Twenty-five years ago: then and now

The renaissance of barrier methods
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Summary

In 1987, the threat of litigation led to the
withdrawal of intrauterine devices (IUDs)
from the American market where depot
medroxyprogesterone acetate (DMPA)
had already been banned. There were
fears of repercussions that would have
led to the limiting of contraceptive choice
in Britain. HIV was also an emerging
issue and a revival of interest in barrier
contraception led to an emphasis on male
condoms, with strengthening of manufac-
turing standards, promotion in the media,
improved accessibility and emphasis of
their value for dual protection. Twenty-
five years later, links still need to be
sought within reproductive health serv-
ices, especially at the interface between
the management of contraception and
opportunities for HIV prevention.

Restricting choice

An editorial in this Journal in 1987!
referred to “The customer comes first’ as
a current political slogan and stressed the
role of choice when “the commodity on
offer is contraception”. It was felt that
there was a threat that “freedom of choice
will be whittled away”, as two govern-
ment discussion documents had neglected
to mention community services for fam-
ily planning despite their widespread rec-
ognition as being essential for primary
health care.? Community services were
perceived as providing value for money,
as well as offering alternatives both to
hospitals as service delivery points and
to general practitioners (GPs) for service
provision. It was felt that GPs tended to
focus on oral contraception, to the exclu-
sion of IUDs and barrier methods.

At that time, major challenges were
being faced in the promotion of IUDs,
both because of inadequate service pro-
vision and due to misconceptions regard-
ing their indications, contraindications
and effectiveness. Whereas IUD fitting
by hospital gynaecologists would provide
“a contraceptive service nearer to the
Rolls-Royce than the rickshaw™ for the

great benefit of a few individual clients,
it seemed more appropriate for service
improvement to prioritise the training of
community-based staff. [UDs had received
poor publicity due to the erroneous attri-
bution of adverse effects, such as pelvic
infections, to the devices themselves as
opposed to their surrounding clinical cir-
cumstances. With these incorrect views
also prevailing in courts of justice in the
USA, manufacturers could not afford
the insurance premiums to enable them
to defend themselves against litigation.
All TUDs, except for the Progestasert®,
had been withdrawn from the North
American market.* Transatlantic repercus-
sions ensued with the withdrawal of the
most popular TUD, the Copper 7, from
the British market by its multinational
pharmaceutical distributor.’ It was most
unfortunate that commercial interests,
and not clinical considerations, now lim-
ited choice in the selection of a contracep-
tive method. The USA was described as “a
society devoted to the restriction of con-
traception” and with the important role
of that country as an international donor
for family planning, there were potential
global implications as had previously been
experienced with their ban on DMPA.¢

Emerging contraceptive methods

A clear distinction was made between con-
traceptive technology and family planning,
which was described as the “art and craft
which uses the science of contraception
incorporating the sociology of culture”.
The management of female infertility,
especially the evolution of in vitro ferti-
lisation, had benefited significantly from
advances in reproductive physiology that
followed research on new contraceptive
methods for fertility control in develop-
ing countries. However, lack of interest
in male contraception had led to under-
funding of research in that field, with
persistently poor insight into male repro-
ductive physiology and male psychology.
With each “pill scare’, male contraception
received renewed attention, but available
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methods had not progressed beyond vasectomy and
condoms. Whereas the male pill was “clearly a long
way off”, doubts were expressed regarding its accepta-
bility both to men due to “their self-doubts about their
machismo” and to their female partners who would
mistrust reliable pill-taking by men, preferring female-
controlled methods “to keep their own fertility in their
own hands”.” Sadly, little has changed over the ensuing
25 years.

The newly developed progesterone antagonist,
RU486 (mifepristone), was perceived as having poten-
tial for effective and convenient contraception in view
of its effects in monkey experiments.® The Today®
vaginal sponge, impregnated with nonoxynol-9, was
being used increasingly but “the unpleasant taste
of the sponge prohibited oral sex”.” A new arcing
spring diaphragm, with diameters ranging from 60 to
95 mm, was considered to be useful by the Clinical
and Scientific Advisory Committee of the National
Association of Family Planning Doctors (NAFPD)' and
there was much interest in the role of spermicidals® to
improve the effectiveness of female barrier methods.
With emerging developments in materials technology,
it was suggested that disposable diaphragms could be
produced that were affordable and that would be of
the correct size for the individual woman.!" As will be
seen later in this article, that contributor to the Journal
was remarkably prescient and, 25 years on, a product
fulfilling most of her criteria will become available in
the near future.

Increasing HIV prevention
With the emerging HIV epidemic, guidelines issued
jointly by the Family Planning Association (FPA)
and NAFPD stressed that “family planning and well
woman services will have an important role in prevent-
ing the spread of HIV”. Among other issues, the guide-
lines addressed health education, counselling, condom
distribution, infection control in clinics, screening and
confidentiality.'”? As condoms had come to the fore,
it was anticipated that a multitude of brands would
invade the market, and as a result confusion was feared.
The Journal reported that a letter had been sent from
the FPA to the British Standards Institution, urging
the introduction of “an appropriate standard for con-
doms as far as the spread of HIV virus is concerned”.!?
With cost sometimes being an obstacle for men to use
condoms,' it was apt for a notice at the Margaret
Pyke Centre in London to state that “Sheaths will be
supplied on request free of charge for additional pro-
tection, whatever your method of contraception”.'
Advice regarding dual protection had already become
the norm in the delivery of contraceptive services.
However, it was recognised that conventional mes-
sages for HIV prevention were “negative, antifun, dull
if not totally unreasonable”.’ The HIV threat led to
greater openness in discussion of sexual activities,
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thereby promoting psychosocial research for policy
formulation for communication encouraging behav-
iour change.’® Materials for both teachers and pupils
quickly became available for health education on AIDS
in the classroom' and there was a massive “no holds
barred” campaign on British television with explicit
details that included a demonstration of putting on a
condom."

Addressing concerns

Some 25 years on, with the success of antiretroviral
therapy in prolonging life, HIV-positive individu-
als now feature prominently in the reproductive age
group in most parts of the world, with increasing rel-
evance for the need for links between contraception
and HIV prevention within reproductive health serv-
ices. As a result, it has been advised that reproductive
health practitioners should become familiar with HIV
drug regimens.' It is often forgotten that contracep-
tion is a very important measure for the prevention of
mother-to-child transmission of HIV.

The utilisation of a wide range of contraceptive
methods is regarded as highly desirable in order to
meet the perceptions and preferences of individu-
als. Fortunately, IUDs survived the crisis of the mid-
1980s through reassurance regarding their safety in an
authoritative and comprehensive report that was issued
promptly by the World Health Organization (WHO),"
thereby demonstrating that great benefits could be
gained by international collaboration. Activities to
encourage the uptake of services have been empha-
sised in international, multilateral family planning
programmes. But with the interest of donors in achiev-
ing short-term tangible results, resource allocation has
tended to favour funding for service delivery, to the
detriment of contraceptive research and development
aimed at the introduction of new methods. Biomedical
research is crucial. Paragraphs 12.10 and 12.12 of the
Programme of Action of the International Conference
on Population and Development in 1994 specified that
increased support was needed “to bring a number of
potential new, safe and affordable methods to fruition,
especially barrier methods” for both “fertility control
and the prevention of sexually transmitted diseases,
including HIV/AIDS, as well as microbicides and viru-
cides, which may or may not prevent pregnancy”.?

In the quest for alternative female-controlled bar-
rier methods to complement the female condom in
the range of options, activities in research and devel-
opment have focused on cervical barriers, allowing
discreet use and avoiding interference with spon-
taneity. The SILCS diaphragm, a contoured single-
size silicone device, is comfortable, easy to use, and
does not require a pelvic examination for fitting, a
major advantage in low-resource settings.?! Apart
from the fact that it is not disposable, it fulfils the
hopes expressed in this Journal 25 years ago.!! Its
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commercial production is likely to commence soon,
once regulatory approval is obtained. The potential of
the SILCS diaphragm as a microbicide delivery system
is currently being investigated.?

The safety of hormonal contraceptive methods has
recently been questioned again, the controversy now
relating to the possibly increased risk of HIV acqui-
sition, progression and transmission.?* The level of
risk varies substantially between population groups,
as exemplified by the general population in low HIV
prevalence environments, as opposed to specific groups
in high-risk settings. Clinical judgment will need to be
exercised: a small increase in the risk of HIV might yet
be acceptable in view of the high contraceptive efficacy
of hormonal methods. As hormonal contraception is
known not to protect against HIV, a barrier method
should be used concurrently — advice that was already
being given 25 years ago." The conflicting results from
observational studies on the risk of HIV may possi-
bly be due to methodological problems. While await-
ing the conclusions of further studies that will take
years, there are even more reasons for the intensified
promotion of the concurrent use of barrier methods,
especially male condoms, which, as confirmed by the
recent WHO statement,” remain the mainstay of dual
protection.
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