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Background 

Oral emergency contraception acts by delaying ovulation.1,2 Levonorgestrel oral emergency contraception 

(LNG-EC) appears to be less effective for individuals with weight >70kg or BMI >26kg/m2 than for those 

with lower weight/BMI3-6 although not all studies demonstrate this association.7,8 Ulipristal acetate oral 

emergency contraception (UPA-EC) may be less effective for individuals with BMI >30kg/m2 than it is for 

those with BMI <30kg/m2.3,9  

 

Pharmacokinetic studies10,11 have demonstrated that free serum levonorgestrel levels after the standard 

1.5mg dose of LNG-EC are significantly lower in individuals with obesity than in non-obese individuals. This 

can be corrected by doubling the dose of LNG to 3mg.11 Serum LNG levels adequate to inhibit the LH 

surge are required to prevent ovulation, therefore it was suggested that doubling the dose of LNG-EC could 

potentially improve effectiveness for users with higher BMI/weight. In the study, the 3mg LNG dose was 

well tolerated and without significant adverse effects.  

 

In 2017, the Guideline Development Group for the FSRH Emergency Contraception Guideline 

recommended that a copper IUD (the most effective method of emergency contraception) should always be 

offered first line where appropriate.1 It was advised that individuals with weight >70 kg or BMI >26kg/m2 for 

whom a copper IUD was not acceptable or was not available should be offered ulipristal acetate oral 

emergency contraception (UPA-EC). If use of UPA-EC was not appropriate, it was considered that the 

possibility of greater effectiveness justified offering LNG 3mg (rather than LNG 1.5mg) to this group of 

individuals. It was noted that the relative effectiveness of UPA-EC and LNG 3mg for those with BMI 

>30kg/m2 was not known.  

 

New evidence 

A new randomised pharmacodynamic study12 now adds to the evidence base on this subject. 70 subjects 

with BMI over 30kg/m2 (mean 38kg/m2) and weight over 80kg took either LNG 1.5mg or LNG 3mg when 

they had a dominant follicle of diameter>15mm (mean 16mm) indicating that the start of the LH surge was 

imminent. Rupture of the follicle was observed within 5 days in 49% of the LNG 1.5mg group compared to 

31% of the LNG 3mg group, but the difference was not statistically significant (p=0.21). Neither was there a 

significant difference between groups in time to follicle rupture within 5 days. All ruptured follicles observed 

were accompanied by the increase in serum LH of at least 21 IU/l that would be expected prior to ovulation, 

suggesting absence of ovulatory dysfunction.  

 

The authors concluded that the findings do not support administration of a double dose (3mg) LNG-EC for 

individuals with higher BMI/weight. It is noted, however, that the study did not have arms in which placebo 

or UPA-EC were taken for comparison, there was no comparator group of subjects with normal BMI or BMI 

25-30kg/m2, and the effect of LNG 1.5mg or 3mg taken longer before the start of the LH surge (at smaller 

dominant follicle diameters) was not studied.  
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The authors refer for comparison to an earlier study13 of subjects in the general population (BMI 

unspecified) which found that at dominant follicle diameters 15-17mm (as in the new study), follicle rupture 

within 5 days was observed in around 60% of subjects whether they took LNG 0.75mg (half the current 

standard dose), two doses of LNG 0.75mg 12 hours apart or placebo. These were higher rates of follicle 

rupture than in the current study. In contrast to the new study12, however, the earlier study13 did observe 

ovulatory dysfunction (a blunted, absent or mistimed LH peak) in 45% (single dose) to 55% (two separate 

doses) of subjects taking LNG, but in only 9% taking placebo – this was a statistically significant difference. 

The earlier study13 also considered administration of LNG at follicle diameter 12-14mm. In this situation 

LNG did appear to reduce risk of follicle rupture in the subsequent 5 days compared to placebo.  

 

Conclusion 

New evidence from a pharmacodynamic study12 suggests that for the specific group of individuals with BMI 

>30kg/m2 and weight >80kg who take LNG-EC very close to the onset of the LH surge, doubling LNG dose 

to 3mg does not significantly reduce risk of ovulation within 5 days, or increase ovulatory dysfunction 

compared to LNG 1.5mg. This adds to the evidence base, but much remains to be understood about oral 

emergency contraception, and further evidence is required to clarify the effectiveness of LNG-EC taken by 

people with different BMIs/weights and at different times prior to ovulation. Studies are underway.  

 

Guidance 

In line with existing guidance FSRH CEU recommends that, for an individual with weight >70 kg or 

BMI >26 kg/m2, the copper IUD should be offered for emergency contraception if appropriate (and 

if not appropriate/acceptable, UPA-EC should be offered). LNG-EC may sometimes, however, be 

considered the most appropriate oral emergency contraception (for example because UPSI was very early 

in the cycle and the priority is to establish effective ongoing contraception).  

 

LNG 1.5mg appears to be less effective for emergency contraception for users with higher weight/BMI. 

The new study suggests that doubling the LNG-EC dose taken by someone with a BMI>30kg/m2 at a 

dominant ovarian follicle diameter of 15-17mm does not significantly reduce risk of ovulation in the next 5 

days compared to the standard dose. The study does not, however, inform the effect of doubling the dose 

of LNG-EC if taken at a smaller follicle diameter and/or if the individual has BMI 26-30kg/m2. Experience 

of 3mg LNG used for emergency contraception is that it is well tolerated and there is not evidence of 

associated harm. 

 

If, therefore, LNG-EC is considered the most appropriate EC option for an individual with weight 

>70 kg or BMI >26 kg/m2 a clinician may consider offering an informed patient LNG 3mg rather than 

LNG 1.5mg.  

 

Guidance will be updated as further evidence emerges. 
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