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VAN LANCKER REPORT
Why it does not fit the facts

(PLENARY EDITION)

INTRODUCTION – CARE’S MANDATE

. 
CARE (Christian Action Research and Education) is a British-based charity and campaigning organisation which seeks to promote Christian ethics in public life and provides caring services for the victims of the lack of Christian ethics in contemporary society. 

Our campaigning stance on sexual and reproductive health matters is backed up by such caring activities as the provision of a network of 150 crisis pregnancy centres in the United Kingdom, and the support of a sister charity in running similar centres in France and Belgium, where advice and support is available on  a non-judgmental basis for women of all ages who find themselves unexpectedly pregnant as well as follow up counselling for those who have had an abortion. We also provide sex education materials for use in schools which emphasise the importance of loving relationships and the desirability of abstinence until a committed relationship has been achieved.

INCORRECT FINDINGS OF FACT

The Van Lancker report opens with a number of assertions as to the causes and effects of contemporary problems with such matters as excessive conceptions and pregnancies on the part of young people in Europe and the high rate of abortions amongst adults in some European countries which are threats to the health of women. In Each case the facts of the matter are very different from the reports assertions.

1. Which policies lead to the lowest rate of abortions?

The report asserts that ‘studies show’ that abortions are fewer in countries which have ‘ liberal legislation on the termination of pregnancy’ and ‘effective sexuality education, high quality family planning services and availability of a wide range of contraceptives’ (para D).
The three EU countries with the highest rates of abortion per 1,000 women are Sweden, Denmark and the United Kingdom (1). In the United Kingdom one-third of all pregnancies conceived outside of marriage are now terminated by an abortion (2) there is a much lower rate of only 9% for pregnancies conceived within marriage making  a rate of 22% overall. All of these countries have very liberal abortion laws, wide availability of contraception and sexual and reproductive health services integrated into general health provision. Even allowing for the 6,500 women per year who travel to the United Kingdom for abortions the rate in the Republic of Ireland, which has the most restrictive abortion laws in Europe and limitations on contraceptive availability, is less than two-thirds that of the United Kingdom (1). The lowest abortion rate recorded in the EU is in Greece which is criticised by the IPPF for not having reproductive health policies integrated into general health system provision (1), it also only has 4% of births occurring outside marriage.

2. Which policies reduce teenage conceptions and pregnancies?

Specifically for adolescents it is implied that more ‘high quality sexuality education’ and ‘specific sexual and reproductive health counselling and services for adolescents’ would reduce the rate of adolescent pregnancies (para M).

The same three countries top the table for pregnancies to women aged between 15 and 19 (1). A recent study by the University of Nottingham in the United Kingdom (3) analysing trends over a 14 year period in 16 health regions in England and Wales concludes that greater contraceptive availability and specific targeted family planning services for teenagers do not reduce the rate of teenage conceptions. If anything they slightly increase it. This is due to a substantial increase in the numbers of young women becoming sexually active as a result of the availability of these services and the resulting pregnancies due to contraceptive failure exceeding the number of pregnancies prevented amongst young women who were already sexually active before these services became available. One article in the British Medical Journal by the Director of Public Health Services for the London Borough of Croydon (4) refers to 80% of teenage pregnancies being the result of contraceptive failure (both technical failure and misuse), he also analysed trends from national surveys of  sexual behaviour over a 15 year period and found a straight line correlation between increased use of a condom at first intercourse and increased teenage pregnancies, concluding that ‘the answer is not more contraception or emergency contraception but a change in attitude towards sexual behaviour’. In addition to the rise in unwanted pregnancies a sharp rise in STIs (sexually transmitted infections) is also being experienced by this age group (5). Basically, use of a condom is no guarantee against either unwanted pregnancy or sexual infection.

3. How can the number of unwanted pregnancies amongst adults be reduced?

For adults it is asserted that ‘good access to all forms of contraception would reduce unwanted pregnancies and sexually transmitted diseases’ (para I)’. 

Here the picture is less clear. The breakdown of traditional family structures in some Member States means that it is no longer possible to correlate births to unmarried women as being ‘unwanted’. In some circumstances in might be thought to be appropriate to take the rate of abortions as a proxy for the number of unwanted pregnancies but the extent to which women with unwanted pregnancies choose the option of a termination varies greatly between countries due to different legislative provisions, levels of service availability and cultural factors. For those already sexually active within stable relationships it cannot be gainsaid that the availability and lower cost of contraceptive services must be a factor in helping to prevent unwanted pregnancies. However, the statement that the availability of such services will automatically lead to lower rates of abortion is not borne out by the figures which show the highest rates of abortion in the EU countries which also have the highest rates of contraceptive use (1).

THE REAL FACTS
What is the answer then?

The fact of the matter is that behavioural considerations, economic conditions and religious/cultural outlook are far more important in determining outcomes in this field than the mere availability of medical devices and procedures. Where sex is treated as something special to be reserved as an essential ingredient of long-term loving relationships these problems are less evident. Where it is regarded as a random recreational activity to be indulged in almost at whim, these problems multiply. 

Greater availability of contraceptive services, specialised family planning services and liberal sex education have the combined effect of taking away a young woman’s last line of defence against the pressure to take part in premature sexual activity. They weaken her ability to say ‘no’. Surveys in the USA and the United Kingdom have revealed  that for a substantial proportion of young women their first experience of sex has been unwanted sex. Something they have felt pressurised into. 

‘Many teenagers regret having sex too early and many report being pressured into it’.

‘I didn’t feel ready, all my friends egged me on by telling me that it was excellent and they had all done it. Half of them haven’t, they wanted me to do it so that I could tell them all about it’.(6)

Surveys by Gloucestershire Community Health Council in England also found that 45% of boys had been encouraged to experiment with intercourse by sex education and that two-thirds of 13 to 15 year olds who had become sexually active had not consciously decided to have their first sexual experience “Under these circumstances the availability of contraception is not an issue” said the Trust..(7)

The year 2000 NATSAL (National Survey of Sexual Attitudes & Lifestyles) for the UK includes the following statements;

*Women are twice as likely as men to regret their first experience of intercourse and three times as likely to report being the less willing partner.

*After adjusting for all variables early age at first intercourse was independently associated with both motherhood and abortion before the age of 18 years.

*Analysis for those aged 16-24 years at interview show that the earlier first intercourse occurred, the greater the likelihood that the respondent expressed regret relating to timing and reported being more or less (but not equally) willing compared with their partner. Women are more likely than men to say they wished they had waited longer and to report not having been equally willing.

The report uses an expression called ‘sexual competence’ to refer to the degree to which the young man or woman concerned is felt to be in control of and freely giving consent to the situation. According to this measure ‘A strikingly high proportion, 91% of girls and 67% of boys aged 13 to 14 years at first intercourse were not sexually competent.’(8)

Just as there has been growing emphasis on assertiveness training and strengthening an adult woman’s ability to say ‘no’ to sexual harassment and unwanted sexual advances in the workplace, there is an even stronger need for young adolescent women to be able to feel confident in asserting their right to say ‘no’ to premature sexual activity. 

One by one the defences against pressure on young women to begin sexual activity prematurely have been dismantled in many Member States of the EU. Prosecutions of young men for having sexual relations with young women before the legal age of consent are rare. The role of parents in seeking to set a positive example of healthy attitudes to sex has largely been usurped by school-based sex education which is largely confined to instruction in the use of contraceptives and the message that sex in almost any circumstances is fine so long as it is ‘safe’ – with the relative high rates of failure of contraceptives when used by inexperienced young people entirely glossed over. This has been directly linked with past increases in teen pregnancy rates in the USA (9) and the predominantly utilitarian approach taken by sex education in British schools was recently confirmed in a report by the Office for Standards in Education (10). Adolescent specific family planning services are even less likely to point to any desirability for sex to be enjoyed within the context of a committed relationship.

POLICY PROPOSALS NOT BASED ON EVIDENCE

The gross errors in the ‘findings of fact’ at the commencement of the Van Lancker Report are compounded by policy recommendations which effectively amount to seeking the spread of the policies which have lead to Sweden, Denmark and the United Kingdom having the highest abortion rates and the highest teenage pregnancy rates in the EU to those Member States who so far have had the good sense to avoid them.

The report repeatedly calls for the introduction and wide availability of so-called ‘emergency contraception’ (the morning-after pill). However, this is in contradiction of the stipulation at Article 5 that ‘abortion should not be promoted as a family planning method’. Depending on the stage in the cycle at which it is taken the morning-after pill may in fact work by securing an abortion as it prevents the conceived embryo from being implanted in the womb of the host mother and therefore procures its expulsion from her body. There should also be serious reservations about the advisability of encouraging self medication, particularly by young women, with a powerful hormonal drug known to have deleterious side effects on the long term fertility of the woman concerned. This problem is magnified if there is repeated use of the drug which over-the-counter sales allow. It also, of course, does not provide any protection against the spread of sexually transmitted infections.

In any case a study in the British Medical Journal in 2000 (11) found that young people who used emergency contraception were much more likely to go on to have abortions later.

The report also calls for an increase in targeted adolescent family planning services (para 19) and universal availability of  abortion on demand (para 12). These policies have both failed to reduce teenage conceptions and pregnancies in the countries where they have been introduced and  do not in combination lead to a lower overall rate of abortions as asserted in para E. Therefore it is certainly not wise for the European Parliament to seek their extension to Member States where they are not currently practised.

If there is in reality a serious desire to tackle the problem of high abortion and teenage pregnancy rates the Committee should rather be requesting the Commission to undertake an holistic study of the situation in Member States who have not introduced these policies (eg. Portugal, Greece or Ireland) to seek to establish how it is that lower rates of these problems have been secured.

An encouragement should also be given to the public funding of sex education programmes such as those now being pioneered in the USA and beginning to be implemented by CARE in the United Kingdom (with limited availability due to lack of funding) which stress the importance of understanding sex in the context of relationships, the desirability of reserving sex to be the core ingredient of long term loving relationships and the advantages of abstinence until such a relationship is achieved. The USA is virtually the only country in the developed world where the rate of teenage pregnancies is now falling and these new forms of sex education are credited with having achieved this. ‘The evidence points to sexual abstinence, not increased contraceptive use, as the primary reason for the decline’ states the Consortium of State Physicians Resource Councils (12). 
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