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CLINICAL CASE

A 19year-old nulliparous patient you saw for well child
care until the patient left for college calls your office and asks
for an urgent call back. The patient had sex for the first time
yesterday. The condom broke, and the patient is worried about
pregnancy. The patient has been taking a combined hormonal
contraceptive pill since high school and has missed a few doses.
The patient's last menstrual period was two weeks ago. What
options does the patient have to avoid an undesired pregnancy?

INTRODUCTION

Emergency contraception (EC) reduces the risk of
pregnancy after unprotected sexual intercourse. People
use EC when birth control is misused or fails, when
a condom breaks, or after sexual assault. Emergency
contraception does not interfere with an existing preg-
nancy and does not cause abortion.

Some patients may feel ambivalent about formal-
izing their contraception plan when asked in their
physician’s office, but have a clear preference to pre-
vent pregnancy when faced with this possibility later
on. Unfortunately, many sexually active people in re-
lationships do not have full autonomy in their repro-
ductive decision-making and are prevented from using
contraception.

However, oral EC offers a way to reduce the risks
for and consequences of undesired pregnancy. Emer-
gency contraception is a critical part of sexual and re-
productive health care.

Because all forms of emergency contraception
must be administered soon after unprotected inter-
course and because accessing EC can be time consum-
ing, it is reasonable and recommended to provide pre-
scriptions for oral EC in advance so patients may use
emergency contraception as soon as possible when it
is needed. This practice is called advanced provision. A
2007 Cochrane Review demonstrated that advanced
provision was not associated with negative sexual or
reproductive health outcomes.!

In 2019, the American Academy of Pediatrics
released an updated policy statement on EC recom-

mending that pediatricians provide emergency contra-
ception to adolescents and young adults who have an
urgent need and recommended advanced provision
of emergency contraceptive pills. Furthermore, they
recommended:

[All] adolescents receive counseling about EC as
part of routine anticipatory guidance in the context
of a discussion on sexual health and family plan-
ning regardless of current intentions for sexual
behavior. In addition, it is important that infor-
mation about EC be included in all contraceptive
and STI counseling for adolescents wherever these
visits occur, including emergency departments, clin-
ics, and hospitals. Information provided should
include indications for use and options for access,
including over-the-counter availability and advance
prescription or supply if available in the clinic. It is
important that pediatricians also provide this coun-
seling to adolescents with physical and cognitive
disabilities and their parents.?

They went on to suggest that regarding policy, health
care professionals “should advocate for low-cost or free,
nonprescription access ... for teenagers regardless of age
and insurance coverage of EC without cost sharing to
further reduce cost barriers.”

DEMOGRAPHICS

Use of emergency contraception is increasing. In
2015, 23% of sexually active women aged 15-44 in the
United States reported they had used EC, compared to
11% in 2008. Increased use of EC is seen across demo-
graphic groups — regardless of age, race and ethnicity,
income level, education, religion, marital status, and
women’s number of births.

During the same period, the Affordable Care
Act’s contraceptive coverage guarantee took effect, and
some forms of EC became available over the counter.
Of note, this data only includes oral EC and does not
include intrauterine devices (IUDs) for EC.}?
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METHODS AND CLINICAL CONSIDERATIONS

There are currently a number of safe and effective
forms of EC: the Copper TCu380A TUD and levo-
norgestrel 52 mg IUDs, oral levonorgestrel, and oral
ulipristal. Patients may also utilize large doses of com-
bined hormonal contraceptives; this regimen is known
as the Yuzpe method.

The most effective forms of EC are IUDs. The
copper [UD (Paragard®) and the 52 mg levonorgestrel
[UDs (Mirena® and Liletta®) can all be used for EC
when inserted within five days of unprotected inter-
course.* The pregnancy rate following IUD insertion
for EC is less than 1%. IUDs work as EC regardless
of BMI.® They are an excellent choice for anyone who
wants ongoing highly effective contraception (for up
to 12 years with the copper IUD and up to seven with
a levonorgestrel-containing IUD). They are the most
expensive form of EC — both for the device and re-
quired insertion.

The mechanism of action of an IUD for EC is
thought to be inhibition of sperm function and inhi-
bition of fertilization through direct effects on sperm,
as well as thickening of cervical mucous and endome-
trial receptivity, thus creating an inhospitable environ-
ment. There is no evidence to demonstrate that [UDs
have post-implantation effects.®"%?

Risks of IUD insertion include pelvic pain or ab-
dominal cramping, vaginal bleeding, and much lower
risks of infection and uterine perforation.

If pregnancy occurs despite IUD as EC, the pa-
tient should receive options counseling. The TUD will
need to be removed, and the patient can initiate prena-
tal care or abortion care.

Two oral forms of EC are currently available. Both
oral levonorgestrel and ulipristal prevent ovulation. Nei-
ther method will prevent ovulation after luteinizing hor-
mone (LH) peaks, nor will they interfere with implanta-
tion of a fertilized egg or an established pregnancy.'®

Levonorgestrel (abbreviated LNG, brand names
PlanB® or Next Choice®) is the most commonly used
and most available method. It works to inhibit ovula-
tion by blocking the luteinizing hormone surge, which
subsequently prevents follicle development. LNG loses
efficacy if the LH surge has started. This method will
not work if fertilization has already occurred as it does
not affect implantation of a fertilized egg.!!

The efficacy decreases with increasing time be-
tween unprotected intercourse and LNG administra-
tion, thus it must be taken as soon as possible within
72 hours. Because of the urgency of medication ad-

EMERGENCY CONTRACEPTIVES: INDICATIONS FOR USE

ministration, advanced provision of EC, as described
above, is advisable. Evidence suggests oral LNG loses
efficacy for individuals with BMI >26.!2 Efficacy also
varies depending on the timing of unprotected inter-
course within an individual’s menstrual cycle; LNG is
not as effective once a patient has ovulated (typically
day 14 of her cycle). Another form of EC should be
considered.

If a patient desires ongoing contraception at the
time of LNG use, any contraceptive method can be
prescribed on the same date. There is no interference
between levonorgestrel EC and other birth control
methods. A typical seven-day backup method or absti-
nence period should be recommended. Breastfeeding
after use of LNG is safe.

All levonorgestrel EC products are now approved
for over-the-counter sale without age or gender restric-
tions, but the reality of access may vary in each com-
munity. The original levonorgestrel EC was approved
in 1999 as a two-dose prescription product. In 20006,
LNG was approved for nonprescription sale for any-
one over the age of 18. And in 2009, the limit was
lowered again to age 17. The product was available
to women under age 17, but required a prescription
and was held behind the counter so that age restric-
tion could be enforced prior to purchase. Plan B One-
Step®, an LNG product, was approved for unrestrict-
ed sale in 2013, but the age-restricted label remained
for generics until 2014.1*

Patients should be informed that LNG is available
to anyone regardless of gender or age without a pre-
scription. They may have to talk to pharmacy staff, as
some stores keep the product behind the register or in
locked boxes to prevent theft. If purchased over the
counter (either in stores or online), the cost can be
$15 to $50. If prescribed, the medication is usually cov-
ered as part of the Affordable Care Act’s contraceptive
coverage guarantee. It is on Pennsylvania’s Statewide
Preferred Drug List and, if prescribed, is available with
no co-pay.

Ulipristal (abbreviated UPA, brand name ella®)
is a selective progesterone receptor modulator that
works by mimicking and blocking progesterone,
which can delay ovulation before and even after the
LH surge has begun. There is no evidence that UPA
interferes with fertilization or disrupts an established
pregnancy.’

UPA is more effective than LNG and can work
for five days after unprotected intercourse.'>!¢
should be counseled to take the medication as soon as

Patients
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possible. UPA loses efficacy in higher BMI individuals
and may be ineffective for individuals with BMI >35.13
It is important to explain the effect larger body size
may have on efficacy of ulipristal EC so a patient may
make an informed choice about EC. UPA requires a
prescription and is usually available for $40 to $50
with a GoodRx coupon. It can be found at low cost on-
line and/or from international pharmacies. Advanced
provision of ulipristal EC is advisable.

The Centers for Disease Control and Prevention’s
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(CDC’s) Medical Eligibility Criteria do not restrict
UPA while breastfeeding, but do recommend express-
ing and discarding breast milk for 24 hours after tak-
ing UPA based on limited evidence.
Progestin-containing contraceptive methods may
interfere with UPA. Any desired ongoing contracep-
tion — that is, subsequent use of progestin-containing
contraceptives (including progestin-only birth con-
trol pills, combined estrogen-progestin pills, patch or
ring, depot-medroxyprogesterone acetate injection, or

Fig I. A Visual Guide to Choosing an Emergency Contraceptive Method

Urgent Need:
Unprotected intercourse
<72h Prior to Encounter

Note: Both LNG and UPA are ineffective if patient has already ovulated.

Other considerations for specific patient:

Desires ongoing
contraception

v v

IUD: Choose based on patient
preferences for MOA or side effect
profile.
BMI >26: LNG may not be effective.

LNG:Administer, start any
BMI >35: UPA may not be effective.  follow-up method with 7-day
abstinence/backup method.

Elevated BMI

If patient prefers most efficacious
method, [UD recommended.

If patient prefers oral method

regardless of BMI, offer preferred *UPA:Administer; can use

method. barrier/nonhormonal method right
away or use 5-day window if
initiating progestin-containing
contraception.

Choose IUD based on patient
preferences for [IUD MOA or side
effect profile.

Preference for
Yuzpe method

v v

Determine if IUD covered by
insurance plan.

Cost

Can obtain combined oral
contraceptives but not EC
method

LNG will have $0 copay for PA
Medicaid plans. Worry about cost or privacy
Understands side effects and
decreased efficacy

LNG can be purchased without
insurance OTC.

*UPA requires Rx, will cost
$40-$50.

If efficacy is most

important factor
for patient, IUD
recommended.

Urgent Need:
Unprotected Intercourse
72-120h Prior to Encounter

Note: Both LNG and UPA are ineffective if patient has already ovulated.

Other considerations for specific patient:

Desires ongoing
contraception

v v

If patient prefers most efficacious
method, IUD recommended.

Elevated BMI

IUD: Choose based on patient
preferences for MOA or side effect
profile.
BMI >35: UPA may not be effective.
*UPA: Administer; can use
If patient prefers oral method barrier/nonhormonal method right
regardless of BMI, offer preferred away or use 5-day window if
method. initiating progestin-containing
contraception.
Choose IUD based on patient
preferences for IUD MOA or side
effect profile.

Cost

v

Determine if IUD covered by
insurance plan.

LNG will have $0 copay for PA
Medicaid plans.

LNG can be purchased without
insurance OTC.

*UPA requires Rx, will cost
$40-$50.

For LNG and *UPA: — Explain cost difference.

Non-Urgent Need: Advanced Provision

Discuss all methods, and educate that patient may present for IUD for EC.

— Explain efficacy difference with elevated BMI.
— Explain interaction of LNG with other forms of contraception.

*Local considerations — if urgent need for EC, confirm that UPA is stocked at pharmacy.

IUD = intrauterine device
LNG = levonorgestrel

UPA = ulipristal

BMI = body mass index

MOA = mechanism of action
EC = emergency contraception
Rx = prescription

OTC = over the counter
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etonogestrel implant) — must be delayed at least five
days following UPA administration.

Despite increased efficacy of UPA compared to
levonorgestrel EC, it is not always available in phar-
macies for same-day use. A number of studies have
investigated accessibility of LNG and UPA in pharma-
cies.'”!® A 2021 survey of southwestern Pennsylvania
pharmacies revealed that only 5% of pharmacies had
ulipristal in stock.!” This author called four pharma-
cies in Lancaster (including one LGH Convenience
Pharmacy and three retail pharmacies), and none had
UPA in stock for same-day use.

For both forms of oral EC, patients may experi-
ence nausea, vomiting, headache, dizziness, abdominal
pain, or breast pain.?® Individuals should be counseled
to take a home pregnancy test if they have not had a
period within a week of their expected cycle.

Efficacy for both oral EC methods decreases with
repeated unprotected intercourse, especially during the
fertile window. The CDC’s Medical Eligibility Criteria
may be referenced for further questions about medica-
tion interactions, contraindications, or safety.?!

Clinicians may be asked about the Yuzpe method
— named for Canadian obstetrician-gynecologist Albert
Yuzpe, MD. This method requires specific combina-
tions of combined hormonal contraceptive pills (100
mcg ethinyl estradiol and 0.5 mg levonorgestrel) taken
twice, 12 hours apart. A number of common birth con-
trol brands can be arranged in the appropriate doses;
lists of these combinations can be found online.

This method is the least effective of all emergency
contraceptives. Side effects including nausea, vomit
ing, spotting, and headaches are common. It is rea-
sonable to offer an antiemetic to help with these side
effects. With the other available and effective forms
of long-acting reversible contraception and EC, the
Yuzpe method has fallen out of common practice.
However, for patients who already have an oral contra-
ceptive prescription at home, it is convenient, private,
and does not incur additional cost.

In-person or telehealth visits, pelvic exams, or
pregnancy tests are not required for EC prescriptions.
Either persistent bleeding or delayed bleeding follow-
ing oral EC use should prompt an evaluation for preg-
nancy.?2

If a patient suspects pregnancy, it is reasonable
to test for pregnancy and offer options counseling. If
pregnancy occurs despite use of emergency contracep-
tive pills (either LNG or UPA), there are no known

adverse outcomes to the developing fetus. Patients
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should be offered options counseling and appropriate
follow-up for prenatal or abortion care.

Repeated use of EC is not harmful, nor does it lead
to infertility.?*?> For a visual guide to choosing an emer-
gency contraceptive method, see Fig. 1 on page 11.

OPPORTUNITIES

Anyone who is having sex or plans to become sexu-
ally active should have access to EC. Access to EC in-
cludes medically accurate, evidence-based counseling,
same-day availability of prescriptions and procedures,
advanced provision, and insurance coverage for all
methods.

Emergency contraception is an appropriate topic
for discussion in a variety of patient encounters (see

Table 1).

Table I. Clinical Opportunities to Discuss

and/or Offer Advanced Provision of EC
Wellness exams for teenagers (in context of counseling
for safe sex and healthy relationships)
Prenatal visits when discussing postpartum

contraception plans

Following childbirth

Following pregnancy loss

Encounters for testing and treating sexually transmitted
infections, including visits for PrEP (HIV pre-exposure pro-
phylaxis) and PEP (HIV post-exposure prophylaxis)
Encounters where a patient discloses intimate

partner violence

Encounters for any patient of reproductive age, particularly
those new to your practice, so they know this is a service
your office can provide

CONCLUSION

The patient described at the beginning of this article is
a candidate for LNG, UPA, or an IUD for emergency contra-
ception (see Fig. 1). Since it is approximately day 14 of their
menstrual cycle, LNG may be ineffective. If they would like
to use UPA and subsequently continue their oral contracep-
tive, there should be a five-day window before resuming their
birth control pill. They could also be counseled on the Yuzpe
method if desired.

Preventing an undesired pregnancy is an emer-
gency. Patients deserve education about EC as part of
their contraception counseling. Clinicians should be
aware of the forms of EC, understand the indications
for use, and be prepared to deliver patient-centered
care including EC for our patients.
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