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Unintended pregnancy and 
its consequences continue 
to present a public health 

challenge.  Unintended pregnancy is 
commonly defined as a pregnancy 
that was not planned at that time; 
whether pregnancy was wanted at 
a later time or not wanted at all fur-
ther clarifies a woman’s intentions.1 
Outcomes of unintended pregnancy 
may include an unplanned birth, 
miscarriage, or termination. The 
Behavioral Risk Factor Surveillance 
System identified 76.2% of women 
age 18 to 49 years “at risk” for un-
intended pregnancy.2 The term “at 
risk” included being sexually active 
with a male partner, not currently 
pregnant or seeking pregnancy, not 
using permanent contraception 
(female or male sterilization), and 
not having had a hysterectomy.2 
Of these women, one-third (30%) 
reported not using any method of 
contraception.2,3 

Safe and effective contraceptive 
methods to prevent unintended 
pregnancy have been available for 
decades. Sterilization has remained 
the most common method over 
time, followed by oral contracep-
tives.4 Over the past 20 years, we 
have seen increased use of long- 
acting reversible contraceptives 
such as intrauterine devices (IUD), 
with a corresponding decrease in 
other methods.4 

The majority of unintended preg-
nancy results from inconsistent or 
nonuse of an effective method of 
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contraception.5 Postcoital methods 
of contraception, commonly referred 
to as emergency contraception (EC), 
are an option when pregnancy is 
not desired in instances of method 
failure, misuse, inadequate use, or 
absence of method.5–7 Sexual assault, 
coercion, and rape may also be indi-
cations for EC. As well, EC has the po-
tential to impact rates of unintended 
pregnancy, birth from an unplanned 
pregnancy, and abortions.5–7  

The purpose of this article is to 
provide an overview of currently 
available EC methods, review per-
tinent information to facilitate the 
most effective and safe use of these 
methods, and address issues of bar-
riers to access and use. 

Emergency 
contraception 
Methods to prevent pregnancy after 
acts of unprotected intercourse (UPI) 
have been available since the mid-
1970s.8 In 1998, the US Food and 
Drug Administration approved the 
first prescription product specifically 
for emergency, or postcoital, contra-
ception.6 In 2006, the first oral, pro-
gestin-only emergency contracep-
tive pills (ECP) became available over 
the counter (OTC) to women ages 18 
years and older.6,8 By 2013, age and 
gender restrictions for OTC EC pur-
chase were lifted and generic forms 
became available.9 Over the past 15 
years, there have been numerous 
changes in regulations related to EC 
access. These changes have been 
linked to confusion among pro-
viders, pharmacies and associated 
staff, and the general public, likely 
impacting utilization of this highly 
effective method to reduce unin-
tended pregnancy risk.5,9

Use of OTC ECP increased signifi-
cantly between 2008 and 2015, from 
11% to 23%, across all races and eth-
nicities.7 This increase was attributed 
to fears of primary method failure 

(41%) or unprotected sex (50%).7 
Repeat use of EC has remained fairly 
consistent at 45% among ever users, 
with 10% of all women reporting the 
use of EC more than once in 2015.3,7 
In 2018, 0.2% of women between 
the ages of 15 and 49 years reported 
using EC in the last month.3 The 
National Survey of Family Growth 
reports increased use of EC with 
higher levels of education.3 Women 
with a bachelor’s degree or higher 
are more than twice as likely to have 
used EC than women without a high 
school diploma or GED, at 27.9% ver-
sus 12.6%, respectively.3 

Despite an increase in EC use, 
myths, misconceptions, as well as 
barriers to access persist, particularly 
among the most vulnerable. Providers 
can effectively address these issues 
and provide guidance on overcoming 
barriers to sexually active, reproduc-
tive-age women; however, only 7% of 
ever users of EC reported counseling 
about EC from providers in 2015.7 

Emergency 
contraceptive options 
Currently, there are three widely 
accepted and available forms of 
emergency contraception: two 
oral hormonal preparations and 
one nonhormonal intrauterine de-
vice.5,6,10 Only one method is avail-
able OTC. All of these are effective, 
but there are pros and cons to each 
method. The US Medical Eligibility 
Criteria (MEC) specifically indicate EC 
may be made available to any and 
all women who do not desire preg-
nancy.6 Risks associated with EC use 
do not outweigh the benefit, even 
for women who may otherwise have 
contraindications.6 

Levonorgestrel 1.5 mg
The most commonly known and 
widely used form of EC is a pro-
gestin-only (levonorgestrel [LNG] 
1.5 mg) pill.6,10 Often referred to as 

“the morning after pill,” this option 
gained wider recognition when it 
became available OTC. The primary 
mechanism of action of LNG-ECP is 
delay of ovulation. It is important 
to note that LNG-ECP will not cause 
harm to an already established preg-
nancy and does not interfere with 
implantation of an already fertilized 
egg.5,6,10 These misconceptions may 
contribute to individual decisions 
against ECP use. 

This medication should be taken 
as soon as possible, and can be taken 
up to 72 hours after UPI, to prevent 
pregnancy.5,6,10 Failure rates vary, but 
when LNG-ECP is taken as recom-
mended, these rates are reported as 
0.3% to 2.6%. Efficacy does decrease 
incrementally with time, particularly 
between 72 and 120 hours after.5,6 
There are some concerns about 
reduced efficacy with LNG-ECP in 
women with a body mass index (BMI) 
greater than 26 kg/m2 (appx 155 
lbs), as blood serum levels of LNG 
have been reported as 50% lower in 
women with a BMI greater than 30 
kg/m2 (~ 175 lbs).5,6 Therefore, it is 
recommended that if other options 
for EC are not available, women 
with a BMI greater than 30 kg/m2 
take a double dose of LNG-ECP. 
Double-dose regimens (3.0 mg LNG) 
could also be considered for women 
on enzyme-inducing drugs such as 
antiseizure medications and certain 
antiretroviral therapies.5

Use of LNG-ECP does not require 
physical examination or laboratory 
testing prior to use and has a doc-
umented safety profile. There are 
no risks to LNG-ECP use that out-
weigh the benefits of preventing 
unintended pregnancy. Relative and 
actual contraindications according to 
the MEC for routine hormonal contra-
ceptive use do not apply to the short-
term, limited use of LNG-ECP.5,6,11 

Repeated acts of intercourse 
within the same menstrual cycle 
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will require another method of 
pregnancy prevention or additional 
dosing of EC.5,6,10 Patients can 
resume or initiate combination or 
progestin-only hormonal contra-
ceptives the same day they take 
LNG-ECP (quick start) as medically 
appropriate, and abstain from 
sexual intercourse or use a barrier 
method for at least 7 days. Alterna-
tively, hormonal contraception can 
be initiated with the onset of men-
ses after EC use.6 

The most common side effects of 
LNG-ECP are nausea (13%–23%) and 
abdominal pain (13%–18%).5,6,10 
If vomiting occurs (5.6%) within 3 
hours of the dose, a second dose is 
recommended.5 Side effects typi-

cally resolve within 24 hours of ad-
ministration. The timing of menses 
is dependent on the point in the 
cycle when EC is used. If menses 
is delayed by 1 week, or if lower 
abdominal pain and spotting are 
experienced, the individual should 
perform a pregnancy test and seek 
care as needed.6 

Ulipristal acetate 
Ulipristal acetate (UPA; 30 mg) is an 
anti-progestin that became avail-
able for use as EC in the US by pre-
scription only in 2010.6 Similar to 
LNG-ECP, the mechanism of action 
is delay of ovulation. UPA is more 
effective than LNG-ECP within the 
first 72 hours and has FDA approval 

for use between 72 and 120 hours 
(3–5 days) after UPI.5,6,10 Failure 
rates are reported as 0.0% to 1.8% 
through 120 hours (5 days), and 
UPA has also proven effective in 
women with elevated BMI (> 30 kg/
m2).5,6 Drug interactions resulting 
in reduced efficacy of UPA  may 
occur with hepatic enzyme-induc-
ing medications (administered up 
to 1 month prior to use) and drugs 
reducing gastric pH (antacids, H2 
blockers).5 Modifications in dosages 
have not been studied. Combi-
nation hormonal contraceptives, 
progestin-only contraceptives, 
or LNG-ECP taken within 5 days 
before or after UPA may decrease 
efficacy due to likely competition 
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for receptor sites. More specifically, 
if EC is sought due to missed or 
late use of any of the hormonal 
contraceptive methods but these 
were taken within the previous 5 
days, LNG-ECP is preferred over 
UPA.5,10 Hormonal contraceptives 
containing a progestin should not 
be initiated within 5 days of UPA 
use as the efficacy of either may be 
decreased.5,6,10 A barrier method 
or abstinence should be used for 
those 5 days and continued for the 
first 7 days after initiating or restart-
ing hormonal contraception.5 

There are no risks to use of UPA 
that outweigh the benefits of pre-
vention of unintended pregnancy. 
No harms to a previously estab-
lished pregnancy have been docu-
mented and no teratogenic effects 
have been documented with UPA 
use during pregnancy.5,6 Headache 
(19%) is the most common side 
effect, followed by dysmenorrhea 
(13%) with the next cycle.5,6  UPA 
has been found in small quantities 
in breast milk. Therefore, it is rec-
ommended that women who are 
breastfeeding discard breast milk 
for 24 hours, and  up to 7 days per 
European guidelines, following 
use. There are no current US guide-
lines.5 Timing of menses after UPA 
use are cycle point dependent, 
but typically occurs approximately 
2 days later than expected.5 If 
expected menses is delayed by 1 
week or more, a pregnancy test 
should be performed and if needed 
follow up with a provider.5,6

Despite the increased efficacy, 
particularly in women with a 
higher BMI, the primary barrier to 
UPA is the need for a prescription, 
followed by limited availability in 
pharmacies.5,10 Providers could of-
fer prescriptions to patients to have 
“on hand” while advocating for a 
more reliable, consistent method of 
birth control.  

Copper intrauterine device
The copper (T380A) intrauterine 
device (IUD) is the most effective 
method of EC, although this indica-
tion is not FDA approved.6,9 The re-
ported effectiveness rate with inser-
tion up to 5 days (120 hr) after UPI 
is nearly 100%, with only 10 preg-
nancies in over 7,000 insertions.5,6,10 
Some studies have documented 
efficacy with IUD insertion between 
5 and 10 days after UPI with confir-
mation of a negative pregnancy test 
prior to insertion, but this is not the 
standard recommendation.5,6 The 
mechanism of action is not fully un-
derstood, although it is believed to 
be similar to the action of the IUD in 
general (ie, change in cervical mucus 
and change in intrauterine environ-
ment preventing implantation).5 

Current pregnancy should be 
reasonably ruled out prior to IUD 
insertion.5,11 Screening for chla-
mydia and gonorrhea should be 
done if indicated by age or risk 
factors but insertion need not be 
delayed while waiting for results.11 
Contraindications to IUD use for EC 
are the same as those for routine 
placement. These include current 
purulent cervicitis, active infection 
with chlamydia or gonorrhea, pelvic 
infection, untreated reproductive 
tract cancer, unexplained bleeding, 
uterine malformation, and active 
HIV without adequate suppression. 
There is heightened risk for uterine 
perforation and expulsion if an IUD 
is inserted during the first 4 weeks 
postpartum.11 Some patients may 
experience an increase in menstrual 
discomfort and flow after IUD inser-
tion.10 As with routine IUD insertion, 
the patient should be advised to 
return if there are any concerns with 
the IUD including a suspected preg-
nancy, if a change in contraceptive 
method is desired, and when it is 
time to remove or replace the IUD.11 

The primary benefit of an IUD is the 

immediate and ongoing contra-
ceptive benefit. The T380A IUD is 
approved to remain in place for 10 
years, offering long-term, reversible 
contraception.5,6,11 The primary 
drawback of the IUD for emergency 
contraception is the need for an 
appointment with a trained provider 
for insertion. Patients with health in-
surance coverage through a private 
provider or the Affordable Care Act 
typically can acquire an IUD for little 
or no cost, with most out-of-pocket 
expenses offset by the long-term 
benefit and reduced long-term 
costs.5

Additional clinical 
considerations 
Addressing sexual and reproductive 
health, including pregnancy inten-
tions, should be included in well and 
problem visits for reproductive-age 
women. Providing information 
about the safety, availability, and 
ways to access emergency contra-
ception prior to situations for which 
the need is urgent may have an 
impact on unintended pregnancy 
rates.  

Patients in need of EC may be 
facing difficult situations, have con-
cerns about confidentiality, or may 
be embarrassed about not having 
used contraception. Nonjudgmental 
care is essential. It is important for 
providers to conduct physical and 
psychological assessments for repro-
ductive coercion and sexual assault 
when discussing current or prior 
use of EC with patients.6 Starting a 
method of regular contraception 
should be discussed but should not 
be a prerequisite to receiving EC. 

Always confirm that the patient 
does not desire a pregnancy related 
to the UPI that occurred. Explain 
what is known about the effective-
ness and any individual factors that 
may reduce effectiveness of the 
different EC options. Reinforce that 
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there is no ongoing protection from 
pregnancy after taking ECPs. EC use 
provides an opportunity to address 
ongoing needs for pregnancy pre-
vention.

Data indicate younger women 
are at greater risk for unintended 
consequences of sexual activity such 
as unintended pregnancy and STIs.12 
EC provides no protection against 
STIs or HIV, and its use indicates a 
potential increase in risk for STI. If 
and when women present at the 
office or clinic for or post EC, provide 
appropriate STI screening and risk 
reduction counseling along with 
contraceptive method counseling.12 
Survivors of sexual assault often have 
concerns about pregnancy, STIs, and 
HIV. Screening for infections and pre-
sumptive treatment if desired should 
be part of the care provided. 

Barriers to access 
and use of emergency 
contraception 
Various forms of EC are available 
with and without a prescription. 
ECP became available without a 
prescription in 2006.8,9 By 2013, all 
age and gender restrictions were 
removed and generic forms be-
came available. Despite increases 
in availability and reported use, EC 
remains an underutilized method of 
pregnancy prevention, particularly 
among those most vulnerable. 

Knowledge
One of the primary barriers to 
use of EC is the persistent gap in 
knowledge. Various studies have 
reported knowledge gaps and mis-
conceptions about EC, including 
available forms, timing of use, side 
effects, contraindications, safety, and 
mechanism of action.5,8 Misunder-
standings of the application of MEC 
criteria for hormonal contraception 
to EC use have been cited as con-
cerns impacting provider provision 
of EC.5,13 Many women, and provid-

ers, are still under the misconception 
that adolescents and nulliparous 
women are not candidates for an 
IUD and providers may be less 
familiar with UPA.5 Often, people 
continue to confuse emergency 
contraception with the medication 
used to  medically induce an abor-
tion.5,14 Some studies note provider 
resistance to providing education on 
EC in general and to adolescents in 
particular.6,14 The most commonly 
cited reasons are concerns that EC 
is associated with an increase in 
risky sexual behavior despite nu-
merous studies refuting this belief, 
time constraints, and the belief that 
individuals cannot use the method 
appropriately independently.6,14 

It is essential that providers 
remain cognizant of current guide-
lines and recommendations for 
emergency contraception and offer 
clarity, dispel myths and miscon-
ceptions, and offer guidance to em-
power individual decision making. 

Cost and availability
Additional barriers to access are 
related to cost, product availability, 
inaccurate information and restric-
tions imposed by pharmacy or ven-
dor staff (eg, age restrictions), and 
concerns related to confidentiality 
and parental consent. For example, 
OTC availability does not necessarily 
equate with access. Often OTC ECP 
are kept in a locked cabinet or be-
hind the counter and available stock 
may be limited. Some pharmacies 
have cited risk of theft of the prod-
uct as justification for this practice, 
but it forces those seeking ECP to 
request direct assistance from store 
personnel, contributing to discom-
fort and embarrassment.5,8,9,13

Cost of OTC ECP has frequently 
been reported as a barrier to use, 
particularly for adolescents and 
women living in or close to pov-
erty.5,7 Unintended pregnancy also 
disproportionately affects these 

groups.1,5 Unfortunately, most in-
surers do not provide options for 
reimbursement of products pur-
chased OTC. Others do not provide 
coverage for any contraceptive 
services (eg, religious employers).5,6 
Typical cost for OTC ECP ranges 
from $40 to $50, generic or brand, 
respectively.10 There are options 
to purchase LNG-ECP online at a 
lower cost ($25 including shipping) 
to have on hand should the need 
arise.5 Ulipristal as a prescription, 
depending on coverage, costs be-
tween $3 and $1,200, with a median 
cost of $50.5  

Pharmacies in lower-income 
neighborhoods are 50% less likely to 
have the product available compared 
with pharmacies in higher-income 
neighborhoods.5,13 Additionally, 
pharmacies in lower-income neigh-
borhoods were more likely to impose 
age restrictions and prescription 
requirements.13 Similarly, women in 
rural areas face significant challenges 
related to provider and product 
availability. Veterans and active mem-
bers of the military have coverage 
for EC services, although product 
and provider availability may be 
limited, particularly depending on 
location.14 The most cost-effective 
method of EC is the IUD, especially 
when adding the cost-saving benefit 
of extended contraception. 

Providers can assist patients to 
overcome barriers to EC access with 
information about online ordering, 
cost-saving measures, and by di-
recting them to pharmacies that are 
known to support EC availability. In-
creased availability of IUD insertion 
training for providers, especially in 
rural and low-income settings, can 
improve access.5,13  

System wide/policy barriers
There are various policy and system 
wide barriers to effectively reducing 
the unintended pregnancy rate and 
increasing access to EC. For example, 
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33 states do not require emergency 
departments to provide infor-
mation on EC options to women 
seeking care for sexual assault.5,15 
Providers and facilities may refuse 
to provide information on or actual 
EC to patients on moral or religious 
grounds.5,6,15 Pharmacies and 
pharmacists are also permitted to 
refuse to stock, dispense, or provide 
information on EC on moral or reli-
gious grounds. The majority of these 
positions are rooted in the miscon-
ception that EC, in any form, causes 
an abortion. FDA regulations require 
generic preparations of ECP to in-
clude a statement recommending 
the product “for women 17 years of 
age and older,” contributing to con-
fusion among adolescents related to 
ability to access and inappropriately 
imposed age restrictions by phar-
macy personnel.6,9,13 

Numerous organizations have is-
sued position statements and opin-
ions in support of expanded access 
to effective methods of contracep-
tion, including emergency contra-
ception. Among these organizations 
are the National Association of Nurse 
Practitioners in Women’s Health, As-
sociation of Women’s Health, Obstet-
rics, and Neonatal Nurses, and the 
American College of Obstetricians 
and Gynecologists.14,16,17 

Improvements and 
advancements 
Other methods for EC are being 
explored. Mifepristone (previously 
known as RU-486), in a low dose, 
is currently available in several 
countries for use as EC. It prevents 
ovulation by blocking the effect of 
progesterone through binding to its 
receptors and has an excellent safety 
and low side-effect profile.5 Re-
search is under way for the use of 
LNG IUDs for EC, and initial results 
are promising.5 Although any IUD 
can be removed at any time, the “12 

year” feature of the copper IUD may 
cause hesitation among younger 
women. The shorter intended du-
ration of the LNG IUDs may be a 
beneficial “marketing tool” for use in 
general, as well as for EC.  

The American College Health 
Association includes provision of 
contraceptive services, including EC, 
in their Best Practices guidelines.18 In 
2017, Stanford University was the first 
college to offer ECP via a vending ma-
chine.19 Other colleges and universi-
ties have implemented this approach, 
but it is not yet widespread. Future 
research and/or initiatives regarding 
vending machine methods for distri-
bution, particularly in lower-resource 
settings, are warranted.

The emergence of online options 
to purchase ECP, other forms of 
contraception, and access provider 
services is promising. This approach 
has the potential to increase avail-
ability of services to those who may 
otherwise face challenges, but the 
benefits of this method will not be 
actualized if young men and women 
are not aware of these options. In-
creasing marketing efforts of these 
types of services are warranted.

Conclusion 
Emergency contraception is an 
available, safe, effective method 
to reduce the risk of unintended 
pregnancy after unprotected sexual 
intercourse. Women, particularly 
the most vulnerable, still face bar-
riers to access and use, resulting 

in a continued risk of unintended 
pregnancy. At the clinical level, pro-
viders can discuss sexual activity and 
pregnancy intentions as essential 
components of well-woman care. As 
appropriate, effective methods to 
prevent pregnancy that include EC 
options to address method failure or 
misuse should be part of sexual and 
reproductive health counseling. Pro-
vider knowledge about the safe and 
effective use of EC and resources 
to provide access are crucial. At the 
policy level, efforts must continue to 
improve access to EC including im-
proved insurance coverage and re-
moval of unnecessary restrictions. �    
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