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Repeat emergency contraception: facing our fears
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1. Introduction
Emergency contraceptive pills (ECPs) are now established contraception. Providers and clients alike are becoming more familiar with the EC regimen— one dose within
72 h of unprotected intercourse and a second dose 12 h later.
Two specific ECP preparations are approved by the US
Food and Drug Administration, and in the UK and several
other European countries ECPs are available without prescription [1]. A number of influential organizations including the American Medical Association and the American
College of Gynecology and Obstetrics support over-thecounter (OTC) availability in the US [2].
However, one impediment to OTC availability, and ECP
use more generally, has been concern about repeat use or
even “abuse” of the method [3,4]. Some providers and
program policymakers fear that women might use ECPs
indiscriminately, or in the extreme even might use it in lieu
of “regular” contraception. However, one study from the
UK found that such repeated use was relatively uncommon
even when women were given supplies to take home [4] It
appears that for the large majority of women dealing with
one such emergency is enough.
But is repeat use really so bad? Recent evidence on the
newer levonorgestrel (LNG) regimen provides reassurance
about effectiveness and side effects. So what do we fear?

2. Use for a few emergencies
Two major concerns about repeated use of the old standard estrogen-progestin Yuzpe regimen have been the high
rate of objectionable side effects (like nausea, vomiting, and
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menstrual disruption) and projected high pregnancy rate
with repeated use. Yet in a large World Health Organization
(WHO) study, LNG alone in two 0.75 mg doses 12 h apart
emerged as a superior ECP regimen, with better efficacy and
fewer side effects [5]. Risk of pregnancy when ECPs were
initiated within 72 h was 1.1% and when initiated within
24 h the risk was even lower, only 0.4%. Thus, while
certainly not ideal, repeating ECPs even a few times still
means a fairly low pregnancy risk, especially if with repeat
use women have foresight enough to begin within 24 h of
intercourse. Avoiding such emergencies is, of course, a
good idea. But based on current evidence, repeating ECPs a
few times could still reflect a reasonable risk-benefit for
such women.

3. Primary method for women with infrequent
intercourse
For some women, those with infrequent intercourse, repeatedly taking the newer levonorgestrel regimen on a deliberately premeditated basis may actually be a perfectly
reasonable choice as a primary means of contraception. As
it turns out, postcoital LNG (in the same 0.75 mg per tablet
form, but only a single tablet taken within an hour of
intercourse) has a long history of use, not for emergencies
but on an ongoing basis. Such use was recently evaluated in
another WHO study [6]. Women with average coital frequency of about 4 times per month had a pregnancy risk of
6.8% per 100 woman-years of use. Such an annual pregnancy risk actually compares favorably to a number of other
contraceptive methods, though it is higher than generally
seen with hormonal methods. However, pregnancy risk per
act of intercourse was only 0.14%. So, for a particular
subset of women, those with infrequent intercourse (who
might be the very ones most likely to repeat ECP use), the
annual pregnancy rate could be quite acceptable.
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Table 1
Calculated cumulative risk of pregnancy for various emergency
contraceptive regimens, by number of single-exposure menstrual cycles
Number
of cycles

LNG-2 doses begun
Within 24 h (%)

LNG - 1 dose begun
Within 1 h (%)

1
3
6
13

0.4
1.2
2.4
5.1

0.14
0.4
0.8
1.8

Is such infrequent intercourse common enough to matter? Yes, according to a nationally representative survey in
the US [7]. A full 12% of married and 8% of cohabitating
women aged 18 –59 years reported intercourse frequency of
“a few times per year.” Further, a review of Demographic
and Health Surveys of reproductive-age women in 12 developing countries found that from 4% to 12% reported
having sex only once in the previous 4 weeks [8]. Some of
these women may have fairly regular albeit infrequent sex.
Others may have sex very episodically and unpredictably.
Based on the two WHO studies [5,6], one can estimate
the annual pregnancy risk with use of LNG as a primary
method for women with infrequent intercourse (Table 1).
Table 1 assumes that women could initiate use at least
within 24 h.
These pregnancy rates compare favorably with many
other contraceptive methods, especially barrier methods,
withdrawal, and periodic abstinence which have typical use
failure rates in the range of 14% to 40% [9] and which are
logical alternatives for women with infrequent sex. Moreover, when women are using ECPs on a premeditated basis,
they ought to be able to start the EC regimen within an hour
of intercourse, so the more favorable figures on the far right
column might be the more realistic. Indeed, if women start
ECPs even before intercourse or use two doses per act of
intercourse, the pregnancy risk might be lower still. Also,
the calculated risks in the table are average risks across the
menstrual cycle, whereas actual risk of pregnancy is substantially higher near midcycle. Premeditated use allows
women to supplement ECPs with barrier methods and periodic abstinence around midcycle, thus even further improving effectiveness.

4. Side effects, safety, and other attributes
While some side effects such as nausea, vomiting, and
dizziness are fewer with the LNG regimen than with Yuzpe,
they still occur. On the other hand, many other contraceptive methods have side effects. But in the final analysis, the
acceptability of such side effects should be at the discretion
of the client. And many women considering repeat ECP use will
have already used it and thus have their own experience to weigh.
The long term safety record of daily OCs and injectable
progestins supports the safety of repeated LNG ECP use,

though not definitively since the regimens are different. Yet
sporadic LNG could actually be safer than daily combined
OCs. First, there is no estrogen. Second, though 0.75 mg of
LNG is five times that of one commonly used OC, the total
LNG in the two-dose per episode (1.5 mg) is less than half
that in the 21-pill cycle (3.15 mg). More research would
help, but current safety information even on the higher-dose
Yuzpe regimen is quite reassuring [10,11]. Moreover, WHO
has undertaken a systematic review of the medical eligibility for contraceptive methods under various client circumstances. It classifies repeat ECP use under its most liberal
eligibility, Category 1 (no restriction) [12].
Advantages of the premeditated LNG strategy include
use only when needed, ease of administration, client control,
reversibility, and reasonably good effectiveness. Women
could alternate or combine use with barrier methods, withdrawal, and periodic abstinence (although use of periodic
abstinence could be limited when use of EC results in delay
of menses). In addition to the side effects, disadvantages
include the need to use soon after intercourse and only
infrequently, and no protection from sexually transmitted
infection.
Further research on the premeditated approach could
address such issues as optimizing the regimen (including
evaluating precoital use), safety, and ameliorating side effects.

5. Conclusions
Whether premeditated repeated use of ECPs has an important role remains to be seen. But concern about repeat
use ought not to restrict availability of ECPs, including
OTC availability. It appears few women are likely to repeat
use in any case, and those who do will do so sparingly. On
the other hand, for those with infrequent sex, use as a
primary method for a short time or for longer may actually
be a reasonable strategy. Other categories of potential repeat
users are of course possible, such as women who might use
ECPs multiple times per cycle. But women prone to indiscriminate ECP use might likely be less conscientious with
other contraceptive methods including oral contraceptives
and barrier methods as well, and it is not clear that, for all
of them, ECPs necessarily would carry higher pregnancy
risk than use of these methods.
The argument for easy access to ECPs including OTC
availability is strong. Providers should certainly make available a full range of contraceptive options, but ultimately
women’s access to methods should be unimpeded. They
should weigh the advantages and disadvantages for themselves.
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