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The Faculty of Sexual and Reproductive Healthcare (FSRH) fully supports the use of emergency 
contraception and widening access. Emergency contraception provides an important means of 
preventing unintended pregnancy following unprotected sex or situations in which contraceptive 
failure is likely. However it should be used as a backup method for women and is not 
recommended to be used in place of other methods which can be used on an ongoing basis. 
 
Advance provision of progestogen only emergency contraception (POEC) has been shown to 
increase use of emergency contraception without any apparent increase in risk-taking 
behaviour.

(1) 
Women who have emergency contraception in advance have been shown to be 

more likely to report use of the medication and to use it sooner after sex. 
(1)

  
 
The effectiveness of emergency contraceptive methods is complex as it depends on a number of 
factors including when ovulation is likely to occur, the fertility of both partners and whether 
contraception has not been used or has been used incorrectly. Therefore all requests for 
emergency contraception should be considered and care individualized. 
 
Women requesting advance provision of emergency contraception should be advised about the 
effectiveness of the different methods of emergency contraception and signposted to where they 
can access more reliable ongoing methods and information on STIs.  
 
FSRH National guidance on Emergency Contraception

(3)
 recommends that all eligible women 

should be offered an intrauterine device (IUD or coil) as it is the most effective method of 
emergency contraception

 (13-18)
. It can also be used for ongoing contraception.  

 
FSRH guidance on emergency contraception

(3)
 advises that advance supply may be considered 

but there is no evidence to support routine universal provision. 
 
Over the festive period however, access to sexual & reproductive health, GP and pharmacy 
services may be very limited. Therefore, advance supply of POEC will be in the best interests for 
many women.  
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When is emergency contraception indicated? 
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Conception is most likely to occur following unprotected sexual intercourse (UPSI) on the day of 
ovulation or in the preceding 24 hours

(25)
. 

 
However, given the difficulties in accurately determining risk of pregnancy and the consequences 
of an unintended pregnancy, all requests for EC should be considered and care individualised. 
 
How does levonorgestrel (LNG) emergency contraception work? 
 
Levonorgestrel, the method of emergency contraception being administered via the BPAS 
service, is one of three methods currently available.  All have been shown to be effective at 
preventing pregnancy

(4-8) (9) (10-12) (13-18)
.The precise mode of action of LNG is incompletely 

understood but it is thought to work primarily by inhibition of ovulation
(19;26)

. Administration of LNG 
appears to prevent follicular rupture or cause luteal dysfunction

(19;26-30)
.  If taken prior to ovulation 

LNG can inhibit ovulation for 5-7 days by which time any sperm in the reproductive tract will have 
become non viable.  The closer the pill is taken to ovulation the less effective it is at inhibiting 
ovulation

(19)
 and it is not thought to be effective once the process of fertilisation has occurred

(20-22) 

 

Studies looking at the effect of levonorgestrel on endometrial markers of receptivity have found 
little to no effect using different modes of administration 

(26;31;32)
. Evidence from an in vitro study 

indicates that levonorgestrel does not cause abortion.
 (33) (26;31;32; 33)

 
 
The available evidence suggests that pregnancies occurring after POEC failure to prevent 
pregnancy, are not associated with any congenital malformations, pregnancy complications or 
other adverse pregnancy outcomes

(23)
 

 
How effective is levonorgestrel emergency contraception? 
 
The efficacy of LNG has been demonstrated up to 72 hours.  There has been uncertainty about 
its effectiveness thereafter and whether or not efficacy decreases with time since intercourse 

(4-8)
.  

 
Other methods of Emergency Contraception 
 
The methods are:   
 

 Copper bearing intrauterine device- can be inserted within the first 5 days (120 hours) 
following first UPSI in a cycle or within 5 days from the earliest estimated date of 
ovulation 

 Levonorgestrel progestogen only emergency contraception (Levonelle One Step
®
, 

Levonelle 1500
®
)- licensed for use up to 72 hours after unprotected sexual intercourse 

 

 Ulipristal acetate (ellaOne®)-licensed for use up to 120 hours after unprotected sexual 
intercourse 

 
 
A meta-analysis of two randomised trials suggests that ulipristal acetate is more effective than 
levonorgestrel

(11)
 (Ulipristal is however a much newer drug  and is less well understood in terms 

of drug interactions and safety if given inadvertently in pregnancy. As there is good evidence that 
levonorgestrel is not harmful in pregnancy

(23)
 and there are no absolute contraindications to its 

use
(24)

  levonorgestrel is a safe option for advance provision.   
 
 
 

Reference List 
 



 (1)  Polis CB, Schaffer K, Glasier A, Harper C, Grimes D.A. Advance provision of emergency 
contraception for pregnancy prevention. Cochrane Database of Systematic Review 
2007;(2). 

 (2)  World Health Organisation. Selected Practice Recommendations for Contraceptive Use 
[Second Edition ] http://www.who.int/reproductive-health/publications/spr_2/index.html .  
2005.  

 (3)  Faculty of Sexual & Reproductive Health Care Clinical Effectiveness Unit. Emergency 
Contraception.  http://www.fsrh.org/pdfs/CEUguidanceEmergencyContraception11.pdf. 
2011.  

 
 (4)  Task Force on Postovulatory Methods of Fertility Regulation. Randomised controlled trial 

of levonorgestrel versus the Yuzpe regimen of combined oral contraceptives for 
emergency contraception. The Lancet 1998;352(9126):428-33. 

 (5)  Faculty of Family Planning and Reproductive Health Care Clinical Effectiveness Unit. 
Emergency Contraception. Journal of Family Planning and Reproductive Health Care 
32[2], 
http://www.fsrh.org.uk/admin/uploads/449_EmergencyContraceptionCEUguidance.pdf. 
2006.  

 
 (6)  Ngai SW, Fan S, Li S, Cheng L, Ding J, Jing X, et al. A randomized trial to compare 24 

hours 12 hours double dose regimen of levonorgestrel for emergency contraception. 
Human Reproduction 2004;20(1):307-11. 

 (7)  Wu S, Wang C, Wang Y. A randomized, double-blind, multicentre study on comparing 
levonorgestrel and mifepristone for emergency contraception. Chinese Journal of 
Obstetrics & Gynecology 1999;64(6):327-30. 

 (8)  Creinin MD, Schlaff WD, Archer DF, Wan L, Frezieres R, Thomas MR, et al. 
Progesterone receptor modulator for emergency contraception: a randomized controlled 
trial. Obstetrics & Gynaecology 2006;108:1089-97. 

 (9)  Piaggio G, Kapp N, von Hertzen H. Effect on pregnancy rates of the delay in 
administration of levonorgestrel for emergency contraception: a combined analysis of four 
WHO trials. (Article in Press). Contraception 2011;(Article in press). 

 (10)  Fine P, Mathe H, Ginde S, Cullins V, Morfesis J, Gainer E. Ulipristal acetate taken 48-120 
hours after intercourse for emergency contraception. Obstetrics & Gynaecology 
2010;115(2):257-63. 

 (11)  Glasier AF, Cameron ST, Logan SJS, Casale W, Van Horn J, Sogar L, et al. Ulipristal 
acetate versus levonorgestrel for emergency contraception: a randomised non-inferiority 
trial and meta-analysis. The Lancet 2010;375:555-62. 

 (12)  HRA Pharma UK Ltd. ellaOne: Summary of Product Characteristics (SPC).  
www.medicines.org.uk/emc. 2010.  

 
 (13)  Trussell J, Ellerton C. Efficacy of emergency contraception. Fertility Control Rev 

1995;4:8-11. 

 (14)  Trussell J, Koening J, Ellertson C, Stewart F. Preventing unintended pregnancy: the cost-
effectiveness of three methods of emergency contraception. American Journal of Public 
Health 1997;87(6):932-7. 

http://www.who.int/reproductive-health/publications/spr_2/index.html
http://www.fsrh.org/pdfs/CEUguidanceEmergencyContraception11.pdf
http://www.fsrh.org.uk/admin/uploads/449_EmergencyContraceptionCEUguidance.pdf
http://www.medicines.org.uk/emc


 (15)  Wellbery C. Emergency Contraception. Archive of Family Medicine 2000;9:642-6. 

 (16)  Liying Z, Bilian X. Emergency contraception with Multiload Cu-375 SL IUD: a multicentre 
clinical trial. Contraception 2001;64:107-12. 

 (17)  HO P.C, Tang O.S, NG E.H.Y. Emergency Contraception. Reviews in Gynaecological 
Practice 2003;3:98-102. 

 (18)  Cheng L, Gulmezoglu AM, Van Look P.F.A. Interventions for Emergency Contraception. 
Cochrane Database of Systematic Review 2008;(2). 

 (19)  Croxatto HB, Brache V, Pavez M, Cochon L, Forcelledo ML, Alvarez F, et al. Pituitary-
ovarian function following the standard levonorgestrel emergency contraceptive dose or a 
single 0.75-mg dose given on the days preceding ovulation. Contraception 2004;70:442-
50. 

 (20)  Bayer plc. Levonelle 1500mg: Summary of Product Characteristics (SPC).  
www.emc.medicines.org.uk. 2008.  

 
 (21)  Bayer plc. Levonelle (One step): Summary of Product Characteristics (SPC).  

www.emc.medicines.org.uk. 2009.  
 

 (22)  Noe G, Croxatto HB, Salvatierra AM, Reyes V, Villarroel C, Munoz C, et al. Contraceptive 
efficacy of emergency contraception with levonorgestrel given before and after ovulation. 
Contraception 2010;81:414-20. 

 (23)  Zhang L, Chen J, Wang Y, Ren F, Yu W, Cheng L. Pregnancy outcome after 
levonorgestrel-only emergency contraception failure: a prospective cohort study. Human 
Reproduction 2009;24(7):1605-11. 

 (24)  Faculty of Sexual and Reproductive Health Care. UK Medical Eligibility Criteria for 
Contraceptive Use. (UKMEC 2009).  http://www.fsrh.org/admin/uploads/UKMEC2009.pdf. 
2009.  

 

 (25)  Wilcox AJ, Dunson D, Baird DD. The timing of the "fertile window" in the menstrual cycle: 
day specific estimates from a prospective study. British Medical Journal 
2000;321(7271):1259-62. 

 (26)  Marions L, Hultenby K, Sun X, Stabi B, Gemzell Danielsson K. Emergency contraception 
with mifepristone and levonorgestrel: mechanism of action. Obstetrics & Gynaecology 
2002;100(1):65-71. 

 (27)  Hapangama D, Glasier AF, Baird DT. The effects of peri-ovulatory administration of 
levonorgestrel on the menstrual cycle. Contraception 2001;63(3):123-9. 

 (28)  durand M, del Carmen Cravioto M, Raymond EG, Duran-Sanchez O, et al. On the 
mechanisms of short-term levonorgestrel administration in emergency contraception. 
Contraception 2001;64(4):227-34. 

 (29)  Marions L, Cekan SZ, Bygdeman M, Gemzell-Danielsson K. Effect of emergency 
contraception with levonorgestrel or mifepristone on ovarian function. Contraception 
2004;69:373-7. 

http://www.emc.medicines.org.uk/
http://www.emc.medicines.org.uk/
http://www.fsrh.org/admin/uploads/UKMEC2009.pdf


 (30)  Okewole IA, Arowojolu AO, Odusoga OL, Oloyede OA, Adeleye.O.A., Salu J, et al. Effect 
of a single administration of levonorgestrel on the menstrual cycle. Contraception 
2007;75:372-7. 

 (31)  Meng CX, Andersson KL, Bentin-Ley U, Gemzell-Danielsson K, Lalitkumar PGL. Effect of 
levonorgestrel and mifepristone on endometrial receptivity markers in a three dimensional 
human endometrial cell culture model. Fertility and Sterility 2009;91:256-64. 

 (32)  Meng CX, Marions L, Bystron B, Gemzell-Danielsson K. Effects of oral and vaginal 
administration of levonorgestrel emergency contraception on markers of endometrial 
receptivity. Human Reproduction 2010;25(4):874-83. 

 (33)  Lalitkumar PGL, Lalitkumar S, Meng CX, Stavreus-Evers A, Hambiliki F, Bentin-Ley U, et 
al. Mifepristone, but not levonorgestrel inhibits human blastocyte attachment to an in vitro 
endometrial three-dimenstional cell culture model. Human Reproduction 2007;22:3031-7. 

 
 


