
EMERGENCY CONTRACEPTION: QUESTIONS 
AND ANSWERS FOR DECISION-MAKERS

What is emergency contraception?
The term “emergency contraception” (EC) refers to several contraceptive methods that can be used to 
prevent pregnancy after sex. These methods include multiple kinds of emergency contraceptive pills 
(ECPs) as well as insertion of an intrauterine device (IUD). 

EC offers women an important second chance to prevent pregnancy when a regular method fails, 
no method was used, or sex was forced. EC can be used up to 5 days after unprotected sex but is 
generally more effective the sooner it is used.

Currently the most common EC method, used in most countries around the world, is a special dose of a 
progestin called levonorgestrel (LNG) in pill form. LNG ECPs are marketed under many names and simply 
contain higher dosages of the same hormone found in many regular birth control pills. Other types of 
ECPs approved for use in some countries are ulipristal acetate and low-dose mifepristone.     
What is the need for emergency contraception?
All contraceptive methods occasionally fail. Emergency contraception provides an important back-up 
when routine contraception does not work properly, such as when a condom breaks or pills are missed, 
or when it is not used at all. Young people in particular may not be prepared for their first sexual experi-
ence and may not be using another form of ongoing birth control. For couples who did not use any con-
traceptive but wish they had, EC also provides a vital second chance to prevent an unwanted pregnancy.

Another critical use for EC is in cases of sexual assault. EC should routinely be offered to sexual assault 
survivors to prevent the traumatic psychological and physical consequences of rape-related pregnancy.

Emergency contraception’s mechanism of action
How do emergency contraceptive pills work?
Emergency contraceptive pills work before pregnancy by preventing the release of an egg (ovulation)  
or by stopping the egg and sperm from meeting. Extensive research on how LNG ECPs, the most  
commonly used type of EC, work suggests that interference with ovulation is the primary and possibly  
the only mechanism of action.1  ECPs do not have any effects after fertilization. 

ECPs cannot terminate or interrupt an established pregnancy and will not stop a fertilized egg  
from implanting in the uterus,2,3 nor can they harm a developing embryo.4,5,6  ECPs are ineffective once  
implantation has begun.

How does EC differ from abortion? Can EC cause an abortion?
ECPs are sometimes confused with medical abortion (sometimes referred to as the “abortion pill”), but 
the two treatments are very different. ECPs work after unprotected sex but before pregnancy, while 
medical abortion works after pregnancy starts (once the fertilized egg is implanted in the uterus). Like 
regular birth control pills, ECPs prevent pregnancy, rather than interrupting an established pregnancy.   

While ECPs need to be taken within a few days after unprotected sex, medical abortion pills are 
taken after pregnancy has been established – after a woman misses her period. 

Safety and effectiveness of emergency contraception
How safe are emergency contraceptive pills?
ECPs are very safe for all women and girls of reproductive age. Levonorgestrel, the active ingredient 
in the most common type of ECPs, has been extensively studied and widely used for over 30 years. It is Em
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well-tolerated, is not a known allergen, leaves the body quickly, is not addictive, and has demonstrated no 
toxic reactions.7,8,9 LNG ECPs pose no risk of overdose and there are no major drug interactions or con-
traindications.9 There have been no reported deaths or serious complications involving ECPs in over three 
decades of carefully monitored use. 

Research also shows that LNG ECPs have no effect on future fertility10,11 and are not associated with  
increased risk of cancer12 or ectopic pregnancy.13  Because ECPs do not contain estrogen, they do not 
pose any risk of stroke or venous thromboembolism.

Can EC pills harm a fetus or cause birth defects if taken by a woman 
who is already pregnant?
ECPs will not harm a fetus if a woman is already pregnant, nor will they cause birth defects if the pills 
fail to prevent pregnancy.4,5,6 If ECPs are taken after a pregnancy has been established, they are simply inef-
fective and have no harmful effects on either the woman or the fetus.

How effective is emergency contraception?
EC can be effective up to five days after unprotected sex, but it is generally more effective the 
sooner it is used. Most efficacy estimates for LNG ECPs suggest that they prevent between 59% and 95% 
of expected pregnancies.14,15 In real life terms, that means that if 100 women had unprotected intercourse 
and then used LNG ECPs, only 1 to 2 of them would become pregnant; if all 100 women had not used 
LNG ECPS, however, about 8 of them would be expected to become pregnant. 

Other types of ECPs (ulipristal acetate and mifepristone) are at least as efficacious as LNG ECPs, and  
potentially more so.16,17 Emergency insertion of an IUD is even more effective.18 

What happens if a woman takes EC pills more than once?
Repeat use of ECPs does not pose any known health risks.19,20  ECPs remain safe and effective in 
preventing unwanted pregnancy over multiple uses (although using a regular, ongoing method is recom-
mended as the most effective way to prevent pregnancy). Even among women who used ECPs more than 
once in the same menstrual cycle, no serious adverse outcomes were reported.21 Because of the health 
risks that pregnancy carries, taking ECPs is likely safer than carrying an unwanted pregnancy to term. 
As such, women should not be limited in the frequency or number of times they can access ECPs. 

The World Health Organization’s 2012 fact sheet on EC states that ECPs’ “repeated use poses no known 
health risks,” aside from side-effects such as menstrual irregularities (although it recommends against regu-
lar use of ECPs as an ongoing contraceptive method because other methods are more effective).19 Earlier 
WHO guidelines on ECP service delivery further state that health risks of repeated use of ECPs “should 
never be cited as a reason for denying women access to treatment.”22  

Professional support for emergency contraception
What do established medical and other health-related associations say about EC?
Leading health-related professional associations and organizations around the world support 
emergency contraception, including the World Health Organization (WHO),19 the International 
Federation of Gynecology and Obstetrics (FIGO),23 the United Nations Population Fund (UNFPA),24 and the 
American Academy of Pediatrics (AAP).25 Their endorsements of EC reflect confidence not only in EC’s 
safety and efficacy, but also in the belief that greater access to EC is vital.

Legal status and availability of emergency contraception
Is emergency contraception legal and available in my country?
Levonorgestrel emergency contraceptive pills are registered for sales and distribution in over 140 
countries. Even in countries where no dedicated product has been registered, EC may sometimes be  
supplied with a special import license, and women can always use a higher dose of regular birth control pills 
for EC.26 To learn more about the status of EC in your country, see www.emergencycontraception.org.

Other concerns about emergency contraception
Should emergency contraceptive pills be provided over-the-counter?
ECPs are safe and appropriate for over-the-counter (OTC) purchase by all women and adolescents. 
OTC access is particularly critical because ECPs are more effective the sooner they are taken after 
unprotected intercourse. Requiring a prescription for ECPs often forces women to make two trips: one to a 
clinic to get the prescription and a second to a pharmacist to fill the prescription. This delays the process 



and presents a significant barrier for women who lack access to transportation or who live in rural areas 
without easy access to doctors or pharmacies. Moreover, requiring a prescription makes access to  
ECPs on weekends and at night (when many contraceptive mishaps occur) more difficult.

Studies show that women and teens alike can read and comprehend the ECP label and understand 
when and how to take ECPs without advice from a health care provider.27,28,29,30,31 Many national  
and international agencies recommend non-prescription access to EC. In countries where ECPs remain 
prescription-only, providers may consider offering advance prescription or provision.

Will access to emergency contraception encourage riskier sexual  
activity, such as: 
• increased risk of pregnancy or STIs?
• increased frequency of unprotected sexual intercourse?
• decreased use of condoms or ongoing birth control methods?
There is no evidence to suggest that emergency contraception leads to increased risk of pregnancy or 
contraction of sexually transmitted infections (STIs), nor to any increased sexual or contraceptive risk-
taking behavior. In order to approximate whether taking EC increases risky sexual behavior, several studies 
have compared women who receive advance provision of ECPs (and who, in turn, often use EC at a higher-
than-average rate) against women who do not receive advance provision of EC.32 The studies have found that 
the women who received advance provision of EC were no different from those who did not in regard to fre-
quency of unprotected intercourse,32 use of more effective methods of contraception,32 or use of condoms.32 

Some of these studies focused specifically on younger women33,34,35,36 and have shown that enhancing 
access to LNG ECPs does not increase sexual or contraceptive risk-taking behavior in youth. When 
teens and young women receive advance supplies of LNG ECPs, they do not use the pills repeatedly in 
place of routine contraceptive methods.33,35,37  Moreover, those who received LNG ECPs in advance were 
more likely to use it when needed and to take it within 12 hours after sex, when it is most effective.33,35,37

Can and should teens and young women have access to EC?
Emergency contraception is a safe and important option for young women.7 While abstinence is a reli-
able way to prevent pregnancy and STIs, the reality is that the majority of people become sexually active 
by age 20. While not all young people are sexually active, in many cases those who are do not use regular 
contraceptive methods, as young women often lack information about and access to ongoing family 
planning methods and services.38,39 Unfortunately, young women also face social mores that discourage 
them from “planning” to have sex, experience sexual coercion, and have difficulty negotiating contraceptive 
use. For many adolescent girls, protection against pregnancy can be a matter of life and death, as complica-
tions from adolescent pregnancy and childbirth are a leading cause of death among adolescent girls 
ages 15-19 in low- and middle-income countries.40 These factors make EC a particularly critical option for 
young women by offering them a valuable second chance to avoid an unplanned pregnancy.
 

Increasing access to emergency contraception
How can my country increase women’s access to EC?
• Register additional EC products (for countries that have few or no dedicated EC products).
• Include EC in country-level essential medicines lists and national family planning guidelines.
• Ensure that EC is included in country guidelines on post-rape care.
• Encourage pharmacy access by making EC available over the counter without age restrictions.
• Include EC in public sector procurement and supply systems.
• Where appropriate, incorporate community-based distribution of EC into national protocols.
• Track and reduce provider stock-out of EC.
• Ensure that national-level professional bodies, including pharmacy associations, provide clear guidance  
   on EC provision to their members.
• Ensure that EC is included in pre-service provider training and ongoing professional development  
   for pharmacists, doctors, nurses, and midwives.
• Promote public education of EC to increase consumer-level knowledge.
• Ensure that women at all income levels can afford EC.
• Address poor quality and counterfeit EC products where they exist.

EC is safe for young women, with no contraindications and minimal side effects, and teens are able to under-
stand EC product labeling.28,29,30 Moreover, ample evidence shows that improving access to EC among young 
women does not lead to higher rates of STIs or unintended pregnancies,32 or increase risk-taking behavior.
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