
Introduction 

Emergency contraception can be described as
the use of a device or drug to prevent preg-

nancy after unprotected sexual intercourse.1,2

It is estimated that almost 80 000 abortions are
performed each year in Australia.3 Unplanned
pregnancy, which often results in abortion and is
problematic around the world,4 may be minimised
by increasing awareness and appropriate use of
emergency contraception among health care
providers and women.5-7

When compared to the Netherlands (12 pregnan-
cies per 1000 women under 20 years of age),
Australia (43.7 pregnancies per 1000 women aged 15-
19 years), the USA (83.6) and the UK (46.9 in
England and Wales) have much higher teenage preg-
nancy rates.8 Approximately half of Australian
teenage pregnancies are terminated, which is one of
the highest rates in the world.8,9 The other half result
in the child being parented by an adolescent, con-
tributing to the estimated cost for single supporting
parents in Australia of at least $100 million per year.9

In the Netherlands, a low rate of unplanned
pregnancies among teenagers has largely been
attributed to accessible services, sexual and contra-
ceptive education and media exposure to
discussions on sexuality.10 A strong positive role of
the general practitioner facilitated the introduction
of modern contraceptives in the Netherlands, with
almost all family doctors providing family planning
services by the end of the 1960s.10 This initiative
saw doctors accepting responsibility to help reduce
unwanted pregnancies and consumers being able
to access family planning services from someone

who was familiar, trusted and nearby.10

School based sex education has been found to
increase the likelihood of contraceptive use at first
intercourse.11 A lower rate of pregnancy and sexu-
ally transmitted infections (STI), not increased
sexual activity, is considered to be the result of sex
education, with a higher age at first intercourse
shown to be associated with increased education,
particularly when school based.12,13

A recent Cochrane review2 studied the outcome of
15 trials of different methods used for emergency con-
traception and found that levonorgestrel (750 mg
given twice 12 hours apart) appeared to be more
effective than the Yuzpe regimen (RR: 0.51; 95%
CI=0.31-0.84) and produced statistically and clinically
significantly less adverse events (RR: 0.80; 95%
CI=0.76-0.84). The Yuzpe regimen14 consists of 
100 mg ethinyloestradiol and 0.5 mg levonorgestrel or
1 mg dl-norgestrel repeated twice 12 hours apart and
given within 72 hours of unprotected intercourse.

The Cochrane review2 concluded that effective
interventions for emergency contraception are avail-
able and should be offered to all women requesting
it. Further to this, it would appear prudent to discuss
the availability of emergency postcoital contracep-
tion with all women when contraceptive methods are
discussed at the clinic visit, with consideration given
to prescribing it in advance.6,15,16 In light of recent evi-
dence, the preferred method should be two doses of
levonorgestrel 750 mg given 12 hours apart, ideally
commenced within 72 hours of unprotected inter-
course because the efficacy of emergency
contraception appears to be higher when taken
within this time period.2,17 All women and particu-
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larly vulnerable groups such as teenage girls should
be given this information.17

Issues surrounding prescribing
and use

It is essential that the interaction between the
woman requesting emergency contraception and the
GP is a positive experience. The emotional and
physical needs of the patient can vary with age, past
sexual experiences (if any) and prior interaction with
health care professionals. The religious and moral
beliefs of both the woman and the doctor are also
important. The following information is provided to
assist GPs in considering the issues involved before,
during and after the visit, and to suggest ways to deal
with such issues. Much of this information has been
adapted from the research of Calabretto.16

• Some GPs may not be comfortable with the
concept of emergency contraception for moral,
religious and other reasons. It is essential that
GPs provide a referral option for the patient.

• Respect the patient’s sense of urgency.
• Avoid making assumptions and/or judgments

about the patient and her behaviour. It is possi-
ble to underestimate the amount of stress the
woman is experiencing. For example the sexual
encounter may be associated with sexual
assault, alcohol or other drugs. It is important to
remember that the woman was only one of the
parties involved in the sexual encounter.

• Avoid lecturing or ‘talking down’. The language
used by the doctor should be nonjudgmental. 

• Consider issues faced by women from non-
English speaking backgrounds including
cultural differences.

• Respect the difficulties faced particularly by
young women and disadvantaged women in the
effort to reach the GP. For example arranging
transport, money, organisation of appointments
around school commitments, not wishing to
discuss the issue with parents.

• The young patient may be concerned about
confidentiality. It is important that the doctor
reassures her that while it may be preferable if
she would consider confiding in her parents or
trusted adult, they will not be informed. Minors
who are in a sexual relationship and/or require
emergency contraception should be treated
whenever possible, or advice from an adoles-
cent health service should be sought.

• Consider mandated notification issues depending
on the young patient’s age when considered at risk.

• Discuss STI. The patient should be invited to
return for testing. If the initial consultation is
performed well, the patient is likely to come
back for this follow up. Offer information about
other sexual health services, youth health
centres and STI services. 

• Offer referral for additional support if needed.
Try to identify other contributing issues eg.
alcohol and other drugs, relationship issues,
sexual assault etc. 

• The best experience for the patient is one in
which the doctor:
- gently and systematically gathers the facts
- explains emergency contraception and pro-

vides written information
- discusses with the patient if she needs more

information and/or a prescription for long
term contraception ie. does not assume the
patient is ignorant of the issues involved

- is ‘youth friendly’ and nonjudgmental.
• A poor experience may result in the woman

never again seeking emergency contraception.

Practice points

• It is recommended that the ECP be discussed
with all women when contraceptive methods are
discussed.

• Consideration should be given to prescribing
the ECP in advance, with a prescription for the
ECP issued in conjunction with any prescription
for contraception. 

• Written materials should be supplied with any
prescription for the ECP, to reinforce the GP’s
information. This is particularly important if the
ECP is not going to be used immediately.

Initial consultation

• Obtain history: unprotected intercourse within
72 hours of presentation?15 There is some evi-
dence to suggest that hormonal emergency
contraception may be effective up to five days
after unprotected intercourse.20

• Prior episode(s) of unprotected intercourse in
same menstrual cycle?15

• Any contraindications to progestogen use?15

• Negative urine pregnancy test (if considered
necessary from sexual history).15

• Check blood pressure. Elevated blood pressure
is not a contraindication but requires further
investigation.17

• If no symptoms of STI, delay pelvic examina-
tion until follow up.15
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• Review with patient the efficacy, safety and instruc-
tions for use of the emergency contraceptive. 

• Consider the cost. In order to make access
easier for some young people with limited
income, it is currently cheaper to prescribe the
PBS listed progesterone-only oral contraceptive
pill (Microval® or Microlut®) for two doses. 
Additionally, these products can be supplied

without identifying their use as an ECP. This may
be important in small communities such as country
towns. However, the requirement to show a
current Medicare card and health care card (if
applicable) to the pharmacist may be an issue for
some women. Postinor-2® can be supplied via
private prescription (~$20-25), obviating the need
for unique patient identification.
• Mention that although highly effective, the ECP

is not 100% effective - if her period does not
come within three weeks or is lighter than usual
or the patient thinks she might be pregnant, or
has abdominal pain or cramps, she needs to
follow up with the GP.24

• Inform the patient that she needs to return to
the GP if she vomits within two hours of taking
a dose.17,24

• Assist the patient to work out the timing so that
the second dose is not due during the middle of
the night as the patient may not wake in time to
take it and thus diminish efficacy.17,24

• Discuss side effects so the patient will under-
stand what is happening (nausea, vomiting and
less common side effects of breast pain, dizzi-
ness, tiredness, spot bleeding).15 Side effects
should be seen as evidence that the drug is
working. If nausea associated with the first dose
is severe, it is reasonable to take antinausea
medication before taking the second dose.

• Stress ongoing contraception in that cycle (eg.
condoms with or without oral contraceptive use or
abstinence) as future unprotected sex in that cycle
can result in pregnancy.7,16 If the oral contraceptive
pill is the method of choice, a new pack may be
commenced the day after the second dose of the
ECP has been given or on the first day of the next
menstrual period.15 Condom use should also be
advised for the remainder of the cycle. If the
woman is currently using the oral contraceptive
pill but missed two or more doses and conse-
quently uses the ECP, she may commence a new
pack of her oral contraceptive pill the day after
the second dose of an ECP is taken but condoms
should also be used for seven days.15,16 If Depo

Provera® is the contraceptive method of choice it
can be given within five days of the next menstrual
period or at the follow up visit (see below).15

Diaphragm use should resume immediately. If
Implanon® is to be used, it should be implanted
within five days of the next menstrual period.
However, it may be implanted mid-cycle if consid-
ered appropriate eg. if the woman is at high risk of
pregnancy or is unlikely to be seen again. If the
woman is interested in using an intra-uterine con-
traceptive device for ongoing contraception, it
may be implanted in lieu of using the ECP, pro-
vided she has presented within five days of
unprotected intercourse. Pregnancy should be
excluded.

• Discuss long term contraception needs or
encourage return to do so. If prescribing the
oral contraceptive pill give clear instructions
about when to commence so she will be covered
from that time and arrange follow up to assess
how the oral contraceptive pill is working for
her.7,16 Inform the patient that timing of periods
often changes after the ECP. Menses may be on
time, earlier or later than expected.15,16

Follow up visit (2-3 weeks) if
practical

• STI screening, discussion and clarification of
ongoing contraception needs

• Pap smear may be indicated if the patient is
older than 18 years or has been sexually active
for two or more years15,16

• urine pregnancy test if menstruation has not
commenced

• discuss referral to other agencies if necessary.

Useful resources and websites

Emergency contraception website: http://www.not-
2-late.com
This site provides useful and important information
for prescribers and the public
Plan B™ (levonorgestrel tablets 750 mg) Women’s
Capital Corporation website:
http://www.go2planb.com/
Provides very useful product information for
providers and patients
Child and Youth Health: http://www.cyh.com/
Useful information and resources with an emphasis
on issues affecting young people
SHINE SA: http://www.shinesa.org.au/
Sexual Health Information Networking and
Education, South Australia Inc
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Provides comprehensive advice and information on
sexual health issues
http://www.healthysa.sa.gov.au
Provides useful links for women’s health services
and resources around Australia and the world
Family Planning Queensland: www.fpq.asn.au/
Useful information including sexual health issues for
young people
Women’s Health Victoria: www.whv.org.au
Extensive advice and information on women’s
health issues
www.betterhealth.vic.gov.au
Health related information
http://www.fpahealth.org.au/
Family planning topics
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Copies of the complete Statement on Emergency Contraception are available
on the college website http://www.racgp.org.au or by contacting Ozlem
Hassan at the RACGP on 03 9214 1497.


