
Overview of Contraception 
and Reproductive Health

Frankie Brown 2020



Session 5- 8th June (25th June)

Emergency contraception - How and 

when? 



Emergency Contraception

◼ 3 types :-

❑ IUD

❑ Levonelle

❑ Mifipristone (Ella-One or generic)



Women ‘at risk’ of 
pregnancy
◼ Women who are in a heterosexual 

relationship and who are neither pregnant 
nor sterilised and do not have a partner who 
has been sterilised are deemed to be ‘at 
risk’ of pregnancy.

◼ ● Likely to be younger than those ‘not at 
risk’: around three quarters of women aged 
20-34 were ‘at risk’ compared with four in 
ten or fewer women in their forties.

◼ ● Equally likely to be using either the 
contraceptive pill (43%) or the male condom 
(40%). 



Office for National Statistics figures 
on under 18 conception rates for 
women in England and Wales 
published 28th August 19 

◼ show that pregnancy rates to women aged 15-17 in 
England have fallen by 8.7% in comparison to April-
June 2017.

◼ The ONS figures show a decline from a rate of 18.3 per 
1,000 young females in 2017 to 16.7 in 2018. All regions 
present decreasing rates except the North East, which 
saw an increase of 5.1%, and the East Midlands with 1.8%



◼ The most popular source for obtaining the 
‘morning after pill’ is now the pharmacy

◼ Condom failure was mentioned by half (49%) 
of women who had used the ‘morning after 
pill’ during the last year as the reason for 
having used it.



TYPES OF EC
◼ Progestogen Only Emergency 

Contraception(POEC)
❑ Levonorgestrel 1.5mg stat 

72 hrs or less  1.1:

24 hrs or less 0.4(95%)

25-48hrs  1.2:

48-72hrs 2.7(58%)

prevents 75-85% of expected pregnancies

❑ IUD- copper bearing
Almost 100% effective of1-2 failures per 1300 cycles

prevents over 95% of expected pregnancies

❑ Ella-One - Ullipristol Acetate

Upto day 5 particularly more effective around ovulation



EMERGENCY CONTRACEPTION
BENEFITS

◼ Highly effective

◼ Safe - very few contraindications

◼ Not thought to harm foetus if it fails 
although studies have not been done

◼ Few side effects



EMERGENCY CONTRACEPTION
RISKS

◼ Adverse effects are possible nausea and maybe 
some cycle disturbance

◼ Very few known contraindications:  but caution 
with allergy to progestogens, porphyria,severe 
liver disease.

◼ Possible interaction with warfarin
◼ Recent studies and report from the CSM suggest 

there may be increased chance of ectopic 
pregnancy if the EC fails

UKMeC say there are no medical contraindications 
to POEC



Is it ethical to use POEC?

◼ Blocks fertilization
◼ Blocks implantation
◼ Delayed ovulation

Is conception a process?
What is the status of the unimplanted 
blastocyte?
50% will not implant

We need to respect the views of our patient



Some suggestions from the 
past!!
◼ “First immediately after ejaculation let the 

two come apart and let the
women arise roughly, sneeze and blow her 
nose several times and call out in
a loud voice. She should jump violently 
backwards seven to nine times.”
Al-Razi, a Persian Physician

◼ or try, wine with garlic and fennel, or ground 
cabbage blossom or diet coke



When is pregnancy testing 

appropriate?

◼ Will only show positive 3 weeks after 

UPSI

◼ So how does it help in the provision of 

EC?



What Methods Should be Offered to 

Women Requesting EC?



Lets think first about what 

we need to ask?



EMERGENCY CONTRACEPTION
TAKING THE HISTORY

◼ How long is the cycle?  LMP(was it normal)
◼ How long ago did the risk occur?
◼ Have there been any other episodes of 

unprotected sex since last period
◼ Other current medication
◼ Consider risk of STIs
◼ Immediate and long-term contraception
◼ If next period doesn’t come on time, to 

come back for possible pregnancy test



A number of factors should be considered when 
informing women about EC options. 

These include:

• Medical eligibility - Efficacy of method

• Last menstrual period and cycle length

• Number and timing of episodes of UPSI

• Previous EC use within cycle

• Need for additional precautions/on going contraception

• Drug interactions

• Individual choice



EMERGENCY CONTRACEPTION
When to use or needed
◼ Within 72 hours(120hrs) of any unprotected 

intercourse and 
◼ If a woman has forgotten her progestogen 

only pill by more than 3 hours, has sex and 
failed to use condoms for next 48 hours

◼ If a woman taking the combined pill forgets 
>2 pills in the week following her pill free 
interval and/or, if she forgets > 4 
consecutive pills at any time in the packet 
and has sex without a condom within 7/7

◼ Depo Provera – only needed after 13wand 6 
days



EMERGENCY CONTRACEPTION
When NOT to use?
( not needed)
◼ COC - If only 1 pill missed in first 7 

tablets(as long as last 7 okay)
◼ If 3 or fewer pills in middle 7; or in last 7 as 

long as next pack is back to backed
◼ Depo given within last 14 weeks?

Professionals should present the evidence of 
effectiveness and need for EC in individual 
situations to allow women to make an 
informed choice



◼ Ideally POEC should be started as 
soon as possible after UPSI

◼ IUD should be fitted at first 
presentation or give poec and do at 
patients convenience (within 
framework)

◼ If facilities not available a referral 
mechanism should be in place

◼ POEC can be used more than once in a 
cycle if clinically indicated (NOT 
licenced)



How does EC work?LNG – primarily by inhibition of ovulation  
for 5-7 days, closer to ovulation the less 
effective it is

Ella One- same but even to start of LH 
surge(not peak). Effects on implantation 
not known

IUD – works primarily by inhibiting 
fertilisation and also anti-implantation 
effect





Why does EC(oral) fail?
◼ Treatment given after 72hrs (Levonelle)

◼ Earlier exposures in the cycle

◼ Vomiting within 2 hrs of taking

◼ Treatment not taken

◼ UPSI after treatment

◼ BMI/body weight. The effectiveness of LNG-EC could be reduced if 
a woman has a BMI >26 kg/m2 or weight >70 kg. It is recommended 
that either UPA-EC or a double dose (3 mg) of LNG-EC is given in this 
situation. It is unknown which is more effective. 

◼ Recent use of progestogen. The effectiveness of UPA-EC could 
theoretically be reduced if a woman has recently taken a progestogen 
(e.g. If she requires EC because of missed pills). It is unknown 
whether UPA-EC taken when there may still be circulating 
progestogen is more or less effective than LNG-EC. 

◼ Use of enzyme inducing drugs



Drug and other interactions
◼ Liver Enzyme inducers – little evidence but 

it is suggested that 1st dose is doubled (Not 
EllaOne no use) or use IUD

◼ Caution with Warfarin as anticoagulent 
effect may be altered

◼ Women should not breast feed upto 1 week 
after EllaOne (express and discard)

◼ Not use EllaOne if using antacids-proton 
pump inhibitors



REMEMBER
◼ POEC/EllaOne does not offer protection for the 

rest of the cycle
◼ IUD can be removed after next period
◼ Pregnancy rates are lower 0.8% if woman abstains 

for rest of cycle than if UPSI or barriers used 
1.6%

◼ If missed pills  - resume at normal time but within 
12 hrs of POEC dose

◼ Mifipristone problems if already taking hormones 
or wanting to quick start

◼ To always return for pregnancy test if starting 
re-starting hormonal contraception



SIDE EFFECTS
POEC/MIFIPRISTONE

◼ Disturbance of timing of next 
menstruation

◼ Vomiting 5.6%

◼ Nausea 23.1%

◼ Increased risk of pregnancy 
being ectopic

◼ Interference with follow up 
progestogen contraception 
(Ella-One)

IUD
▪ Insertion in 

presence of 
infection

▪ Increased risk of 
infection in following 
21 days

▪ As all IUDs



Mifipristone starting contraception
is delayed

Pop 5 + 2days

Coc/patch/ring 5 + 7

Qlaira 5 + 9 days

◼If already taking coc

◼Still have to wait 5 

days or use levonelle 

and quick start



Timing of IUD Insertion



IUD use when COCs missed

If the pill-free interval is extended an emergency 
IUD can be considered up to 15 days after taking 
the 21st pill in the last packet providing the 
preceding pills have been taken correctly



How to issue

◼ Practice protocols
◼ Do your practice have supplies then –

◼ PGDs or patient specific

◼ Independant  prescribing



Follow Up
◼ Majority of women (87%) menstruate 

within 7 days of expected period

◼ If delayed or light bleed a pregnancy 
test should be performed (Beware 
Ectopic)

◼ Failure of POEC is not thought to 
increase foetal abnormality

◼ Women who start Hormonal 
contraception after EC should have a 
pregnancy test 3w after UPSI



So what questions do we 

need to ask to elicit risk and 

appropriate use of EC?



Criteria for excluding Pregnancy
◼ She has not had SI since last normal menses

◼ She has been correctly and consistently using a 
reliable contraceptive method

◼ She is in the first 7 days of the onset of a normal 
menstrual period

◼ She is within 4 weeks postpartum for non lactating 
women

◼ She is within the first 7 days post abortion or 
miscarriage

◼ She is fully or nearly fully breastfeeding, 
amennorrhoeic and less than 6 months postpartum

◼ A pregnancy test adds weight to exclusion but only 
if performed at least 3weeks since last UPSI 



Discuss the key aspects of counselling for quick starting 

hormonal contraception after supplying

levonorgestrel (LNG) or ulipristal acetate (UPA).





References

◼ FSRH - Guideline Emergency 
Contraception - amended December 
2017

◼ Web sites

– www.fsrhc.com



Useful websites

◼ www.fsrh.org.uk

◼ www.fpa.org.uk

◼ www.who.int/reproductive-health

◼ www.nice.org.uk

◼ www.bnf.org

◼ www.bashh.org

◼ www.ippf

http://www.bashh.org/
http://www.ippf/

