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be used 1s used no longer. I'thinyl estradiol (EE) 5 mg
daih mdnaded dosestor S davs or conjugated estrogens
30 my dailhy individed doses tor 5 days were also used
m late seventies. Fstrogens alone are no longer used
because of their side cffects like nausea, vomiting,
merstrual disturbance, higher failure rate and
teratogenicity

Combined estrogen and progestogen in the form
of combination oral contraceptive (COCQ) pills is in use
since carhyv crghtios as Yuzpe.method. Over the years
COC s have changed i their quantum of EE and type of
progestogen used. But the dosage for emergency
contraception is unchanged at 100 g EE and equivalent
of 0.8 my fev onorgestral (I NG) to be taken within 72
hours of cottus and repeated: after 12 hours. Usual
recommendation tor standard OC pills is 2 BD, for low
dose ones 4 BD and tor pills with 20ug EE 5 BD. It may be
added that S0 mg ot mestrenol is equivalent to 50 ug FE.
COCs are cheaper than estrogens, are casily available,
need onhv two doses and carry lower failure rate.

Today, progestogens alone are prefered as they
have minimal side etfects. They are an obvious choice
when FE s contraindicated. 1LNG 0.75 mg should be
taken no later than 72 hours after coitus and repeated 12
hours fater

Antiprogestogen, mifepristone (RU-486), an
ctiective progesterone receptor blocker, interrupts
endometrial hormonal support and prevents
implantation. Hence it can be used for emergency
contraception in a single dose of 600 mg. (Webb et al,
1992). It can even be given upto 120 hours after coitus.
Fven S0mg is shown to be effective. Mifepristone is
possibly the most effective method with the advantage
ofneedimg onlv asmgle dose but carries a disadvantage
otdelayed menses inabout one thirds of women causing
much anviety.

GnRh antagonists can be used for emergency
contraception by virtue of their antigonadotrophic
action, but they are too expensive.

Ihere are mined reports about the effectiveness
ot danavzol givenin tivo doses of 400mg 12 hours apart.

I astly, if a woman presents too late for
emergency contraception she can have menstrual
regulation by Karman cannula but being a surgical
procedure this s not considered as a method of
emergency contraception.

Indian data on emergency contraception and

its efficacy are awfully inadequate. Available data,
Indian and overseas, are often difficult to interprete as
regards failure rate. If one presumes that a single coitus
around ovulation has 25% chance of pregnancy while a
single coitus at any time irrespective of ovulation has
8% chance of pregnancy and use of cmergency
contraception after a single coitus results in 2%
pregnancy what is the failure rate ? Is it just 2, 259 (2
instead of 8) or 8% (2 instead of 25) ? Incidentally, Hatcher
et al (1988) estimate that a single coitus at mideycele
carries about 14% chance of pregnancy. Hatcher ct al
(1997) state that a single sex in 2™ or 3" week of the cycle
carries 8% pregnancy risk which is reduced to 2% by
use of emergency contraception. Bhatt (1998) found 5.8
pregnancy with coitus in safe period as against 38% in
unsafe period. He concludes that so called safe period
isa myth. When he used emergency contraception (100
g EE with T mg LNG given within 72 hours of coitus
and repeated after 12 hours) 9.6% had pregnancy when
coitus was during unsafe period and 8.6% when it was
during safe period. He stated failure rate to be 9.3% (5
pregnancies in 54). However, based on his own data 31
women who had intercourse in unsafe period should
have had 38% or 12 pregnancics without emergency
contraception which prevented only 9 of these
pregnancies, a failure rate of 25%, while emergency
contraception had no value if intercourse was i safe
period. His findings are akin to those of Hatcher ct al
(1997). All said and done emergency contraception is
highly effective and avoids many MTPs.

There is undisputed need for creating awareness
about emergency contraception, especially about the
necessity of giving it at the earliest within 72 hours of
coitus, among lay public, paramedical workers and even
medical profession including gynaccologists. We must
sensitise and educate medical protession at all levels
regarding emergency contraception, various options
available for it and most importantly the necessity of
proper counselling of women opting for it.

Counselling must include :-
1) Information about side effects
2)  Use of antiemetics half an hour before intake of pills
3) Need to repeat the pills if vomiting occurs within
two hours of taking pills.
Possibility of failure
5) Incase of failure
a. Probability of tubal pregnancy (10% of resultant
pregnancies according to some)
b. Teratogenicity
¢. Availability and need for MTP
6) Menses may come earlier, may be delayed (suspect
pregnancy) or may be very painful (suspect tubal
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pregnancy’)

Mandatory follow up

Delay ordisturbance of nextmenses

Fmphasizing that, barring TUCD, other methods of
cmergeney contraception cannot be used as a
substitute tor regular contraception since they lack
requisite etficacy and carry a high failure rate.
Emergency contraception is essentially a ‘one time
use contraceptive only”.

Finally, with increasing-awareness the demand

for emergency contraception services is bound to
increase. Henee, all tamily welfare centres and health
care services should be able to provide emergency
contraception coupled with adequate counselling and
facilities for MTD when emergency contraception fails.
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