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Emergency Contraception: CEU Response to Public Con sultation 
 
The CEU would like to thank the individuals and representatives from our stakeholder organisations who have provided feedback.  
 
Comments on recommendations and main body of text 

Individual 
/organisation 

Location in 
guideline Comments CEU’s Response 

Individual/FSRH 
Member 

Page 11, line 9  (Missed 2 or more pills.) Should the insertion 
of the IUD be up to 14 days after last pill 
(rather than 13 days as in the draft) i.e., 7 for 
PFW +2 for missed pills+5 for time to 
implantation. 

No. 8 days for earliest observed ovulation plus five for 
implantation. 13 days. It's extremely unlikely that ovulation will 
occur that early, hence the missed pill rules, but for emergency 
IUD insertion we have to err on the side of caution to avoid 
disruption to an already implanted pregnancy. 

Individual/FSRH 
Member 

Oral EC decision 
making flow chart 

Figure 2 EC contraception decision making 
guide – this flow chart appears to relate to 
women not using hormonal contraception – 
whilst the text on the following page 
discusses the additional factors which need 
to be taken into account – I am concerned 
that the flow chart doesn’t refer to these 
additional factors and it might be taken out of 
context. 

The most important factors are highlighted in the algorithm and 
in the table relating to incorrect use of contraception as well as 
in the text. No change. 

Individual/FSRH 
Member 

Decision making 
flow charts 

There is a lot of information here – I am sure 
there will be confusion going forwards – we 
need to ensure that there are clear easy to 
use and follow diagrams re which method to 
advise  
The diagrams in Figure 1 & 2 – need to be 
really clear. 

We consider that the diagrams are very clear. This is not a 
simple topic and if local services wish to make decisions about 
simplifying things further they can do so on the basis of this 
guideline. 
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Individual/FSRH 
Member 

 Are you considering having a diagram to help 
explain risk too that uses a 1000 women and 
the risk of falling pregnant doing nothing and 
then with other methods?  
Did you ever try www.sxt.org.uk/ec? 

We will consider this as an accompanying tool. It is difficult to 
produce as we do not have directly comparable figures for the 
different methods. 
 
Yes, we did. We consider that it is potentially a useful tool but 
that it does not allow enough of a margin for error of estimation 
of dates. Also, oral EC given after ovulation is unlikely to be 
effective. 

Page 8 Section 3 EC providers should be aware that if a 
woman has already taken LNG-EC, UPA-
EC could theoretically be less effective if 
taken in the following seven days.  
 
I’m just wondering why 7 days? (not just for 
LNG-EC but for all hormonal methods- as 
suggested throughout the document) Is there 
evidence for this or is this just caution? So 
why not 5 days to be consistent with the 
guidance for hormonal contraception after 
taking UPA.  

 
 
 
 
Waiting 5 days after UPA before starting a progestogen relates 
to the life span of sperm. In contrast, effectiveness of UPA taken 
after progestogen depends on the half life of the progestogen. 
Seven days is the estimate of the GDG to ensure clearance of 
progestogen. 

Individual/FSRH 
Member 

Section 9, Table 1 If the pill-free interval is extended (this 
includes missing pills in week one), a Cu-
IUD can be offered up to 13 days after 
taking the 21st pill in the last packet 
providing the preceding pills have been 
taken correctly.  
then 
If the hormone-free interval is extended, a 
Cu-IUD can be offered up to 13 days after 
the start of the hormone-free interval 
assuming previous perfect use. (see 
section 13)  
 
This seems to be the same guidance, but 
worded differently? It might be easier to 
follow if both paragraphs were worded the 
same- ie. a Cu-IUD can be offered up to 13 

We will look at rewording: reworded, changes tracked. 
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days after the start of the hormone-free 
interval assuming previous perfect use.  

Page 12 Section 1 
POP 

EC is indicated if a pill is late or missed 
and there has been UPSI or barrier failure 
before efficacy has been re-established 
(i.e. 48 hours after restarting).  
Is EC only indicated if UPSI occurred 
between missing pills and 48hrs after 
restarting? What if UPSI occurred in the days 
leading up to the missed pills? 
 

Providing that the previous progestogen-only pills have been 
taken correctly, the cervical mucus effect will prevent 
penetration of sperm into the upper genital tract until the time of 
the missed pill. Therefore no EC for UPSI prior to missed pills 
as sperm do not persist in the lower genital tract. 

Page 12 Section 1 
Injectables 

UPSI during time that additional 
precautions required as indicated within 
the CEU guidance.  
I don’t feel that this sentence is clear? Does 
this mean any UPSI after 14 weeks since last 
injection? 
 

Look at rewording. Wording changed. 

Page 12 Section 1 
IUC 

If UPSI has occurred in the five days prior 
to removal, perforation, partial or 
complete expulsion.  
At the moment I say 7 days?? Is this a 
change to guidance? 

Guidance should probably be changed as risk of live sperm 
after 5 days is minimal. Discussed with CEU Team, will keep 5 
days due to its significance re: UPA/EC and will clarify change 
of advice in the document. 

Page 15 Section 7, 
paragraph 1 

Sperm are viable in the female genital 
tract for about five days 
I thought it was 7 days? If it is 5 days- then 
the comment in the section above makes 
sense after all (re IUC)!. 

5 days. 

Decision making 
flow charts 

Maybe these 2 boxes should say ‘ALL UPSI 
within 5 days after earliest likely date of 
ovulation?’ It might just be a bit clearer. 

Look at rewording if appropriate. Additional word added. 

 The document seems to suggest that if all 
UPSI has been >5 days ago (and the woman 
declines/is not appropriate for an IUD) then 
EC should maybe not be given, and 
contraception just quick-started. 

Decision was taken by the GDG not to include as a 
recommendation. The document and algorithms do explain that 
oral EC is unlikely to be effective if given >5 days after LSI, but 
down to individual EC provider to discuss with patient. 
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This suggestion could maybe be included in 
the ‘Summary of Recommendations’ at the 
beginning. 

Individual/FSRH 
Member 

 There is very little comment about STI testing 
and using the opportunity of an EC 
consultation to make sure STI risk 
assessment is made. The very last statement 
could probably be expanded to include that.  
The 2 flow charts are useful - I know you are 
using FSRH colours - but that does make it 
harder to read.  

STI testing: we will consider adding this to the final 
recommendation. Discussed with GDG including a new 
recommendation – decision just to clarify in the text as this is 
not the primary concern of this guideline. 
 
 
It is hard to read in the website version for some reason, but not 
in the PDF: we will make sure that it is clear. 

Individual/FSRH 
Member 

 I read the guidelines; they were really 
straightforward and informative.  
I would only maybe add two things:  
- It might be worth mentioning that this does 
not prevent std's in any way (some people 
seem to not know this)  
- how easily accessible it is (price, where 
people can get it, it's a safe space etc. so 
they shouldn't feel ashamed to ask for it) 
I think this is a useful way to combat 
unwanted pregnancies, maybe an 
anonymous element would make people 
more likely to get it if they are too 
embarrassed by stigmas. 

I think that clinicians are aware that EC does not prevent STI 
and should be discussing this with their patients anyway. The 
document advises STI risk assessment and testing as routine. 
No change.  
 
 
We already look at cost and availability. Provision of all medical 
services should be in a safe environment: this is no different. 
Availability of oral EC on supermarket shelves may be a future 
option, but removes the opportunity for advice regarding the Cu-
IUD, future contraception and STI. We don’t know that such a 
strategy would reduce rates of unintended pregnancy. 

Individual/FSRH 
Member 

Women should be 
advised not to use 
UPA if they are 
currently taking 
drugs that increase 
gastric pH (e.g. 
antacids, histamine 
H2 antagonists and 
proton pump 

Women should be advised not to use UPA if 
they are currently taking drugs that increase 
gastric pH (e.g. antacids, histamine H2 
antagonists and proton pump From SPC for 
Ella One- Ulipristal Last Updated on eMC 02-
Mar-2016 
Medicinal products affecting gastric pH: 
Administration of ulipristal acetate (10 mg 
tablet) together with the proton pump inhibitor 
esomeprazole (20 mg daily for 6 days) 
resulted in approximately 65% lower mean 
Cmax, a delayed Tmax (from a median of 

Revisit UPA and PPI etc with AR and CS, then take potential 
changes to GDG. Feedback from AR difficult to interpret; from 
CS suggest mentioning uncertainty, but not including 
medications that raise gastric pH as a contraindication (this is 
also in line with what the manufacturer suggests). Change text 
and remove recommendation.  
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0.75 hours to 1.0 hours) and 13% higher 
mean AUC. The clinical relevance of this 
interaction for single dose administration of 
ulipristal acetate as emergency contraception 
is not known. 
The Patient information leaflet does not warm 
patients not to take if they are on drugs that 
increase pH  
The Royal Pharmaceutical Society Oral 
Emergency Contraception update Sept 2016 
A QUICK REFERENCE GUIDE Guidance for 
pharmacists on recommendation of Ulipristal 
does not high light this as a problem 

All eligible women 
presenting 
between 0 and 
120 hours of UPSI 
or within 5 days of 
expected 
ovulation should 
be offered a Cu-
IUD because of 
the low 
documented 
failure rate.  

All eligible women presenting between 0 and 
120 hours of UPSI or within 5 days of 
expected ovulation should be offered a Cu-
IUD because of the low documented failure 
rate.  
In accident and Emergency Departments this 
is not a viable option as they do not have the 
cu-IDU available nor trained staff available to 
fit them. 

We aspire to A&E departments having a robust pathway for 
onward referral. This recommendation stays. 

Page 6, line 4 It is important to add STI risk assessment, 
with tailored testing and advice, as a 
responsibility of EC providers (evidence in 
text, above)  
 

STI risk assessment already included in this document. Wording 
repeated in this section to ensure that it is not missed. 

Royal College of 
General 

Practitioners 
(RCGP) 

Page 6, line 8 It would be useful in this part to include the 
recommendation to consider a double dose of 
LNG-EC if BMI >26 or weight 70kg  
 

GDG already considered; leave recommendations as is. 
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Page 10 It would be helpful if this table could be briefly 
summarised.  
There is mention of the situations when 
contraceptive methods may have failed and 
EC may be needed. Would it be helpful to 
include here the failure of barrier methods of 
contraception too?  
 

Which table? These women are treated in the same way as no 
contraception: we feel that this is implicit. 

Page 16, line 45 The diagram demonstrating the risk of 
pregnancy using different methods published 
in the BMJ by Prabakar and Webb in 2012 is 
widely used and/or quoted as simple way to 
demonstrate risk and effectiveness of EC. Is 
the data robust enough to include ie can the 
data be presented in this uncomplicated 
manner?  
 

Data are NOT robust enough to allow direct comparison of 
methods like that. 

Page 22, line 17 It would be helpful if the guidelines were more 
specific here about which medications are 
included in the category ‘medications which 
increase gastric pH.’ Also when it says 
‘advises against concomitant use’ – what 
does this mean? If the patient has had their 
PPI already that morning should they be 
given levonelle instead of UPA? Can they 
take their PPI the next morning?  

Pharmacy opinion x2 sought. Clinical judgement required. 
Recommendation removed 

Page 23 I have fairly significant concerns that these 
statements will reduce the number of patients 
offered UPA as a large number of patients 
needing EC will have had a missed pill but 
still have had progesterone in the preceding 5 
days. Also I am concerned that telling 
patients to stop a pill for 5 days after UPA will 
increase the risk of them failing to restart the 
pill appropriately.  

There is no point in giving UPA-EC rather than LNG-EC if the 
effectiveness of UPA-EC is likely to be reduced by prior or 
subsequent progestogen use. Just giving UPA-EC because for 
everyone else it is more effective than LNG is not going to help 
the woman for whom it is less effective because of her 
medications. Maybe LNG-EC plus quick start is more effective if 
there has been recent progestogen, or there is immediately 
subsequent progestogen. We won’t know. Clinicians have to 
make complicated clinical decisions about this and explain 
uncertainty to women in the same way that they do about 
compliance with many medications. 
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Pages 27-28 These diagrams are really useful and should 
be made more prominent e.g. in, or 
immediately after, the summary.  
To simplify would eliminate the left arm 
(additional UPSI more than 5 days in this 
cycle).  
I would add breastfeeding in the red box as a 
warning to avoid feeding for one week if 
giving EPA-EC. Eliminate the warning about 
BMI as already in algorithm  

Cannot eliminate left arm! It is essential to decision making. 
Consider moving diagrams to position under summary of recs. 
Breastfeeding is not a contraindication to UPA-EC, and 
clinicians should always be checking the recommendations re 
breastfeeding whatever they are prescribing.  
Regarding eliminating the warning on BMI: No. People will look 
in different places for clarification. 

Page 38, line 19 The table is not essential as it is easy to 
calculate 5 days.  
 

GDG wanted this table. No change. 

Page 6,  
Recommendation –
“EC required from 
day 5 after TOP”… 

 
...different to the DRAFT post natal 
contraception guidance which says EC 
required from 7 days after TOP 
 

Contraception After Pregnancy (CAP) guideline has been 
changed. The documents are in line. 

Page 10, Section 
4.1 women not 
using hormonal 
contraception 
 

Should include split/slipped condoms 
Diaphragm removed within 6 hours 
And IUD - partially expelled/or sex in the 7 
days prior to removal 

This has to be implicit, otherwise this guideline is going to be 
phenomenally long. Clinicians have to use their common sense: 
we can't cover every eventuality and there are other guidelines 
that cover this. IUD problems are included in the table. 

Individual/FSRH 
Member 

Page 11, Table 1: 
Indications for EC 
following potential 
failure of hormonal 
and intrauterine 
methods of 
contraception  
For pop AND cocp 
it says: “ if COC 

No similar statement in the section on 
progestogen-only injectable...and given that 
DMPA can stay in system for many months 
should there be a recommendation to give 
LNG-EC if given within last 4 or 5 months? 
 
 

Amended. 
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/chc/POP has been 
taken in 7 days 
prior to EC the 
GDP suggests that 
the effectiveness of 
upa-ec could 
theoretically be 
reduced.”… 
 
Page 12, Table 1: 
Indications for EC 
following potential 
failure of hormonal 
and intrauterine 
methods of 
contraception 
If UPSI has 
occurred in the five 
days prior to 
removal 
 

 
-Current IU guidance says 7 days - why the 
move to 5? If deliberate probably needs to be 
highlighted as a change from previous 
guidance. 

Highlight in changes summary. Highlighted. 

Page 18,  
Recommendation: 
Providers of EC 
should consider 
UPA-EC as the first 
line oral EC for a 
woman who has 
had UPSI 96-120 
hours ago  

But Table 3: Pregnancy risk after 
administration of UPA-EC versus 
administration of LNG-18 EC (Meta-analysis 
of data from two large RCTs)[39] suggests 
how much more effective UPA is over LNG 
EC at 0-24 hours also- so why not 
recommend it as first line for this time period 
also? 

Because 1. The data are limited to this one meta-analysis. 2. 
We are concerned about delaying commencement of ongoing 
contraception. 3. We don't say that you can't use UPA at 0-96 
hours. Further, if the sex is on day 2 of the cycle, the risk of 
pregnancy is minimal anyway, so there are many factors to be 
taken into consideration.  
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Page 21, line 7 Suggest alter wording to say “ in women with 
BMI Between 26-30 (70-85kg)...offer UPA as 
second line after IUD or double dose LNG 
(3rd line)  
For women with bmi >30-offer double dose 
LNG or UPA (?equal weighting) 
Perhaps need to be explicit and say use of 
double dose upa is not recommended (as you 
do under liver enzyme inducers) 

Data are not robust enough to make more definite 
recommendations. AND we don't know how double dose LNG-
EC compares to UPA in terms of effectiveness at a BMI >26. 
We wish that there were more data, but there aren't. 
 
We do not say that double dose LNG-EC cannot be used by 
these women. 
 
GDG considered this unnecessary. 

 
Page 27, flow chart 

 
Could we please avoid use of symbols and 
for clarity state “more than” or “less than” 

Symbols are considered clear enough, but we will trial use of 
words instead. Trialled. 

Page 31, Line 26 - 
“IUD may be fitted 
upto day 13 of 
extended pfi -as 
earliest ovulation 
occurred 8 days 
after stopping 
chc”… 

But current missed pill rules state that 1 pill 
may be missed anywhere in packet without 
need for additional precautions – so if you 
miss day 1 of your next packet - this would 
extend PFI to 8 days. And we are not 
suggesting EC is needed in this situation ... 

Yes, but where we are suggesting that an IUD is inserted, we 
have to be absolutely certain that there isn't any possibility of 
disrupting an implanted pregnancy. Therefore an unlikely 
possibility needs to be considered a possibility. 

Page 32, line 24 - 
Recently expired 
lng IUS… 

Risk of pregnancy in the sixth (add "and 
seventh") year of use of the 52mg LNG IUS is 
extremely low. 

Numbers studied are tiny. No change. 

Page 36 - vomiting  ? should read “3 hours for upa but 2 hours for 
LNG” 

No. SPC both checked 19/12/2016 and both say 3 hours. 

Menstrual 
disturbance 

Can all period-like bleeds following EC be 
treated as true menses for the purpose of 
calculating predicted ovulation and latest time 
for em IUD for further upsi in that cycle? 
A common dilemma is you see a woman 

Has to be an individual clinical judgement. Emergency IUD 
fitters are by definition expert, having undergone IUD training 
and will have to take responsibility for taking this decision. 
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presenting for an em IUD. She tells you her 
last period was 14 days ago. She had UPSI > 
5 days ago. 
But you then discover she took oral ec in her 
last cycle. Can you rely on that bleed to work 
out whether you can fit an IUD today? 

Page 34, Line 11-
12 

The section 13.5 Women requiring EC after 
sexual assault states ''antibiotic cover for STI 
should  be considered if a women opts for 
IUD insertion. 
The current FSRH IUT insertion guidance 
states:  
''Antibiotic prophylaxis for chlamydia (and 
gonorrhoea if local prevalence or individual 
risk factors warrant) can  be considered for 
women who require an emergency IUD and 
who are symptomatic or at high risk  of STI 
(e.g. if their partner is known to be infected). 
 
There is a lack of evidence confirming 
perpetrators of rape as being 'high risk' 
(although we might be more comfortable with 
this perspective), nor any evidence that there 
are higher than average STI rates amongst 
female/male prisoners. Is there any evidence 
to support this consideration following rape 
more than in a routine emergency IUD fitting 
scenario? 
 
The occasions where an STI is of forensic 
significance are very few ie a patient has a 
negative baseline STI test result (if presenting 
within the incubation period) and a positive 
STI test result (with no other sexual contacts 
other than the rape) at least 2 weeks post 
assault. 

Leave as is. “Considered” allows individual clinical judgement 
after an STI risk assessment has been made. 

British 
Association for 
Sexual Health 

and HIV 
(BASHH) 

33 Line 30 The section 13.5 Women requiring EC after Text changed. 
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sexual assault preference for the description 
of 'forensic examination being offered ahead 
of emergency IUD to maximise any potential 
for capture of assailant DNA' rather than the 
wording of 'cross contamination. 
 
The term 'cross contamination' is not used 
forensic medicine and the preferred 
terminology is 'DNA transfer' as the concern 
is direction of travel of unrelated DNA to the 
complainer. Note that movement of 
substances in the opposite direction is not an 
issue in a forensically secure environment. 

34 Line 9 Good practice point of inclusion of respect for 
complainer's preference, if a woman 
prioritises reducing pregnancy risk ahead of 
forensic capture if the forensic exam is 
delayed for any reason. 

No change to recommendations: this information is included in 
the text. 

39 Line 19 Consideration of the value of table 4 in 
counting 5 days from Ella One until 
contraception initiated? 

GDG were keen to have a table to clarify. 

15 Line 36 7.1 Cu-IUD Consideration of a visual aid for 
calculating when an IUD can be fitted within 5 
days of earliest expected day of ovulation 
dependent upon cycle length. 

Clinicians need to have a clear understanding of when an 
emergency IUD can be inserted and why. It takes time and 
clinical judgement to ensure that the calculation is adequate. A 
simple guide may be misleading. 

32 Line 31 13.3 Adolescents: Replace adolescent 
terminology with young people. 
When assessing young people for emergency 
contraception, need for safeguarding risk 
assessment in under 18s and assessment for 
Fraser competency in under 16 as good 
practice point.  

The GDG considered various words here. There are individual 
preferences. No change. 
 
Assessment of Fraser competency is covered by the FSRH 
“Young People” guideline and should be being assessed in 
every sexual health consultation with a young person. This 
document is intended to focus specifically on advice directly 
relating to provision of Emergency Contraception to avoid the 
document becoming so long that it is unusable. 

Page 52 Search strategy: 
Under special populations did the search 
strategy include terminology young people? 

The search was not restricted to “adolescents”, the term that the 
GDG preferred for this section. A wide variety of search terms 
were included.  
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Page 7, line 7 2nd 
statement  

This statement needs to be split into 2 
sentences for clarity “after the first UPSI in a 
natural menstrual cycle. Alternatively if there 
has been more than one episode of UPSI in 
can be inserted up to 5 days after the earliest 
likely date of ovulation in a regular natural 
menstrual cycle.”  
This was unclear in the last guidance and 
seems to have been transferred here.  
 

Don't agree: there could have been one episode of UPSI only, 
but this could have been more than 5 days ago. This is difficult 
to word, but this wording has been agreed by the GDG after 
long discussion. 

Page 8, line 5 5th 
statement  

My feeling is that women who assess 
themselves that UPSI occurs in their less 
fertile period do not attend for EC unless they 
are anxious people! It might be more 
appropriate to word this as after discussion 
with the provider of EC, they assess that 
UPSI has occurred in a less fertile period, 
then LNG could be considered.  
 
Consideration of what the less fertile period 
might be considered as needs to be 
addressed in the executive summary too – ie 
before the 5 days pre predicted ovulation 
date or X days post ovulation date.  

 
 
 
 
 
 
 
 
 
 
 
No. The text is there to support this.  

Individual/FSRH 
Member 

Page 15, Line 8  Sperm live for up to 5 days in the genital 
tract. This is a significant change as looking 
back at previous guidance it was 7 days. This 
needs to be highlighted appropriately in 
executive summary and changes summary.  
 
Does this have implications for other 
guidance and how is this dealt with? Eg IUD 

Will clarify. Clarified. 



 

13 

removal – condoms for 7 days prior to 
removal advised? Or did this include a margin 
of safety?  

Page 17, line 6 – 
35  

This paragraph emphasises how important it is 
to clearly explain to women how effective EC 
will be for them ie to individualise their risk. 
However explanation and understanding of 
risk is known to be difficult for both 
professionals and patients and many will turn 
to this guidance to aid their ability to do this.  
 
Practical ways of addressing this might be 
using the diagrams showing numbers of 
people who get pregnant using IUD vs Oral 
EC using the percentage stats. A chart 
showing those getting pregnant using each 
method (IUD, UPA and LNG) in the 5 days 
pre-ovulation to demonstrate that risk at this 
time is much higher. These tools woul aid the 
clinician to practically apply your guidance. It 
might also increase uptake of IUDs for EC.  
 
This would also aid clarity for the clinician as 
to when is a high risk time versus a lower risk 
time when considering LNG vs UPA.  

 
 
 
 
 
 
 
 
We don't have data for all methods that are directly comparable 
or for use after a single episode of UPSI in the 5 days prior to 
ovulation. It's not that simple - if it was, the whole guideline 
would be a lot simpler. We will try to produce something. 

Page 19, 
paragraph 7  

Section 8.2 referenced but this is section 8.2 – 
8.2.1?  

Changed to 8.2.1 

Pages 20-21, 
statement 9.2 and 
last paragraph on 
p21 

It is a big change to offer LNG double dose to 
BMI over 26, as this represents a large 
percentage of the population. The potential 
reduced efficacy in this group is an additional 

This is explained in the text, but the evidence is not clear 
enough to make a stronger recommendation, or indeed any 
definite recommendation about UPA-EC and BMI >30. 
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factor to steer people away from LNG. This 
needs to be clearer in the key 
statements/executive summary.  

Page 24, line 7 This sentence starts with “because” which is 
not grammatically correct. 

Sentence changed. 

Page 27, Chart on 
CuIUD vs oral EC.  

It might be helpful to add “unknown” to the no 
stem on the right after the question re within 5 
days after earliest date of ovulation which 
represents reality better.  
In addition the stem on the right might be 
clearer with an unknown option as this fits 
reality.  

Will consider "unknown" arm. Additional arm added and trialled. 

Page 28, Chart on 
Oral EC 

The use of the phrase “contraindication” to 
describe recent use of progestogen containing 
contraception is quite strong phrasing and 
wasn’t used elsewhere in the guidance. It 
might be helpful to clarify this somehow e.g. 
label it as relative contraindication perhaps?  

Text changed. 

Page 31, 
sentences 11 & 23 

This a big change and needs highlighting. My 
understanding was this used to be 15 days, as 
the evidence has reduced earliest ovulation by 
2 days.  

Reduced by one day. Will mention in the summary of changes. 
Highlighted. 

General There does not seem to be any advice 
regarding EC and vomiting and/or diarrhoea 
or any advice about what to do if taking oral 
contraception and one has vomiting and/or 
diarrhoea although there is advice regarding 
missed pills 

There is advice about vomiting after EC, section 16.1.  
Vomiting during use of regular oral contraception is an issue of 
missed pills and this is covered: nil to add 

Royal College of 
Obstetricians 

and 
Gynaecologists 

Guidelines 
Committee 

Page 6 Every recommendation begins EC providers 
should advise women that….I’d leave this out 
and just begin with the pertinent point. 
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Page 7 Might be helpful for the clinician to include 
examples of the drugs which affect gastric pH 

Removing this advice anyway as the SPC has changed. 

Page 7 Providers of EC should consider UPA-EC as 
the first line oral EC for a woman who has 
had UPSI 96-120 hours ago (even if she has 
also had UPSI within the last 96 hours).  
 
I find this difficult to understand. Perhaps it 
could be simplified for the reader. 

We consider this the easiest way to explain a complicated 
concept. 

Page 8 Providers of EC can offer a woman UPA-EC 
or LNG-EC if she has had UPSI earlier in the 
same cycle as well as within the last five 
days, as evidence suggests that UPA-EC and 
LNG-EC do not disrupt an existing pregnancy 
and are not associated with fetal abnormality.  
      
I appreciate that the meaning here is ‘if the 
woman is already pregnant then the use of 
UPA or LNG will not cause harm to a 
pregnancy/fetus” but the recommendation is 
written in such a way that I think the reader is 
left asking “why would I prescribe this to a 
pregnant woman? “. Perhaps it could be re-
written so that the meaning is evident and not 
implied.  

Disagree. The recommendation has been carefully worded. 

Page 8 Women should be advised to wait five days 
after taking UPA-EC before starting suitable 
hormonal contraception. Women should be 
made aware that they must use condoms 
reliably or abstain from sex during the five 
days waiting and then until their contraceptive 
method is effective.  
 
I would change this to: “Women should be 
advised to wait five days after taking UPA-EC 

Wording altered and returned to the GDG.  
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before starting suitable hormonal 
contraception. Women should be made 
aware that they must use condoms reliably or 
abstain from sex during these five days and 
thereafter until their contraceptive method is 
effective. “ 
      
Is there an explanation of how they know 
their contraceptive method is effective?  

 
 
 
 
 
 
The provider must explain to the woman how long it is until the 
method is effective: there is a table to facilitate this. Beyond the 
scope of this document as to how exactly to explain this to the 
woman.  

Section 4.2,  
 

Is this advice about concerns surrounding the 
insertion of a copper intrauterine device 
consistent with the FSRH post-pregnancy 
contraception guidance, currently in 
development? I got the feeling that we were a 
wee bit more relaxed about inserting a Cu-
IUD after GTD (in some situations and by an 
experienced clinician). 

In line with CAP. 

Page 11, table 1, 
line 9 

Minor point – 3rd line of text has Week 1 and 
Week one. Need to be consistent. 
 
Do you need to spell out the abbreviation of 
CEU at the end of the table? 

Changed 

Page 24, section 
11.2 

This doesn’t seem to be an asthma related 
effect but an antiglucocorticoid effect. 
Therefore should prescribers not be aware of 
the effect of UPA on women who are taking 
long term steroids (is this oral or inhaled or 
both?) and therefore include conditions such 
as Addisons, women with connective tissue 
diseases etc.  

No evidence to support. No change. 

Page 25, section 
12.1 

 

I think it would be helpful to state the figure 
6/1000 as the risk of perforation in the 
recommendation as it is helpful for the 
clinician to know when counselling. Some 
women wish to have an absolute number as 
part of this counselling process and it is 

It is in the text, IUD guidance, CAP. No change. 
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easier to find in a document if it given as part 
of the recommendation rather than having to 
search through the text.  

Page 29, section 
6.1 

Are A&E departments still called ‘accident 
and emergency departments’ or ‘emergency 
medicine departments’? 

People know what A and E means. No change 

Page 14, section 
6.3, line 37  

Suggest change the wording of “Women 
requesting EC should be given information 
regarding and access to all methods of 
ongoing contraception” to “Women requesting 
EC should be given information regarding all 
methods of ongoing contraception and how to 
access these”  

Consider change with GDG. Wording changed and confirmed 
with GDG. 

Pages 15-16 This is of some interest to clinicians and 
might merit a recommendation or 2 – e.g. 
emergency contraception does not disrupt 
established implantation 

GDG did not want a recommendation here. 

Page 15, section 
7.2, lines 23-line 2 
on next page 

A Cu-IUD can be inserted for EC in good faith 
up to five days after this date (up to day 19 of 
a regular 28 day cycle). I’m assuming that if 
given after day 19 it might disrupt an 
established implantation. Yet one of the first 
recommendations in this document says that 
(4.1, page 10) “Women who do not wish to 
conceive should be offered EC after UPSI on 
any day of a natural menstrual cycle”. Is the 
insertion of a Cu-IUD for EC contraindicated 
after day 19? 
 
** I see this is addressed in section 13 (page 
26 – might need to emphasise it in this 
section and in the exec summary of 
recommendations) 

We think that this is clear 
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Page 18, line 1 Suggest change “EC providers should advise 
women that the available evidence suggests 
that oral EC administered after ovulation is 
ineffective” to “EC providers should advise 
women that the available evidence suggests 
that oral EC is ineffective when administered 
after ovulation ” 

We have looked at various wordings for this. Final wording will 
be agreed by the GDG. 

Page 19, section 
8.2.2 

This paragraph is repeated from the previous 
page – I don’t think this is needed again 

Needed: this is a separate section discussing a different topic 
and if a clinician clicked into this section only would miss this 
info 

Pages 27-28, 
figures 1 and 2 

I like these Good 

Page 36, section 
16 

"Headache, nausea and dysmenorrhoea are 
side effects common to both UPA-EC and 
LNG-4 EC and have been reported in around 
10% of users. [39,41,49,56".  
It may be helpful to remind practitioners to 
explain possible side effects to women? 
 

We think that this is implicit, as with any other medication. 

P. 37, section 18 Only hormonal contraception is 
mentioned. Would it be helpful to remind 
practitioners to explain full range of available 
methods, where women can find more 
information and advice on these? 

Added comment re IUC to text. 
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Page 11, line 1 Please could there be further clarification re 
the statement in the table re IUC “If UPSI has 
occurred in the five days prior to (IUC) 
removal, perforation, partial or complete 
expulsion.” The FSRH IUC guidance 2015 
recommends abstinence for 7 days prior to 
IUC removal if pregnancy to be avoided. This 
implies there is a risk of pregnancy (albeit 
very small) 6-7 days post UPSI. In which 
case if an IUC is removed when there has 
been UPSI up to 7 days ago. EC would still 
be indicated. A separate judgement would 
have to made in relation to slipped IUC as 
symptoms may indicate it has slipped within 
the previous 5 days (you may not wish to 
reflect this in the guidance though)  
 
3. 27 10 Typo = WHAT INVESTIGATIONS 
ARE ADVICED WHEN PROVIDING EC? 
Changed 

We will clarify the 5 day life of sperm. Likelihood of live sperm in 
the upper genital tract after 7 days in the presence of a Cu-IUD 
or LNG-IUS is vanishingly small. Discussed in summary of 
changes. 
 

Page 13, line 21 I do not think it is helpful to state community 
pharmacies (there may be a charge) as this is 
highly unlikely in Scotland – I can’t speak for 
England and Wales. In Scotland it is always 
free. If for some reason the only pharmacist 
was off sick the person would be signposted 
to another pharmacy. Obviously a client may 
choose to pay for it rather than have the 
consultation.  

Discussed with CEU; may be a charge in England and Wales, 
so stays. 

Individual/FSRH 
Member 

Page 27, line 10  Typo = WHAT INVESTIGATIONS ARE 
ADVICED WHEN PROVIDING EC? 

Changed 
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Pharmaceutical 
company 

Page 23, section 
10.3 

- While we agree that there are clinical 
evidence from Brache et al study, a 
randomized controlled PD study suggesting 
that quickstarting desogestrel as regular 
hormonal contraception may reduce the 
ability of UPA-EC to delay ovulation for at 
least 5 days, we do not know whether this 
effect applies to all types and forms of 
progestogen- containing contraception.  
- More importantly, it is recommendation to 
use LNG-EC rather than UPA-EC in case of 
use of progestogen containing product during 
the week prior to EC intake. To be honest, 
without your clarifications, I would not have 
been able to sport the differences in the 
wording (“recommend” for quickstart 
situations, “suggest” for missed pills 
situations) as they are both classified as 
“good practice points”). It is reasonable to 
think that the providers may not get this 
subtle difference, between 1- level of 
evidence in quickstarting with desogestrel 
and a theoretical possible interaction with 
residual progestogen from previous hormonal 
contraception?  
This is even more confusing as in the 
algorithm p 28, “missed pills situations” are 
defined as contraindication, which does not 
appear to reflect the level of evidence 
available on this topic.  
It is of importance as UPA-EC has been 
demonstrated to prevent more pregnancies 
than LNG-EC. Denying the use of UPA-EC in 
some women may decrease their chance to 
avoid a pregnancy. 

We do not know the effect of quickstarting contraception on risk 
of pregnancy after UPA-EC – only the effect on delaying 
ovulation. We do not know that UPA-EC is effective in a 
situation where there is residual circulating progestogen. There 
may be reduced effectiveness and we do not know how this 
compares to effectiveness of LNG-EC. We suggest that 
effectiveness could theoretically be reduced. We have looked 
again at the wording of the flowchart to try to clarify. 
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Decision making 
flowchart 

- Severe asthma treated oral glucocorticoids: 
according to the SPC, the use of ellaOne is 
the patients is not recommended, but is it not 
a contraindication. This is well reflected in 
section 11.2 of the guidelines (p24), with 
evidence of level 4 and grade D 
recommendation. 
- Use of medicines that increase gastric pH: 
SmPC does indeed give information about 
potential interaction of UPA with such 
medications, but it is based on PK using UPA 
not manufactured for EC (UPA 10 mg). SPC 
indicates that clinical relevance of this 
interaction for single administration of UPA as 
EC is not known and consequently does not 
recommend, either for or against the 
concomitant use of ellaOne (as EC) with 
medications that increase gastric pH.  
For both conditions, being listed as 
“contraindications” in the algorithm does not 
reflect the level of evidence available on the 
subjects. 

We have altered the wording to reflect this. 
We have changed the advice after discussion with pharmacists. 

Section 11 the UPA-EC and LNG-EC sections do seem 
to be discussed fairly and with balance:  
- Use of UPA-EC in patients with severe 
asthma treated oral glucocorticoids is not a 
contraindication. (See item above).  
- In both SmPC, the only contraindication is 
“hypersensitivity to the active ingredient or to 
any of the excipients”.  
- In SPCs, both LNG-EC and UPA-EC are not 
recommended in patients with severe hepatic 
dysfunction/impairment. But this warning is 
reported only in UPA-EC section (11.2) 
- In warning section of LNG-EC SmPC, the 
use of LNG-EC is not recommended for 
patients are at risk of ectopic pregnancy 
(previous history of salpingitis or of ectopic 

Added to LNG-EC section. 
Ectopic pregnancy is discussed elsewhere in the guideline. 
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pregnancy) and this is not listed in LNG-EC 
section of the guidelines (11.3).  
 

 While the high level evidence of higher 
efficacy of UPA-EC over LNG-EC is well 
described in section 8 and reflected by grade 
B recommendation, this higher efficacy is not 
clearly reflected in the percentages prevented 
detailed in the same section. While we 
understand the evidence-based approach 
and the discussion of all available data, range 
of efficacy (as prevented pregnancies) may 
be interpreted as 60-80% for UPA-EC and 
69-90% for LNG-EC and this may be 
confusing for providers. 

These are the data: we are presenting what is out there. 

 We wonder about the rationale to states that 
“UPA-EC acts primarily by delaying ovulation” 
while “LNG-EC inhibits ovulation, delaying or 
preventing follicular rupture...” 
In ellaOne SPC, it states: “When used for 
emergency contraception the mechanism of 
action is inhibition or delay of ovulation via 
suppression of the LH surge.” The deletion of 
the wording “primarily acts” has been 
accepted by EMA.  
My understanding is that for both UPA-EC 
and LNG-EC, post-ovulation effects have 
been suggested but there are no data 
confirming that these effects contribute to the 
efficacy of UPA-EC to prevent pregnancies.  
I am raising this item because such 
differences in wording may let opponents to 
EC to declare that UPA-EC is an 
abortifacient.  

We state elsewhere in the document that there is no evidence 
that UPA-EC is abortifacient. “Primarily” now removed in line 
with EMA decision. 
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 - Taking EC as soon as possible after UPSI is 
key, as oral ECs are not effective once 
fertilization has occurred. Would you consider 
highlighting this key information in the 
executive summary (it is only mentioned in as 
one of the “good practice points” in section 
“What methods of EC should be offered…”)  
- In the algorithm/decision tree for oral EC, 
the question “UPSI likely to be in the 5 days 
prior to the estimated day of ovulation” seems 
unnecessary or confusing to providers. As 
you know, ovulation is unpredictable and it 
appears important that women are aware that 
they are at risk of pregnancy after any UPSI.  
 

This is already in the executive summary. No change. 
The GDG were absolutely clear that UPA-EC ought to be 
targeted at the time of highest pregnancy risk to avoid delaying 
quick start of ongoing contraception if the risk of pregnancy 
following UPSI is low. Clinicians are advised to allow a margin 
for error, as we do with emergency IUD insertion (which is 
established UK practice). No change. 

Pharmaceutical 
company 

Page 21, lines 7, 8 
and 14 

Emergency contraceptive pills (ECPs), 
including LNG-EC and UPA-EC may be less 
effective in obese women (BMI more than 30 
kg/m2). Reference: WHO EC Fact sheet 
February 2016 Available:  
http://who.int/mediacentre/factsheets/fs244/e
n/ [Accessed 08 January 2017] 
 
Women who are obese can use LNG or UPA 
for ECPs without restriction.  (MEC 
Category 1 – A condition for which there is no 
restriction for the use of the contraceptive 
method.) ECPs may be less effective among 
women with BMI ≥ 30 kg/m2 than among 
women with BMI < 25 kg/m2.Reference: WHO 
MEC Part I,II August 2015 
Available: 
http://who.int/reproductivehealth/publications/f
amily_planning/MECguidelinePart-
1.pdf?ua=1  
http://who.int/reproductivehealth/publications/f
amily_planning/MECguidelinePart-
2.pdf?ua=1 [Accessed 08 January 2017] 

The rationale for the decision made by the GDG regarding LNG-
EC for heavier women/ those with higher BMI is clearly 
explained in the text. We are uncertain why a WHO fact sheet is 
being referenced. No change is anticipated. The guidance does 
not preclude use of LNG-EC by women with higher BMI or 
weight – rather it promotes use of a double dose. 
 
The recommendations of the WHOMEC and UKMEC relate to 
the safety of use of a contraceptive method by a woman with a 
particular characteristic, NOT to the effectiveness of the method 
if used by that woman. 
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Page 21, line 10 The Committee for Medicinal Products for 
Human Use (CHMP) after reviewing all data 
on the efficacy of ECPs containing LNG or 
UPA, with regards to the relation of high 
weight/BMI of women has stated that the 
limited data available do not support with any 
certainty the conclusion that their 
contraceptive effect is reduced in women with 
high bodyweight. Thus, no adjustment of 
the dose is recommended at this stage.  
 
The European Committee accepted the 
CHMP opinion and concluded that the 
benefit-risk balance of emergency 
contraceptive medicinal products containing 
LNG or UPA remains positive for all women 
regardless of body weight/BMI, subject to the 
warnings and changes to the product 
information agreed. Reference: Article 31 
Referral (Procedure no: EMEA/H/A-31/1391) 
for the EC medicinal products containing LNG 
or UPA, 24 July 2014. 
Available: 
http://www.ema.europa.eu/docs/en_GB/docu
ment_library/Referrals_document/Emergency
_contraceptives_31/WC500176385.pdf 
[Accessed 08 January 2017] 
 

We are, of course aware of this conclusion. However, it is the 
opinion of the GDG that as 3mg LNG is unlikely to cause harm 
and could be more effective for women with higher BMI or 
weight, the double dose should be recommended. 

Page 21, line 9 Additionally, some research suggests that 
obese women were twice as likely to 
experience an EC failure after use of UPA 
compared with non-obese women (OR, 2.1; 
95% CI, 1.0–4.3; p=.04]. Reference: Moreau 

Again, this is adequately addressed in the text. 
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C, Trussell J. Results from pooled Phase III 
studies of ulipristal acetate for emergency 
contraception. Contraception. 2012; 
86(6):673–680.  
 

Page 21, line 10 Based on a study by Croxatto et al. it can be 
concluded that the minimum required LNG 
concentration for adequate delay of ovulation 
is probably much lower than the usually 
observed concentrations of a standard 1.5 
mg dose for EC. In this study, it was 
observed that a single dose of 0.75 mg LNG-
EC was at least as effective as the currently 
used standard 1.5 mg dose for delay of 
ovulation in the 5-day period needed for 
emergency contraceptive effectiveness, 
despite that the Cmax 

and AUC of LNG were 

about 50% lower.  
Very early publications by Kesserü et al. on 
the minimal effective dose report that even a 
single dose of 0.4 mg LNG could be 
sufficient. 
Therefore, the treatment with an emergency 
contraceptive with 1.5 mg LNG may still result 
in appropriate effectiveness in obese women, 
despite the differences in pharmacokinetic 
(PK) between normal weight and obese 
women. 
 
These data suggest that lower serum levels 
of LNG in women with higher body weights 
are unlikely to be the mechanism by which 
efficacy is reduced in obese women. 
References: Croxatto HB, et al. Pituitary-
ovarian function following the standard 
levonorgestrel emergency contraceptive dose 
or a single 0.75 mg dose given on the days 

These data were all considered by the GDG, as were data that 
suggest otherwise. It was considered prudent to err on the side 
of possible greater effectiveness. It is explained in the text that 
this is the opinion of the GDG. 
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preceding ovulation. Contraception. 2004; 
70(6):442-450. 
Kesserü E, et al. The hormonal and 
peripheral effects of d-norgestrel in post-coital 
contraception. Contraception. 1974; 
10(4):411-424. 
Kapp N, Abitbol JL, Mathé H, et al. Effect of 
body weight and BMI on the efficacy of 11 
levonorgestrel emergency contraception. 
Contraception. 2015; 91:97–104. 
 

Page 21, line 5 The relevance of measuring LNG 
concentration in obese women has not yet 
been confirmed as there is no scientific 
evidence which proves that possible 
differences in EC efficacy in obese women 
depends on altered PK alone. 
Pathophysiological and pharmacodynamics 
factors besides SHBG and drug exposures as 
well as compliance are likely to need to be 
evaluated when assessing LNG-EC effects in 
obese women. 
 
Considering the above mentioned data 
(Croxatto et al. 2004, Kesserü et al. 1974 and 
Kapp N et al. 2015) and the limitations of PK 
study conducted by Edelman et al. straight 
interpretation of PK results is not the most 
accurate way to introduce a new clinical 
recommendation. It still remains questionable 
if doubling the dose of LNG-EC actually 
results in improved effectiveness for obese 
women. 
Besides the small sample size and the lack of 
loss of efficacy (LoE) data there is another 
major problem when using this PK study as a 
basis of introducing double dose of LNG-EC 
in case of high body weight or BMI. In the 

Again, the GDG is not precluding use of LNG-EC, but 
suggesting that use of 3mg is recommended. 
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obese cohort the mean BMI was 39.5 kg/m2 
(range: 35.9-46.7) which is far above the limit 
(BMI>26 kg/m2) provided in the draft FSRH 
Guideline. Reference:Edelman A.B., Cherala 
G., Blue S.W., Erikson D.W., Jensen J.T. 
Impact of obesity on the pharmacokinetics of 
levonorgestrel-based emergency 
contraception: single and double dosing, 
Contraception. 2016; 94(1):52-57. 
Jusko W.J. Clarification of contraceptive drug 
pharmacokinetics in obesity, Contraception. 
2017; 95(1):10-16. 
Cherala G., Edelman A., Dorflinger L., 
Stanczyk F.Z. The elusive minimum threshold 
concentration of levonorgestrel for 
contraceptive efficacy, Contraception. 2016; 
94(2):104-108. 

Page 21, line 5 The conclusion of pooled analyses (Gemzell-
Danielsson et al. 2015, Festin et al. 2017) of 
randomised controlled trials should be 
considered more well-based evidence than 
the results of the referred study (Edelman et 
al. 2016).  
Although the effect of obesity on pregnancy 
rate cannot be excluded, across the defined 
weight and BMI categories the rates of 
pregnancies remain low (below 3.0 %) 
according to the pooled analysis conducted 
by Festin et al. 2017. In line with the earlier 
analysis and the opinion of CHMP, this new 
article concludes that the provision of LNG 
should not be restricted and it should be 
taken by women who need them, regardless 
of body weight or BMI. Additional attention for 
counselling and advice for obese women 
(which is recommended in this article) is 
already provided in the product information of 
the oral ECPs. References: 

Again, the GDG is not precluding use of LNG-EC, but 
suggesting that use of 3mg is recommended. 
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Festin M.P.R., Peregoudov A., Seuc A., 
Kiarie J., Temmerman M. Effect of BMI and 
body weight on pregnancy rates with LNG as 
emergency contraception: analysis of four 
WHO HRP studies, Contraception .2017; 
95(1):50-54. 

Page 21, lines 7-8 Based on the analysis of Gedeon Richter 
Plc.’s safety database and the data from the 
WHO VigiBase no signal or such results 
became available for the Company until 31 
December 2013, which would suspect an 
increased risk for LNG-EC failure resulting in 
an unwanted pregnancy when the product 
was used in women with higher body weight. 

We would suggest that oral EC failure is not commonly reported 
as an adverse event.  

Page 32, line 10 I understand earliest likely day of ovulation 
following last COC pill taken correctly is day 
8, therefore an IUD only offered up to day 13. 
This differs from past understanding of 
offering up to day 15. (7 day pill free interval, 
2 missed pills and 5days for before likely 
ovulation.) Does this now highlight the need 
for revision of advice re one single missed 
pill?  

Likelihood of ovulation at day 8 is small and EC/additional 
contraceptive precautions are unlikely to be required, however if 
we are inserting Cu-IUD we need to absolutely sure that we are 
avoiding disruption of an implanted pregnancy. 
 

Individual/FSRH 
Member 

Page 32, lines 35 - 
38 

The use of a traditional POP (not 
desogestrel) is still common enough to 
warrant specific guidance. If the mucus effect 
is only limited to 27hrs from last correctly 
taken pill then any UPSI which occurred in 
the 4-5days prior to the last correctly taken 
pill must surely leave the woman at risk, if 
these pills do not induce anovulation? 
This is an area of uncertainty for me and 
probably for others, when UPSI has taken 
place just prior to the last pill being taken.  

This is explained in the text. The cervical mucus effect prevents 
penetration of sperm into the upper genital tract until the time of 
the first missed pill. No change. 
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Other comments 
Overall usefulness 
We are grateful for the very kind comments from reviewers that recognises the value of this guideline in 
informing clinical practice and also in providing a strong case to commissioners regarding he need for 
additional funding to ensure that women who are pregnant and have unmet contraceptive needs 
receive the highest possible of care in the UK. 
 

Individual/FSRH 
member 

Very useful document, making a complex issue easy to understand and the 
guidelines can be easily followed in practice. 
The algorithms will help to simplify clinical decision making. 

BASHH Well received updated emergency contraception document with well 
documented practice points. Provides clarity on issues of UPA-EC 
effectiveness and best practice guidance on use 

RCGP Much needed updated and relevant guidelines that reflect the changes in 
practice since the previous edition. 
We are however concerned that the omission of mention of STIs (other than 
a narrow mention in relation to Cu-IUD fitting) will perpetuate siloed thinking 
and thus management. In any setting there is a strong need to take an 
integrated approach to women presenting with UPSI. Certainly in the general 
practice setting we are struggling against sub-specialisation affecting the way 
our doctors and nurses learn, think and practice – partly because of 
guidelines, such as these, with an overly narrow approach. 
UPSI, by definition, is an important flag for possible associated risk of STI. 
Therefore we feel strongly that It would add value to include a ‘good practice 
point’ suggesting that risk of STI should be assessed and discussed, testing 
offered and sexual health promotion advice given. The ‘stable’ of NATSAL 
publications offer a useful picture confirming that risk assessment for STIs is 
a valid tool. For chlamydia at least, women who report 2 or more partners in 
the last year, without having used condoms should be offered a chlamydia 
test (SONNENBERG, P., CLIFTON, S., BEDDOWS, S et al 2013. 
Prevalence, risk factors, & uptake of interventions for STIs in Britain: findings 
from the National Surveys of Sexual Attitudes & Lifestyles (Natsal). Lancet, 
382, 1795-1806). HIV identified in NATSAL was exclusively in individuals in 
recognised high risk groups; therefore it would be justifiable to say that 
women presenting for EC who are from a high prevalence country should be 
offered HIV testing, and the need for PEP should be evaluated. NATSAL only 
identified gonorrhoea in those also found to have chlamydia, so it is 
reasonable to focus testing on the latter. Recommendation added re STI 
(there is in fact an STI recommendation that is not related to Cu-IUD 
insertion) 
We feel that the Executive Summary could be increased a bit to bring focus 
on some important points that might be otherwise missed for instance, it is 
not easily apparent that double dose LNG-EC should be considered in 
BMI>26 or weight >70kg nor it that oral EC is not useful after ovulation. This 
is in a recommendation, and added to flow chart now. 
The full length guidelines will be helpful as reference, particularly for those 
specialising in women’s and sexual health however they may be a little too 
detailed and lengthy for those who are not specialist but are responsible for 
providing emergency care such as clinicians in Accident and Emergency and 
primary care (hence the key role of the executive summary). There will be an 
accompanying digest. This document is intended to be used as an electronic 
document, with the individual sections containing all the pertinent 
information. 
Although the guideline demonstrates best practice, there is concern 
regarding transferability guidelines to non-specialist settings such as 
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community pharmacy where resources such as a consultation room, training 
and robust local services knowledge will be needed. Their problem: we 
aspire to best practice. 
Furthermore, investment in emergency IUD services in primary care and the 
community will also be required as there is concern over not only the limited 
service provision and the sustainability of these services. We agree: 
commissioning issue, hence why we have made this recommendation. We 
advise IUD use because it works better than oral EC.  
Very useful summary of existing literature. Very useful document - very 
relevant and needed in everyday general practice.  
This is a very long document, and while reading I wondered throughout who 
it is intended for and who is going to use it. I would guess (though to be 
honest I don’t know) that most of this advice is given by GPs, and they are 
unlikely to plough through all the details here. It’s an impressive, 
comprehensive review, and to be fair I did learn a few useful bits of advice, 
but for most quite impractical. It is intended to be an evidence based, 
comprehensive document on which local services can base their protocols. 

Individual/FSRH 
member 

This guidance seems to be aimed at a wider audience (beyond a medical or 
pharmacy audience) with the comments about the responsibilities of all EC 
providers. Conversely there appears to be an increase in the scientific tone 
of this guidance in comparison to the previous one. The use of odds ratios, 
for example, may be less intuitively useful for both clinicians and patients. 
Statements are made regarding personalising the information to the patients 
circumstances, but the resource to which most would turn for help in doing so 
offers no practical help in doing so. The use of pictorial representations of the 
statistics in different examples might be worth exploring as an appendix.  
  
Emergency contraception is one of the most complicated scenarios in SRH 
and therefore the guidance for it needs to be as practical as possible. The 
flow charts do this nicely but aren’t featured until page 27 and need to be in 
the Executive summary too to avoid being overwhelmed by the complexity of 
the advice regarding oral EC.  
 
A copper IUD is the gold standard and we need to emphasis this, however it 
is important that the guideline does not put off non specialist providers from 
giving oral EC as it is a safe medication with few side effects. For example 
the increased emphasis on being ineffective post ovulation may need further 
back up with statements about ovulation only being predictable in a regular 
cycle.  
 
Women presenting for EC are often very vague about their cycles and this 
guidance seems to be written for the ideal scenario of clear dates and times. 
It needs to deal with the uncertainty of reality better especially if the 
expectation is those unsupported by specialist clinicians are delivering it. 
UPA adds additional complexities to the decision making, but presenting for 
EC (as opposed to not bothering and taking the risk) is a key moment in 
achieving behavioural change and women need to be met by confident 
providers to reinforce their decision to present and encourage use of future 
contraception.  
 
There needs to be more explicit advice re risky times in the cycle versus 
lower risk times as the guidance does seem to rely on assessment of this 
more than previously. For example defining what the high risk time is – is it 
just in 5 days pre ovulation?  
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Importantly the guidance needs to be clear about your actions when you 
cannot define the risks clearly as this is representative of real life scenarios 
eg mix of using something but not very well, and not really clear about dates. 
Personally I have seen women who have had inappropriately withheld EC by 
pharmacists which is more concerning than giving it inappropriately.  

RCOG Guidelines 
Committee 

The committee felt that this was an excellent document for health 
professional working in this field. In particular the executive summary and 
grading of recommendations are very helpful.  
Appendix 1 on the clinical guideline development process is very thorough 
and reassuring. 

 
Guideline layout, writing style and length 
We fully acknowledge that the guideline is lengthy. The guideline was written with a digital format in 
mind; we anticipate users will go directly to specific sections and therefore felt that it was important for 
each section have enough information to be a stand-alone document. Where possible, to avoid 
duplication of text, readers have been signposted to the relevant sections of the Guideline for further 
details. 
 

Individual/FSRH 
member 

Very easy to read and follow, consistent advice throughout. Clear advice. 
Very long! But all information included is relevant. 

Individual/FSRH 
member Probably a bit wordy 

Individual/FSRH 
member 

There is a lot of information here – I am sure there will be confusion going 
forwards – we need to ensure that there are clear easy to use and follow 
diagrams re which method to advise  
The diagrams in Figure 1 & 2 – need to be really clear 

RCGP The styling and format of the guidelines make it simple to read with relevant 
sections appropriately headed and standing out and the evidence basis 
easily to identify. 
The key recommendations are usefully highlighted however some of the 
most useful recommendations are not apparent in the summary or 
highlighted within the main body and therefore can be easily missed. 
The chapter headings look sensible, though the order is a bit odd. For 
instance why does Ch 7 come after CH 5? Why is Ch 8 not incorporated into 
Ch 7? To my mind Ch 6 should be much further down. But overall the 
impression is of endless repetition. This is presumably because the 
document is not meant to be read, as I have done, the whole way through. 
But for this reason the format looks very old fashioned. I would imagine it 
could be electronic in form that would lead it to be much easier to navigate 
and use.  
These guidelines are nearly three times the length of the previous guidelines 
and longer than typical guidelines with the content containing detailed 
evidence basis. Although this is useful, the length may deter non-specialist 
clinicians from reading thoroughly and therefore to effectively reach a larger 
audience such as primary care, A&E and community pharmacy, it would be 
helpful to reduce the length or increase the summary. Not nearly as long as 
the NICE guideline for menopause.  
Long! But the summary and flow charts help this. 
Very thorough and robust guidelines that will aid the provision of emergency 
contraceptive. Unfortunately, due to the length of the guidelines, the content 
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of the summary and formatting, some of the most useful points can be 
difficult to gain within the general text and it would be useful if they would be 
highlighted and are included within the summary.  
I would like a more concise summary as this is an easily confused topic 
which is complicated by the 3 completely different forms of emergency 
contraception. With a GP hat on I think I would find it hard to read the 
summary and come to a decision regarding the best choice for the patient in 
front of me.  
Throughout the document, it is emphasised that oral emergency 
contraception is ineffective if given after ovulation. (See p6, line 6, where the 
evidence is graded B). This is one of the things I’ve learnt from this 
document. Some supportive evidence is presented on p16 for both forms of 
oral contraception, while at the same time the document refers to theoretical 
reasons why both forms might have some effect. I’m sceptical, partly 
because this is the first time I have come across the advice, partly because it 
was not known by my practice colleague with most expertise in the field of 
contraception, and partly because the warning does not appear in the BNF. 
At the very least, I would ask that the statement on p6 is watered a bit (?’ 
may not be effective’) We have changed this wording, although the evidence 
does clearly suggest that it is ineffective. 
My only other comment is that there is a wealth of platitudinous statements 
that feel as if they are insulting the reader. (see heading 13.3, line 31 p32; 
13.5 on p33; 18.2 on p37, first statement). I don’t know that any of these can 
be left out, but it may leave people feeling they are being patronised. Again it 
is a question of who it is aimed at. These are not intended to be 
platitudinous: adolescents are frequently not offered Cu-IUD and clinicians 
(including specialists) do worry about Cu-IUD insertion after sexual assault. 
I have one last comment. Despite knowing that an IUCD would be effective, 
and advising women accordingly over a very long period, I have never ended 
up fitting one. I don’t think I am unusual in this certainly not among GPs. I 
don’t know how I would ask the authors to refer to this, but it feels like the 
thing we don’t talk about. Is there any evidence on actual use (apologies if 
there was some and I missed it)?  
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Individual/FSRH 

member 
There is an increase in scientific tone of this guidance, when it needs to be 
as accessible as possible to a wide audience.  
There is a lot of repetition in the main body of the text (esp pages 1-19). The 
repetition allows the various sections of the document to be accessed 
individually on an electronic platform without a clinician missing a crucial 
piece of information. 
This is clear but I think the charts need to be part of the executive summary 
as the most useful and practical part of the guidance.  
The statements in the executive summary need numbering so it is clear 
which section of the document they are referenced in so you can move 
through a large document quickly to find the information you need. This may 
be part of the proposed future layout so please ignore this if so.  
This document is very long and seemed to be a mix of well established 
knowledge repeated frequently and some quite new statements. I wonder if it 
was shorter and more concise the new information might be easier to 
absorb? Equally the what is new section will help to address this.  
A more practical focus will help to engage the wider audience. The 
algorithms are intended for practical day to day use.  
It would be helpful to be clearer in the guidance that while UPA is first line (as 
this defers ovulation post LH surge), clinicians are not able to quick start 
contraception so that it will protect a woman for that deferred ovulation. Often 
EC is needed at the start of a new unanticipated relationship with multiple 
episodes of sex in a short period of time. Ongoing contraception is a high 
priority in this scenario and the balance of risks needs to be assessed for 
each individual. For example in the exec summary – follow the statements of 
UPA being 1st line with statement about this?  

BASHH No concerns; appropriate length 
RCOG Guidelines 

Committee 
Overall the feeling was that the document was well written. Various reviewers 
commented on the heavy use of abbreviations which at times make the 
document tricky to read.  
One suggestion was that the executive summary should ‘standalone’ from 
the rest of the text if possible. 
A number also suggested minimising the abbreviations, or at least defining 
them within the executive summary. We also suggest adding of dose of UPSI 
(as this will be new to a lot of people) and probably also confirming the dose 
of LNG-EC. Perhaps it would be helpful adding Figs 1 and 2 in the executive 
summary as well.  
We also appreciated that although it is the traditional style to write- ‘providers 
of EC should be aware that’…. and ‘EC providers should inform women 
that’….we felt that the repetition of these statements at the start of each 
recommendation was a bit unnecessary.  
We felt that the structure and layout were good. The flow diagrams are very 
helpful. We felt that the length was good- perhaps a little long for the non-
specialist but the executive summary helps in this regard. 

Individual/FSRH 
member 

I found it very easy to follow. All really useful information and references. 
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All comments on the FSRH Emergency Contraception can be sent directly to the CEU via the FSRH 
website (www.fsrh.org). 

 
 
 
 
 The Clinical Effectiveness Unit (CEU) was formed to support the Clinical Effectiveness Committee of the Faculty  
 of Sexual and Reproductive Healthcare (FSRH), the largest UK professional membership organisation working 
 at the heart of sexual and reproductive healthcare. The CEU promotes evidence based clinical practice and it is 
 fully funded by the FSRH through membership fees. It is based in Edinburgh and it provides a member’s enquiry 
 service, evidence based guidance, new SRH product reviews and clinical audit/research. Find out more here. 
 


