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ABSTRACT. Teen birth rates in the United States have
declined during the last decade but remain much higher
than rates in other developed countries. Reduction of
unintended pregnancy during adolescence and the asso-
ciated negative consequences of early pregnancy and
early childbearing remain public health concerns. Emer-
gency contraception has the potential to significantly
reduce teen-pregnancy rates. This policy statement pro-
vides pediatricians with a review of emergency contra-
ception, including a definition of emergency contracep-
tion, formulations and potential adverse effects, efficacy
and mechanisms of action, typical use, and safety issues,
including contraindications. This review includes teens’
and young adults’ reported knowledge and attitudes
about hormonal emergency contraception and issues
of access and availability. The American Academy of
Pediatrics, as well as other professional organizations,
supports over-the-counter availability of emergency con-
traception. In previous publications, the American Acad-
emy of Pediatrics has addressed the issues of adolescent
pregnancy and other methods of contraception. Pediat-
rics 2005;116:1038–1047; contraception, emergency contra-
ception, adolescent pregnancy.

ABBREVIATIONS. FDA, US Food and Drug Administration; OC,
oral contraceptive.

BACKGROUND

Most teen pregnancies are unplanned and
pose a significant societal cost and potential
individual risk. For 15- to 19-year-old teens

who become pregnant in the United States, 74% to
95% describe their pregnancies as unintended.1,2 In
1999 (the most recent data available), approximately
56.5% of teenage pregnancies ended in live births,
28.5% in induced abortion, and 15% in miscarriage or
stillbirth.3 Since 1990, birth rates for 15- to 19-year-
olds in the United States have declined by 28% to a
low of 43 per 1000 in 2002.4 For 15- to 17-year-olds,
the 38% decrease in birth rates was even more dra-
matic, down to 27 per 1000 in 2002.4 The most recent
data on abortion rates in 15- to 19-year-olds indicate
a decrease of 39% during the last decade, with some
estimates suggesting more than a 50% decline.3,5,6

The largest decline in abortion rates for 15- to 17-
year-olds occurred from 1994 to 2000.5,6 The decline
in teen birth rates reflects the higher rates of reported
abstinence and more consistent use of reliable meth-

ods of contraception.7–10 Estimates of use suggest
that emergency contraception has contributed substan-
tially to the decrease in reported abortion rates in recent
years.5 Yet, comparison of teen birth rates in the United
States with those of other developed countries suggests
that US rates are still 2 to 10 times higher.11 The birth
rate for 15- to 17-year-olds in the United States remains
twice that of Canada and England and 10 times higher
than the rates in France and Sweden.12 Thus, unin-
tended pregnancy and its consequences for the adoles-
cent age group and society remain a focus of individual
and public health concern.12

Reduction of unintended pregnancy is best achieved
by strategies that include developing and implement-
ing effective programs to delay and reduce sexual ac-
tivity, increasing the use of effective contraceptives,
and improving knowledge about the correct use of
different contraceptive methods. Strategies to reduce
unplanned pregnancies should include improving the
knowledge, accessibility, and availability of contracep-
tive services, including emergency contraception.1,13 It
is estimated that appropriate use of emergency contra-
ception could reduce the number of unintended preg-
nancies each year by half and thereby similarly reduce
the abortion rate.5

DEFINITION OF EMERGENCY CONTRACEPTION
“Emergency contraception” in this policy refers to

the use of hormonal medications within 72 to 120
hours after unprotected or underprotected coitus for
the prevention of unintended pregnancy.14,15 This
includes the products labeled and dedicated for use
as emergency contraception by the US Food and
Drug Administration (FDA) and the “off-label” use
of combination oral contraceptives (OCs) described
in the literature since 1974.16 In the United States
there are 2 FDA-approved medications for emer-
gency contraception with labeled instructions. The
combination of estrogen (ethinyl estradiol) and pro-
gestin (levonorgestrel) emergency contraception is
marketed as Preven and was approved by the FDA
in 1998. Preven contains hormones identical to those
found in some combination OCs.17 Plan B (levonor-
gestrel), approved by the FDA in 1999, uses a pro-
gestin-only formulation. Plan B uses the metaboli-
cally active hormone found in a progestin-only OC
and the same hormone found in some combination
OCs.18 In addition, some OCs can be given in doses
appropriate for emergency contraception, although
they are not specifically labeled for this indication
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(Table 1).19 This statement does not cover the use of
the copper intrauterine device within 5 days of in-
tercourse, because it is not an option available to
most pediatricians.

FORMULATIONS OF EMERGENCY-
CONTRACEPTION PRODUCTS AND POTENTIAL

ADVERSE EFFECTS
The formulations of emergency-contraception

products used in the United States today include
commonly available combination OCs and the 2 ded-
icated products labeled for use as emergency contra-
ception by the FDA (Table 1).20

Combination OCs (Estrogen-Progestin)
Commonly available combination OCs containing

ethinyl estradiol and levonorgestrel or norgestrel
may be used for emergency contraception. A recent
study suggests that OC pills containing norethin-
drone, another progestin, might be equally effec-
tive.21 Dose equivalents can be calculated or found in
charts such as Table 1. Use of combination OCs for
emergency contraception has been documented in
large trials for the last 3 decades.22–25 Based on sev-
eral studies in women having unprotected inter-
course and using emergency contraception within 72
hours of the sexual contact, the effectiveness of com-
bination OCs is estimated to reduce the pregnancy
rate by 70% to 80% compared with not using emer-
gency contraception.26,27 The use of combination
OCs for emergency contraception is commonly re-
ferred to as the “Yuzpe method” and is named after
Albert Yuzpe, MD, who first described such use in
1974.16 The overall reported pregnancy rate for those
using the Yuzpe method of emergency contraception
varies between 0.2% and 3.0%.28–30

CALCULATION OF DOSING
Each of the 2 doses taken must contain a minimum

of 100 �g of ethinyl estradiol and a minimum of 0.50

mg of levonorgestrel. Levonorgestrel is the active
isomer of norgestrel, so equivalent dosing of any pill
containing norgestrel requires doubling the dose of
progestin. An example includes the use of an OC
containing 30 �g of ethinyl estradiol and 0.3 mg of
norgestrel. A total of 4 pills per dose would be re-
quired to be effective. Thus, 4 of these pills would
deliver 120 �g of ethinyl estradiol and 1.2 mg of
norgestrel, equivalent to 0.6 mg of levonorgestrel per
dose. Two doses of 4 pills per dose of this particular
formulation of combination OCs would be required.
Other pill formulations used for emergency contra-
ception are included in Table 1.20 Similar information
may be obtained on certain Web sites, some of which
are listed in Table 2.

Although the use of combination OCs has not been
labeled specifically for emergency contraception, the
FDA Reproductive Health Advisory Committee and
professional organizations such as the American Col-
lege of Obstetricians and Gynecologists have de-
clared the use of combination OCs for emergency
contraception safe and effective.19,20 The availability
of many combination OCs with norgestrel or
levonorgestrel makes this alternative particularly
helpful when there is no or limited access to a ded-
icated emergency-contraception product.

NAUSEA AND EMESIS WITH EMERGENCY-
CONTRACEPTION PRODUCTS CONTAINING

ESTROGEN
Nausea is experienced by approximately half and

emesis by 17% to 22% of patients using estrogen-
containing emergency-contraception methods, and
these adverse effects seem unaffected by food in-
take.21,26,31,32 Other adverse effects might include fa-
tigue, breast tenderness, headache, abdominal pain,
and dizziness.31,33 Vomiting that occurs as a result of
emergency contraception probably indicates that
enough hormones have reached the bloodstream to
have the desired contraceptive effect, but some ex-

TABLE 1. Dedicated Products and OCs for Use as Emergency Contraception20,33

Brand* Pills per Dose
(No. of Pills
to Swallow)†

Ethinyl Estradiol
per Dose, �g

Levonorgestrel
per dose, mg

Antinausea
Treatment

Recommended‡

Plan B (dedicated product) 1 white pill 0 0.75 No
Preven (dedicated product) 2 blue pills 100 0.50 Yes
Alesse 5 pink pills 100 0.50 Yes
Aviane 5 orange pills 100 0.50 Yes
Levlen 4 light orange pills 120 0.60 Yes
Levlite 5 pink pills 100 0.50 Yes
Levora 4 white pills 120 0.60 Yes
Low-Ogestrel 4 white pills 120 0.60 Yes
Lo/Ovral 4 white pills 120 0.60 Yes
Nordette 4 light orange pills 120 0.60 Yes
Ogestrel 2 white pills 100 0.50 Yes
Ovral 2 white pills 100 0.50 Yes
Ovrette 20 yellow pills 0 0.75 No
Tri-Levlen 4 yellow pills 120 0.50 Yes
Triphasil 4 yellow pills 120 0.50 Yes
Trivora 4 pink pills 120 0.50 Yes

* Prescriptive equivalents of dedicated products and common OCs.
† US Food and Drug Administration–approved treatment consists of 2 doses taken 12 hours apart. The first dose is to be taken within 72
hours of unprotected sex for best effectiveness, although up to 120 hours afterward has been shown to result in protection. Taking both
tablets of progestin-only emergency contraception in a single dose at 1 time has been shown to have equivalent efficacy.
‡ Suggested antinausea medicine: oral meclizine, 25 to 50 mg, which has 24-hour duration of action.
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perts, including the American College of Obstetri-
cians and Gynecologists, recommend that if vomit-
ing occurs within 30 to 60 minutes of taking an
emergency-contraception product, a dose should be
repeated.33 The severity and incidence of nausea and
vomiting can be decreased significantly by using an
antiemetic 1 hour before an estrogen-containing reg-
imen.25 Antiemetics are ineffective if taken after nau-
sea is present.24 An effective over-the-counter oral
antiemetic is meclizine, 25 to 50 mg (Dramamine II),
taken once before the combination-hormone meth-
ods. Patients should be counseled about drowsiness as
a possible adverse effect.33,34 A recent report suggests
that metoclopramide (Reglan), 10 mg by mouth once,
may also reduce the nausea and cramping associated
with combination-hormone–containing pills.35

Preven (Combined Estrogen-Progestin)
Preven is a prepackaged dedicated product con-

taining 50 �g of ethinyl estradiol and 0.25 mg of
levonorgestrel in each tablet. To determine if a preg-
nancy is present from any unprotected contacts that
occurred more than 10 days before, patients may use
a urine pregnancy test included in the package. In-
structions are to take 2 pills (100 �g ethinyl estradiol
and 0.5 mg levonorgestrel per dose) at once and to
repeat the dose of 2 pills in 12 hours. Because this
combination-hormone–containing pill may cause
nausea and vomiting, an antiemetic should be taken
1 hour before the first dose.

Plan B (Progestin Only)
Another available emergency-contraception prod-

uct is Plan B, which contains 0.75 mg of levonor-
gestrel per pill.36 One pill is given per dose, 12 hours
apart, although recent data suggest that both doses
may be taken at the same time with similar effective-
ness and no significant increase in adverse effects.37

This delivers a total treatment dose of 1.5 mg of
levonorgestrel. This FDA-labeled method has several
advantages over estrogen-progestin combination
methods. There is significantly less nausea and vom-
iting in patients using Plan B compared with emer-
gency-contraception formulations that contain estro-
gen.32,36 In addition, randomized, controlled trials
have demonstrated that the use of Plan B results in
even lower pregnancy rates than the combination
estrogen-progestin methods.32

EFFICACY OF EMERGENCY CONTRACEPTION
When appropriately initiated within 72 hours of

unprotected coitus, emergency contraception will
prevent approximately 80% of pregnancies in teens
and young women who are midcycle and, thus, at
risk for pregnancy.27,37,38 The effectiveness of emer-

gency contraception might be summarized as fol-
lows: if 100 teens have unprotected coitus in the
middle of their cycles, estimates suggest that approx-
imately 8 will become pregnant each month. Appro-
priate use of emergency contraception would reduce
this number to approximately 2 pregnancies each
month.14,26,27

A randomized, controlled trial has shown that the
progestin-only method, Plan B, was statistically more
effective at preventing pregnancy than the combina-
tion methods. When the 2 regimens were started
within 72 hours and were compared, the overall
pregnancy rate was 1.1% in the levonorgestrel-only
group compared with 3.2% in the combination-hor-
mone or Yuzpe-regimen group.32 The proportion of
pregnancies prevented in this study was 85% with
levonorgestrel and 57% with the combination hor-
mone method (ie, the Yuzpe method) when compared
with the expected number when no treatment was
given. The risk of pregnancy was approximately one
third less for those treated with the levonorgestrel-only
method compared with combined-hormone meth-
ods.32 Compared with the Yuzpe group, the levon-
orgestrel-only group experienced less nausea (23.1% vs
50.5%) and less vomiting (5.6% vs 18.0%).32,38

MECHANISMS OF ACTION OF EMERGENCY
CONTRACEPTION

Emergency contraception primarily inhibits ovula-
tion, disrupts follicular development, and/or inter-
feres with the maturation of the corpus luteum.
These are the same mechanisms by which other hor-
monal methods of contraception prevent pregnan-
cy.39–44 This mechanism of action is supported by a
prospective study of women trying to conceive. All
pregnancies were attributed to intercourse occurring
during a 6-day period ending on the day of ovula-
tion. Physiologically, sperm are viable in the vagina
for up to 5 days in comparison with eggs, which
must be fertilized within approximately 1 day of
ovulation. The day of ovulation may vary from cycle
to cycle for the same person and from person to
person. The effectiveness of combined hormonal or
progestin-only emergency contraception depends on
the timing in the cycle when emergency contracep-
tion is used.45,46 Results of studies evaluating the
effect of emergency contraception on the endome-
trium have been conflicting. Some studies have sug-
gested histologic or biochemical alterations in the
endometrium after emergency-contraception treat-
ment, leading to the suggestion that the pills may act
by impairing endometrial receptivity to the implan-
tation of a fertilized egg.16,41,47–51 However, other
studies have demonstrated little to no effect on the
endometrium and raise the question of whether the

TABLE 2. Resources

Emergency contraception hotline 1-888-668-2528
Emergency Contraception Web site http://ec.princeton.edu
Managing Contraception Web site www.managingcontraception.com
Woman’s Capital Corporation 1-800-330-1271

www.go2planB.com
American College of Obstetricians and Gynecologists www.acog.org
International Consortium for Emergency Contraception www.cecinfo.org
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endometrial changes observed would be sufficient to
inhibit implantation.38,39,42,43,52,53 Other suggested
mechanisms, including alteration of sperm or egg
transport, interference with the fertilization process,
and/or cervical mucus changes, have not been veri-
fied by clinical data.14,40

Emergency contraception does not interrupt a
pregnancy that has already implanted in the uterine
lining. The controversy over the effects of emergency
contraception on the endometrium and potential im-
pact on implantation requires that physicians be
knowledgeable about all potential mechanisms when
offering treatment to patients and families. Educa-
tion on the mechanism of emergency contraception
often helps to answer questions or concerns of indi-
vidual patients. College students who recognized
that standard emergency-contraception formulations
were larger doses of hormones similarly used in OCs
expressed more favorable attitudes toward emer-
gency contraception than students without this
knowledge.54 Past surveys of college students have
indicated that currently available emergency-contra-
ception formulations are confused with RU-486.54

Mifepristone, or RU-486, is an antiprogestin with
abortifacient capabilities and was approved by the
FDA in 2000 for nonsurgical abortions. Studies from
other countries have reported the use of mifepristone
for emergency contraception in much lower doses
than those used for abortion (10 vs 600 mg).55,56

Mifepristone does not contain any of the synthetic
steroid hormones (estrogens or progestins) used in
OCs or emergency-contraception products. Unlike
hormonal emergency contraception, mifepristone
has the potential to disrupt a pregnancy after im-
plantation within the uterine lining.

TYPICAL USE OF EMERGENCY CONTRACEPTION
Use of emergency contraception should be consid-

ered for those having had unprotected or inade-
quately protected coitus within the preceding 72 to
120 hours. Inadequate protection may include using
broken or slipped condoms, missing 2 or more active
OC pills, being more than 2 weeks late for a depot
medroxyprogesterone intramuscular injection, leav-
ing the contraceptive patch off for more than 24
hours, or removing the contraceptive vaginal ring for
more than 3 hours.

Progestin-only emergency contraception may be
prescribed by telephone for a teen requesting emer-
gency contraception for an unprotected sexual con-
tact. A urine pregnancy test is not required before
use of emergency contraception. The assessment for
indication to treat may be done by obtaining a his-
tory.38,57 A question that might be used as telephone
triage before suggesting or prescribing emergency
contraception is outlined in Table 3. A risk of preg-
nancy may be present on virtually any day of the
cycle, because menstrual histories may be inaccurate
and ovulation patterns may vary. A normal period
should occur within 3 weeks of using emergency
contraception. The discussion should include avoid-
ing additional unprotected sexual contacts, particu-
larly until a more reliable method of contraception
can be initiated and/or maintained.

Teens may not be able to give sufficiently adequate
menstrual histories to exclude a preexisting preg-
nancy, and some teens already pregnant may try to
use emergency contraception as an abortifacient. For
patients seen in a clinical setting, the results of a
urine pregnancy test are usually documented. If the
test result is negative, a suggestion and prescription
for emergency contraception should be given for any
unprotected sexual contact or concern about regular
contraception during the past 72 to 120 hours regard-
less of the patient’s menstrual history.58,59 If tele-
phone prescriptions for emergency contraception are
made available for teens, then a scheduled office or
clinic appointment should be made within 10 to 14
days after using emergency contraception to exclude
an already existing pregnancy and/or to deal with
issues of contraception and screening for sexually
transmitted diseases. Confidential care addressing
unprotected sexual contact and the need for emer-
gency contraception should follow the same guide-
lines used to prescribe the more reliable methods of
contraception.60 For rape or abuse victims when the
assault was within the past 72 to 120 hours, emer-
gency contraception should be offered in addition to
collection of appropriate specimens, pregnancy test-
ing, antibiotic prophylaxis, and counseling. For pa-
tients or families of patients making initial contact by
telephone, prescribing emergency contraception
should not be delayed and should be made available,
and the young woman should be encouraged to seek
medical care as soon as possible.

TIMING OF EMERGENCY CONTRACEPTION
The relationship of emergency-contraception tim-

ing and effectiveness is somewhat controversial. A
World Health Organization randomized, controlled
study demonstrated a statistical decline in effective-
ness with delayed use of either hormonal method of
emergency contraception after unprotected coitus,32

although earlier observational studies reported no
loss of efficacy.26 In the World Health Organization
study, delaying the first dose by more than 12 hours
increased the odds of pregnancy by almost 50%,
whereas other studies reported no loss in effica-
cy.21,26,29,32,37,61 When indicated, teens need to be
encouraged to initiate the proper use of emergency
contraception. This encouragement might include
the discussion of possible dating scenarios and the
possible need for advance prescription of emergency
contraception to encourage the correct use of contra-
ception. Emergency contraception should be initi-

TABLE 3. Telephone Triage of Sexually Active Teens to Pre-
scribe Emergency Contraception

Have you had unprotected intercourse or had a problem with
or concern about your method of birth control during the
last 3 to 5 days?

If the answer to the question is “yes,” the patient may be a
candidate for prescribing emergency contraception at that
telephone visit.

For a telephone visit when emergency contraception is
prescribed, the patient should be scheduled for a follow-up
clinic evaluation for sexually transmitted diseases and
pregnancy and for contraception within 10 to 14 days after
taking emergency contraception.
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ated as early as possible within 72 hours of the
unprotected contact. The first and second emergen-
cy-contraception doses should be taken 12 hours
apart and at a time when compliance with the second
dose is probable. Recent data suggest that compli-
ance with 2 doses may be less important in patients
using Plan B. A recent multinational, randomized,
controlled trial reported that a single dose of 1.5 mg
of levonorgestrel is as effective as 2 doses of 0.75 mg
of levonorgestrel taken 12 hours apart, with no sig-
nificant increase in adverse effects.37 However, the
current FDA recommendation remains at 2 doses of
levonorgestrel taken 12 hours apart.

Emergency contraception is approved by the FDA
for use within 72 hours of coitus. Recent studies
demonstrated that there is still some benefit to use of
emergency contraception between 72 and 120 hours
after the unprotected or unwanted coital event.37,58,59

Most women enrolled in the study evaluating use of
emergency contraception more than 72 hours after
coitus initially consulted the clinics for reasons other
than unprotected coitus. A review of proper use and
availability of emergency contraception should occur
at each visit for sexually active teens.

AVAILABILITY
Dedicated products for emergency contraception

may not be available in some pharmacies. A survey
in 2002 polled 170 pharmacies in New York, NY, and
found that a dedicated emergency-contraception
product was available in only about half of the phar-
macies.62 Another survey of pharmacies conducted
in Indiana in 2001 indicated that 48% did not dis-
pense emergency contraception. Pharmacists indi-
cated that they were inadequately trained in adoles-
cent-specific issues, with some negative attitudes
expressed about emergency contraception and its
provision.63 A random sample of 320 pharmacies in
Pennsylvania indicated that only 35% would be able
to fill a prescription for emergency contraception on
the same day.64 Lack of stocking and, thus, availabil-
ity of emergency contraception may be one of the
main barriers to emergency-contraception access.65

Fewer than half of the pharmacists surveyed in Min-
nesota supported participation in a collaborative
protocol for provision of emergency contraception.66

There are now several states that allow pharmacists
to prescribe emergency contraception, including
Alaska, California, Hawaii, Maine, New Mexico, and
Washington, with the first pilot project initiated in
the state of Washington in 1997.67 A list of pharma-
cies in these various geographic areas that currently
offer emergency contraception per pharmacist may
be found on the Web site www.go2planB.com listed
in Table 2. In December 2003, 2 FDA advisory panels
endorsed over-the-counter status for Plan B.68 The
FDA announced in May 2004 the denial of over-the-
counter status for emergency contraception.69

SAFETY AND CONTRAINDICATIONS OF
EMERGENCY CONTRACEPTION

There are few absolute contraindications to the use
of combination-hormone emergency contraception.
There are no contraindications to progestin-only

emergency contraception. The World Health Organi-
zation has stated that the only contraindication to the
combination estrogen/progestin emergency-contra-
ception method or the progestin-only emergency-
contraception method is a known pregnancy, pri-
marily because the treatment will not work if the
patient is already pregnant.70 The overall risk of
pregnancy is very low with appropriate use of emer-
gency contraception. There have been sporadic case
reports of ectopic pregnancies after the use of emer-
gency contraception. Any patient with a history of
salpingitis or ectopic pregnancy needs to be gener-
ally aware of the potentially increased risk of an
ectopic pregnancy regardless of use or nonuse of
emergency contraception. Although the data are in-
adequate, current studies do not support the conclu-
sion that use of progestin-only emergency contracep-
tion increases the risk of ectopic pregnancy in the
general population; in fact, it is protective by pre-
venting pregnancy.32,37,71–74 A review of information
suggests that there is no evidence demonstrating that
any of the emergency-contraception methods are ter-
atogenic.68 Evaluation of possible teratogenic effects
of older, higher-dose OCs used on a daily basis in
pregnancy have found no increased teratogenic
risk.75 For chronic health conditions in which estro-
gen-containing OCs are contraindicated, combina-
tion emergency-contraception regimens may still be
offered because the duration of use is extremely
short. However, many providers prefer to prescribe
progestin-only regimens for teens with known hy-
percoagulable states, such as a history of blood clots
or hereditary hypercoagulopathies or thrombo-
philias. Because pregnancy may increase the risks of
adverse outcomes in these health conditions, the con-
traceptive benefit and availability of combination
emergency contraception may outweigh the risk of
treatment.38,76 Evidence indicates the concurrent use
of certain medications such as some antiepileptic
drugs, St John’s wort, medications to treat human
immunodeficiency virus, the antibiotic rifampin, and
the antifungal griseofulvin may reduce the efficacy
of OCs and, thus, potentially the combination emer-
gency contraception but not the progestin-only
method of emergency contraception.38,77

A recent study that simulated over-the-counter ac-
cess indicated that young women could use the
levonorgestrel-only emergency contraception effec-
tively and safely without health care provider inter-
vention.78 Evaluation of pharmacy access of emer-
gency contraception by teens and women using
emergency contraception in 4 Scandinavian and Eu-
ropean countries suggested improved attitudes to-
ward more consistent use of traditional or standard
methods of contraception.79

ISSUES OF KNOWLEDGE, USE, ACCESS, AND
AVAILABILITY

Many teens in the United States are unaware of
emergency contraception. In 1 survey of inner-city
adolescents, of whom 71% were sexually experi-
enced, only 30% had heard of emergency contracep-
tion.80

Data for US women 18 years or older also demon-
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strate a lack of emergency-contraception knowledge
and use. In 2000, a survey of more than 500 women
aged 18 to 44 years revealed that only 2% had used
emergency contraception, and only 1 in 4 had heard
of the method.81 In contrast, emergency contracep-
tion is often used in European countries to decrease
teen-pregnancy and, thus, abortion rates. One Finn-
ish study reported that 10% of women younger than
25 years had used emergency contraception at least
once in their lifetime.82 One analysis of emergency-
contraception use in Great Britain and the Nether-
lands concluded that in both of these countries,
emergency-contraception use seemed to be a crucial
safety net in adolescent pregnancy prevention.83,84 In
France, teens are given rights to emergency-contra-
ception access by law, and public and parochial high
school nurses are allowed to provide emergency
contraception.85According to a survey of obstetri-
cians and gynecologists and family practice physi-
cians in the United States conducted in 2000, only
approximately 20% to 25% usually discuss emer-
gency contraception.81 Of pediatricians answering a
survey in New York about emergency contraception
in 1999, inexperience with the use of emergency con-
traception was cited as the primary reason for not
prescribing it.86 Increasing health care provider
knowledge about emergency contraception has been
demonstrated to increase the percentage of providers
and the number of prescriptions written for emer-
gency contraception.87

COMMON CONCERNS ABOUT EMERGENCY
CONTRACEPTION

The concern that widespread emergency-contra-
ception use would encourage unprotected coitus in
teens is not supported in the literature. In 2 studies of
US females from 15 to 24 years old, a treatment
group received advance provision of emergency con-
traception and a control group received education
only. There were no differences in the frequency of
unprotected sex between the groups in both studies,
although the treatment groups were 2 to 3 times
more likely to use emergency contraception with
unprotected coitus. In addition, no decreases were
seen in consistent condom use in the treatment
groups at follow-up.88,89 In 1 of the studies, adoles-
cents who had been provided emergency contracep-
tion in advance were more likely to use emergency
contraception sooner after unprotected coitus, com-
pared with the control group, when it may be more
effective.89 A lesson on emergency contraception in-
corporated into the school curriculum for British 12-
to 15-year-olds found no difference in reported sex-
ual activity for the 6-month interval after the educa-
tional intervention compared with students not re-
ceiving the educational intervention.90

None of the methods of emergency contraception
provide protection against sexually transmitted dis-
eases. Patients who use emergency contraception
should be encouraged to access a provider for coun-
seling about and testing for sexually transmitted dis-
eases. As a contraceptive, emergency contraception
is not as effective as other regularly prescribed meth-
ods of birth control. Therefore, initiation of more

effective hormonal contraception for teens planning
on or likely to engage in continued sexual activity
should also be encouraged.

Use of emergency contraception may slightly alter
the menstrual pattern depending on the timing of its
administration within the menstrual cycle. Approxi-
mately 98% of patients will menstruate within 3
weeks of treatment, with more than half menstruat-
ing at the expected time.32 If treatment is initiated
before ovulation, the menses is often 3 to 7 days
earlier than expected. Treatment initiated after ovu-
lation usually results in menses at the expected time
or in a slight delay. Patients who are 3 weeks post-
treatment without menses should be evaluated for
pregnancy.

USE OF EMERGENCY CONTRACEPTION ON
COLLEGE CAMPUSES

Use of emergency contraception on college cam-
puses has the potential to decrease unintended preg-
nancy. A Princeton University random-sample sur-
vey revealed that 30% of students had had an
experience in which information about emergency
contraception would have been helpful. More than
95% of these Princeton students knew about emer-
gency contraception, but only 38% knew that the
correct timing was within 72 hours of intercourse.53

A recent survey of student health centers at uni-
versities and colleges reported that 52.2% offered
emergency contraception and 47.8% did not.91 Rea-
sons for not offering emergency contraception at col-
lege health services included moral objections and
religious affiliations, inability to prescribe or dis-
pense, and fear of liability and concern about nonuse
of traditional, regular contraceptive methods.91,92

ADVANCE PRESCRIPTION AND PROVISION OF
EMERGENCY CONTRACEPTION

Advance provision of a course of emergency con-
traception has been shown to be effective. Several
studies have found that prescribing emergency con-
traception in advance increases the likelihood of
young women’s and teens’ use of emergency contra-
ception when needed, yet does not increase sexual or
contraceptive risk-taking behavior compared with
those receiving only education about emergency con-
traception.88,89,93–97

In 1 large study, 14- and 15-year-old British boys
and girls were provided with information on emer-
gency contraception. Six months after the educa-
tional intervention, teens receiving the education
were more likely to report the correct use of emer-
gency contraception but did not increase use of
emergency contraception compared with students
not receiving the intervention.90

The American College of Obstetricians and Gyne-
cologists has promoted offering advance prescrip-
tions for emergency contraception.98 As previously
mentioned, potential regional barriers to access may
exist in the United States, as documented in a recent
survey of pharmacists in which 48% did not dispense
emergency contraception.63 In other areas of the
country, dispensing emergency contraception di-
rectly by pharmacists without a prescription has
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been successful in preserving teen access and priva-
cy.99 Pediatricians should consider issues related to
access and availability as part of teens’ education
about emergency contraception, which may include
cost, transportation, knowledge about correct use,
and dispensing sites.

FUTURE OF EMERGENCY CONTRACEPTION
Emergency contraception has tremendous poten-

tial to reduce unintended pregnancy rates in teens
and adults. Information on emergency contraception
should be incorporated into the sexuality counseling
included as part of a preventive health care visit.
Emphasis should be on preventing unprotected coi-
tus and assessing for other potential risk behaviors
often associated with unprotected coitus such as al-
cohol use, substance abuse, date rape, and lack of
parental supervision. Provision of medication or an
advance prescription for emergency contraception
should be considered. A rather common concern about
emergency contraception is that teens will repeatedly
use this method of birth control rather than more reli-
able methods. A longitudinal study of teens and young
women in the United Kingdom found that only 4% of
emergency-contraception users reported taking emer-
gency contraception more than twice within 1 year,
suggesting that repeated use of emergency contracep-
tion within this group was not common.100

Several states currently allow patients to access
emergency contraception via a pharmacist rather
than a medical provider. In addition, over-the-
counter emergency contraception has been encour-
aged by many professional organizations, including
the AAP. The AAP was 1 of more than 60 medical
and citizen groups signing a petition101 to the FDA
stating that emergency contraception was safe, effi-
cacious, and easy to administer, all 3 factors required
by the FDA for over-the-counter medications.

SUMMARY STATEMENTS

1. Emergency contraception has the potential to
further decrease the rate of unintended teen
pregnancies in the United States.

2. Education and counseling about emergency con-
traception (International Classification of Diseases,
Ninth Revision, code V25.03) should be a part of
the annual preventive health care visit for all
teen and young adult patients when sexuality
issues are addressed.

3. Education should address access and availability
issues specific to each community, allowing ac-
cess to emergency contraception within 72 to 120
hours of unprotected or inadequately protected
coitus. Advance prescription for emergency con-
traception should be considered for teens and
young adults.

4. Using the same hormones found in some OCs,
emergency contraception acts primarily on the
ovulatory process.

5. The controversy over the effects of emergency

contraception on the endometrium and potential
impact on implantation requires that physicians
be knowledgeable about all potential mecha-
nisms when offering it to patients and families to
encourage more informed decision-making.

6. Emergency contraception is not a teratogenic agent
and does not have the ability to disrupt a preg-
nancy already implanted in the uterine lining.
Emergency contraception should not be confused
with the antiprogestin RU-486, or mifepristone.

7. The progestin-only method (Plan B) is better tol-
erated than the combination-hormone or Yuzpe
method (Preven or OCs) and is more effective in
preventing pregnancy. There are no medical con-
traindications to the use of progestin-only emer-
gency contraception. Data suggest that both tab-
lets of Plan B may be taken at the same time
without affecting efficacy.

8. An increase in awareness and availability of
emergency contraception to teens does not
change reported rates of sexual activity or in-
crease the frequency of unprotected intercourse
among adolescents.

9. Patients who use emergency contraception
should see their physician for risk-avoidance/
risk-reduction discussions, identification of a
usual contraceptive method, and testing for sex-
ually transmitted diseases.

10. The AAP continues to support improved avail-
ability of emergency contraception to teens and
young adults, including over-the-counter access
and limiting the barriers to access placed by
some health care providers and venues.
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