-
quality EC services regionally. It publishes a quarterly journal in French and English, the ECafrigue
Bulletin, covering critical EC issues. Activities also include a publication of the thematic newsletter
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“EC as a Bridge,” exploring efforts to link EC users with other methods and services; development
of an EC handbook for national programs; production of articles, papers, and country case studies
about EC; development of an online database information, education, and communication materials
used in Africa (http://www.ecafrique.org/).

The Council provides technical support to ECafrique grantees in East and West Africa through
widespread training and sensitization of health providers and users. The Council has developed IEC
tools, designed and implemented monitoring and evaluation activities, and has raised awareness
among EC communities and policymakers throughout Africa. ECafrigue annually awards nine grants
ranging from $25,000 to $30,000 to organizations from across Francophone and Anglophone Africa
to increase EC access and to build local capacity to design, implement, and evaluate EC projects.
Each grant recipient participates in an intensive proposal-development workshop and receives
ongoing technical assistance from ECafrigue staff over the life of the project. ECafrigne currently
operates projects in 11 African countries. The Hewlett Foundation provided initial support for an
intensive program of financial and technical assistance to three organizations each in 2007 and 2008.
Additional funds from the Compton Foundation enabled the program to double the number of
grants it provided in 2007.

Working in Partnerships, Leveraging Funds and Resources

The Council has been successful in forging strategic partnerships with key national and international
stakeholders to introduce, document and scale up EC services. These partnerships have been
influential in leveraging not only technical and financial support but in building a base of invested
stakeholders, particularly in-country. Generating and sustaining momentum for EC programming
has been possible due to the wide coalition of partners.

In particular, substantial financial support has been provided by private foundations (Hewlett
Foundation, Compton Foundation) and bilateral (USAID) and multilateral agencies (WHO,
UNFPA). Resources provided by private foundations have been instrumental in spearheading
research and programmatic activities, as well as leveraging support and resources for innovative
program research, which many were hesitant to support. Subsequent bilateral and multilateral donor
support has facilitated valuable partnerships and resources to mainstream EC into national programs

and ensure its sustainability.

The strategy of cobbling financial resources from a variety of sources has ensured that the flow of
resources has remained steady thereby facilitating the generation of evidence and designing of
innovative approaches without interruption. More importantly, active interest and engagement of
in-country governments has made progress possible. In particular, the Ministries of Health in South
Asia—DBangladesh, India, Pakistan and Nepal—have been key in providing our efforts with the
legitimacy and sanction required to go to scale and have been willing to share their experiences with
other countries in the region.
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Partnering with service delivery organizations such as the International Rescue Committee (IRC),
Pathfinder International, and JSI has ensured that state-of-the-art programming knowledge was
incorporated from the beginning, and helped develop a variety of different models to suit different
contexts. For example, partnering with the IRC facilitated a programming approach most suitable
for refugees and other internally displaced populations. The Council is also a member of various
professional associations, from which it gains support and assistance.

With multilaterals, in particular UNFPA, we have been able to leverage ability, expertise and in-
country presence for the procurement of EC. In countries such as Bangladesh, the procurement of
EC through UNFPA has been instrumental in ensuring the sustainability of the program.

Summary

Since the 1990s, the field of reproductive health and family planning has evolved dramatically. The
Council, along with other partners, has contributed to the changes seen in the provision and
availability of EC. Emergency contraception is now available in over 140 countries around the
world, and in 44 countries EC can be purchased over the counter. Still women’s access to EC is far
from assured. Efforts continue today to expand access to EC in additional countries and regions and
through more integrated contexts, using innovative and effective delivery strategies. For example,
the Council is currently expanding its ECafrique program to increase EC availability and awareness
in Nigeria. While a lot of progress has been made in the campaign for access to EC, the Council is
committed to improving existing methods of service delivery and to leading advocacy efforts and
research on EC in new settings and populations.
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