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ARTICLE DETAILS 
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facilitators to accessing the emergency contraceptive pill from 
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VERSION 1 - REVIEW 

REVIEWER Lesley Bacon 
Lewisham and Greenwich department of Sexual and Rporoductive 
Health, SE London , UK 

REVIEW RETURNED 21-Sep-2015 

 

GENERAL COMMENTS I am happy to look at the clinical aspects of this work, the sociology 
and Theoretical Domains Framework are outside my scope and I 
suggest that they are reviewed separately  
 
I am concerned that emergency contraception in this paper only 
seems to cover the levonorgestrel tablets. Do pharmacists supply 
Ulipristal, or do they refer for it, and is there any confusion over its 
use or ( invalid) concerns that is might be an abortifacient? Are 
women also offered urgent referal for an IUD ( or are they difficutlies 
with this, especially in remote areas)?  
 
Anoother useful reference might be :-  
Contraception  
Volume 69, Issue 5, May 2004, Pages 361-366  
Original research article  
Advanced provision of emergency contraception does not reduce 
abortion rates  
Anna Glasier,Karen Fairhurst, Sally Wyke, Sue Ziebland, Peter 
Seaman, Jeremy Walker, Fatim Lakha  
 
p5 line 9 seems to imply that induced abortion always or generally 
has serious health effects, can this be adjusted please?  
 
Also on p5 and p3 Autralia is said to have the third highest abortion 
rate of developed countries, I think this depends on a definition of 
developed, Eastern Europe certainly has very much higher rates 
(and in Greenland 50% of pregnancies are aborted)  
 
p15 line 46 should be generates, not generate  
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Pharmacist provision is a massively important subject, the USA is 
starting to move towards pharmacy provision of CHC, so thank you 
for asking me to review this 

 

REVIEWER James Trussell 
Princeton University, USA  
University of Edinburgh, UK 

REVIEW RETURNED 24-Sep-2015 

 

GENERAL COMMENTS This is a very interesting proposal, and I look forward to seeing the 
results. My only concern is that many questions asked of the 
pharmacists concern the PSA guidelines. If a pharmacist is unaware 
they exist, then all but one of these questions would have to be 
skipped. I assume, but you do not say, that the PSA guidelines will 
not be mentioned in the information packet. If they are, my guess is 
that those who are unaware would not choose to participate. Your 
motivation throughout is to reduce barriers to obtaining ECPs in 
order to reduce the unintended pregnancy rate in Australia. 
However, ECPs have been shown to have no population impact 
(see below)  
 
Population impact of ECPs 
One objection to making ECPs more widely available is the concern 
that women who know they can use ECPs may become less diligent 
with their ongoing contraceptive method. If used as an ongoing 
method, ECP therapy would be far less effective than most other 
contraceptive methods; if the typical woman used combined ECPs 
for a year, her risk of pregnancy would exceed 35% and if she used 
progestin-only ECPs, she would still have a 20% chance of 
pregnancy. Published evidence would seem to demonstrate 
convincingly that making ECPs more widely available does not 
increase risk-taking or adversely affect regular contraceptive use.[1-
18] In the four studies that examined the impact of easier access to 
ECPs on rates of sexually transmitted infections, women randomly 
assigned to group given advance supplies of ECPs for later use 
should the need arise had the same incidence of infection as did 
women in the control group who had to obtain ECPs from a 
clinic.[7,9,14,15] For example, in one randomized trial considering 
the effect of advance ECP provision on regular methods of birth 
control, teens receiving emergency contraception supplies in 
advance were more likely to use ECPs 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.[7] Another study demonstrated that educating teens about 
ECPs does not increase their sexual activity levels or use of EC but 
increases their knowledge about proper administration of the 
drugs.[19] However, reanalysis of one of the randomized trials 
suggests that easier access to ECPs may have increased the 
frequency of coital acts with the potential to lead to pregnancy.[20] 
Women in the increased access group were significantly more likely 
to report that they had ever used emergency contraception because 
they did not want to use either condoms or another contraceptive 
method.[21] Increased access to EC had a greater impact on repeat 
use among women who were at lower baseline risk of 
pregnancy.[22] This finding may explain in part why increased 
access to EC has had no measurable benefit in clinical trials. 
Regardless, even if ECP availability does adversely affect regular 
contraceptive use, women are entitled to know about all 
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contraceptive options. More recently, ecological studies comparing 
outcomes before and after ECPs became available without a 
prescription in the United States provide conflicting information 
about whether easier access to ECPs is associated with changes in 
behavior: one study found that women were 5% more likely to report 
multiple sexual partners after ECPs became available without a 
prescription,[23] but another study by the same author found exactly 
the opposite effect.[24] A third study suggested that condom use 
among public school students declined by 5-7% when ECPs 
became available without a prescription, highlighting the importance 
of education about STI transmission.[25] 
On the other hand, only one[17] of 15 published studies has 
demonstrated that increasing access to ECPs can reduce pregnancy 
or abortion rates in a population,[26,27] although one demonstration 
project[28] and four clinical trials[9,10,14,17] were specifically 
designed to address this issue. One explanation for this result is that 
even when provided with ECPs in advance, women do not use the 
treatment often enough after the most risky incidents to result in a 
substantial population impact. In the San Francisco trial, 45% of the 
women in the advance provision group who had unprotected 
intercourse during the study period did not use ECPs.[9] And in the 
Nevada/North Carolina trial, 33% of women in the advance provision 
group had unprotected intercourse at least once without using 
ECPs.[14] The single exception occurred among women using the 
lactational amenorrhea method in Egypt.[17] Women in the advance 
provision group had a lower pregnancy rate (0.8% versus 5.0%, 
p=0.0002) in the first six months postpartum, but the reason is that 
these women were far more likely to start using an ongoing 
contraceptive; the authors argue that using ECPs allowed the 
women time to get to a clinic for ongoing contraception.  
One study found no effect on birth or abortion rates in the United 
States as a result of Plan B being made available without 
prescription for those aged 18 and over.[29] A second study found a 
modest reduction in abortion rates among women aged 18-19 but no 
reduction among women aged 20-24 after the change;[30] the result 
for those aged 18-19 is unconvincing because the magnitude of the 
drop from 2000-2001 to 2002-2006 (before the change) is the same 
as that from 2002-2006 (before the change) to 2007-2009 (after the 
change). 
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VERSION 1 – AUTHOR RESPONSE 

Reviewers’ Comments Action to be taken 

 

Do pharmacists supply Ulipristal, or do they refer 

for it, and is there any confusion over its use or  

(invalid) concerns that is might be an 

abortifacient? 

 

 

Ulipristal is not available in Australia and New 

Zealand (see:  

https://www.ranzcog.edu.au/doc/emergency-

contraception.html). 

We have now made this clear on p. 6, para 1, line 

1: “The only ECP in Australia, containing 

levonorgestrel…” 

 

 

Are women also offered urgent referal for an IUD 

(or are they difficutlies with this, especially in 

remote areas)? 

 

 

For noting only: An IUD needs to be inserted by a 

doctor in Australia and therefore is not as 

accessible to women as the emergency 

contraceptive pill. There is no data available on 

the practice of urgent referrals for IUDs and is a 

topic of future research.  

 

 

p5 line 9 seems to imply that induced abortion 

always or generally has serious health effects, 

can this be adjusted please? 

 

P. 5, para 1, lines 4-7. This has been adjusted to 

read: “Abortions can have serious health 

effects/implications. One comprehensive study of 

400 international studies into the psychological 
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 risks associated with abortion concluded that 20-

30% of women who had an abortion suffered 

from serious, prolonged, negative 

consequences.[3]” 

 

 

On p5 and p3 Australia is said to have the third 

highest abortion rate of developed countries, I 

think this depends on a definition of developed, 

Eastern Europe certainly has very much higher 

rates (and in Greenland 50% of  pregnancies are 

aborted) 

 

 

P. 5, para 1, lines 2-4. We have reworded this to: 

“Australia is also reported to have one of the 

highest abortion rates of developed countries with 

an estimated 1 in 5 women having an abortion”. 

This avoids any confusion arising from definitions 

and interpretation of statistics. The same has 

been applied to the Abstract.  

 

 

p15 line 46 should be generates, not generate 

 

 

P. 16, para 5, line 2. ‘Generate’ has been 

replaced with ‘generates’.  

 

2
nd

 reviewer  

My only concern is that many questions asked of 

the pharmacists concern the PSA guidelines. If a 

pharmacist is unaware they exist, then all but one 

of these questions would have to be skipped. I 

assume, but you do not say, that the PSA 

guidelines will not be mentioned in the 

information packet. If they are, my guess is that 

those who are unaware would not choose to 

participate. 

 

For noting only: Yes, the PSA guidelines are not 

mentioned in the study information packet 

provided to the pharmacists. However, a previous 

national survey of pharmacists conducted by 

Hussainy et. al. found that the PSA guideline was 

the most commonly used protocol by pharmacists 

across Australia (Hussainy et al. Contraception 

83 (2011): 159-166). And we know from our 

experience that most pharmacists are aware of 

the PSA guideline. This is not surprising given 

that PSA is one of the major peak professional 

bodies in Australia that represents the pharmacy 

profession, and their guideline is the only national 

guideline available. It is therefore our intent to 

see if and to what extent these guidelines are 

adhered to by pharmacists in their practice. It is 

equally important to capture the views of those 

interviewees who may refer to another guideline 

or are not aware of the PSA guideline, in order to 

compare and contrast their practices to those 

interviewees who are aware of the PSA guideline. 

The RA is comprehensively trained to adjust the 

interview guide questions should this situation 

arise (unlikely) or explore certain areas in more 

depth.   
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VERSION 2 – REVIEW 

REVIEWER Lesley Bacon 
Sept of Sexual Health  
Lewisham and Greenwich NHS Trust  
Waldron Health Centre  
Amersham Vale  
London SE14 6LD 

REVIEW RETURNED 25-Oct-2015 

 

  

 

Your motivation throughout is to reduce barriers 

to obtaining ECPs in order to reduce the 

unintended pregnancy rate in Australia. However, 

ECPs have been shown to have no population 

impact (see the attached document) 

 

 

P. 5, para 2, lines 3-14. We have now inserted 

the following text: “It is important to note that 

many of the previous randomized controlled 

trials[5-8] demonstrating no association between 

ECP access or its advanced provision and 

unintended pregnancy or abortion rates, have 

mostly been conducted in post-partum or family 

management clinics or hospitals, and thus 

targeted women who were already accessing 

specialized forms of care. However, one trial has 

demonstrated that increasing access to the ECP 

can reduce unintended pregnancy rates during 

breastfeeding,[9] highlighting the importance of 

the culture, setting and context of such trials. 

Women in general health settings such as 

community pharmacy may have different 

attitudes, needs and health seeking behaviors, 

and the care they receive may not be as 

systematic or evidence-based. It is therefore 

critical to study these populations in greater depth 

than what has already been investigated,[6 10] 

i.e. in several countries and different cultural 

contexts, both to determine an effect of enhanced 

ECP access on unintended pregnancy rates and 

on the mental health and wellbeing of the women 

involved.  

 

And p. 5-6, para 3, lines 2-4. We have inserted 

the following text: “Barriers such as suboptimal 

acceptance by healthcare providers and the 

public, and multiple financial and healthcare 

system barriers to use,[11] are preventing the 

ECP’s potential for reducing unintended 

pregnancies and abortion rates to be realized”. 
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GENERAL COMMENTS I am still unhappy about paper's perspective on long term 
psychological harm from abortion, this is not the UK experience, see 
the attached. I also wonder if more should be made of the different 
relationship with the pharmacist from the doctor (where the power 
tends to be in the hands of the customer, rather than the more 
passive role of the patient). Does the risk of antagonising small (and 
possibly conservative) communities come into this, and would a view 
from religious leaders help? (I have experience of our EHC 
pharmacies being "set up" by a right wing tabloid newspaper, which 
was not helpful to the pharmacies or the women involved).  
 
This is an important question, I wish you luck with the work  
 
The reviewer completed the scoresheet with attachment. Kindly 
contact the publisher regarding this. 

 

REVIEWER James Trussell 
Princeton University  
USA 

REVIEW RETURNED 16-Oct-2015 

 

GENERAL COMMENTS You have addressed my concerns.  

 

VERSION 2 – AUTHOR RESPONSE 

 

Reviewers’ Comments Action to be taken 

 

Reviewer 1 

I am still unhappy about paper's perspective on 

long term psychological harm from abortion, this 

is not the UK experience, see the attached.  

 

 

I also wonder if more should be made of the 

different relationship with the pharmacist from 

the doctor (where the power tends to be in the 

hands of the customer, rather than the more 

passive role of the patient).  

 

 

 

 

 

 

We have now deleted this text from the paper. 

(p.5, para 1, lines 4-6 & 21-22). We have also 

merged para 2 with para 1. 

 

 

We have included the following text on p.5, para 

1, lines 16-19: 

“Further, relationships between women and 

community pharmacists, and women and 

general practitioners, may also be different, with 

pharmacy being challenged by the consumer’s 

power in the commercial transaction and 

perceived expertise in the management of minor 

illness.” 
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Does the risk of antagonising small (and 

possibly conservative) communities come into 

this, and would a view from religious leaders 

help? (I have experience of our EHC 

pharmacies being "set up" by a right wing 

tabloid newspaper, which was not helpful to the 

pharmacies or the women involved). 

 

We thank the reviewer for their comment, 

however, believe that obtaining a view from 

religious leaders is outside the scope of the 

study and is unlikely to come into play in an 

Australian context. While there are strong 

religious views around contraception, in 

Australia the major focus of religious protest has 

been around abortion. The ECP, while not 

uncommented on, has been debated on a much 

lower and objective level. We appreciate the 

advice but believe that the involvement of a 

cleric is not required.   

Reviewer 2 

You have addressed my concerns. 

 

We thank the reviewer for their comments.  
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