CHAPTER 3

Emergency Contraception
INTRODUCTION

E

mergency or post-coital contraception is used to prevent
pregnancy after intercourse but before implantation.
EC is used as a back-up method when regular contraception
is not used, is used improperly, or when a contraceptive
accident has occurred (e.g. condom slippage). It is not
intended to be used as a regular method of contraception.

OPTIONS

There are 2 options for EC: hormonal methods, also
known as emergency contraceptive pills, and post-coital
insertion of a Cu-IUD. Hormonal EC options include
LNG-EC, UPA-EC, and the Yuzpe regimen.
In Canada, commercial LNG-EC preparations include
Plan B, Norlevo, Option 2, and Next Choice. All consist of
2 tablets of LNG 750 mcg to be taken together as a single
1.5 mg dose. They are approved for use up to 72 hours
after UPI and there is evidence of efficacy up to 5 days.1
They are available over-the counter in pharmacies across
Canada without a prescription but are kept behind the
counter in Saskatchewan and Quebec for reimbursement
reasons. Pharmacies in other provinces may decide to keep
LNG-EC behind the counter for various other reasons, for
example concerns about theft.
The Yuzpe method uses combined oral contraceptives to
deliver 2 doses of ethinyl estradiol (100 mcg) and LNG
(500 mcg) 12 hours apart. This can be achieved using
multiple pills of a variety of combined oral contraceptives
(Table 5) but requires the use of prescription medication.
The Yuzpe method is less effective and has more side
effects than LNG-EC2 or UPA-EC and is recommended
only when other EC methods are not available.
UPA is a selective progesterone receptor modulator. The
approved regimen for EC is one oral dose of 30 mg up to
5 days after UPI. In Canada, UPA-EC currently requires
a prescription, but in Europe it was recently approved for
over-the-counter use.3 It may be directly available through
pharmacists in provinces where EC prescription rights
have been delegated to these professionals.4,5
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The antiprogestin mifepristone (RU-486) is also highly
effective as an emergency contraceptive,1 but is not
available in Canada and not approved elsewhere for EC.
Insertion of a Cu-IUD is highly effective for EC1 and has
the advantage of providing long-term contraception at a
low cost. Several Cu-IUDs are approved in Canada for EC
(Liberte, Mona Lisa, Flexi-T), although other Cu-IUDs
may be provided off-label for EC use. LNG-IUS is not
currently recommended or approved for EC.
EFFECTIVENESS

The effectiveness of all EC methods available in Canada is
summarized in Table 6. The Cu-IUD is the most effective
method of EC.1 In a systematic review of 42 studies
conducted in 6 countries between 1979 and 2011 on the
EC use of 8 different Cu-IUDs in 7034 women, the global
pregnancy rate was estimated to be 0.09% (95% CI 0.04%
to 0.19%).6 In these studies, the time from intercourse to
insertion of the IUD ranged from 2 days to 10 or more days,
but the majority of women had the IUD inserted within 5
days of intercourse. In a secondary analysis of data from a
study on the use of the Copper T380A IUD for EC,7 there
were no pregnancies in the first month following emergency
Cu-IUD insertion, regardless of the timing of insertion8
Based on confidence intervals, the risk of pregnancy was
estimated from 0% to 3% for insertions more than 5 days
after the estimated day of ovulation and 0% to 5% for
insertions 5 days after UPI.8 More studies are needed to
confirm the effectiveness of a Cu-IUD inserted more than
5 days after the estimated date of ovulation or of UPI.
LNG-EC and UPA-EC are less effective than the Cu-IUD,
and their effectiveness is influenced by various factors. In
the largest LNG-EC trial ever done in the 1990s, women
using LNG-EC within 72 hours of UPI had a pregnancy
rate of 1.1% compared to 3.2% with the Yuzpe regimen;
this corresponded to an 85% reduction of the risk of
pregnancy with LNG-EC compared with 57% with
Yuzpe.2 Subsequent studies have found higher pregnancy
rates with LNG-EC (1.7%9 and 2.6%10) such that it may
reduce pregnancy risk by only 50%.9,10 Although there
is some conflicting research,11 most studies have shown
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Table 5. Combined oral contraceptive pills for use as EC
Pills per dose

Ethinyl estradiol
(meg/dose)

Levonorgestrel
(meg/dose)

5

100

500

4 yellow

120

500

4

120

600

Alesse
Triquilar
Min-Ovral

Table 6. Summary table of risks of pregnancy with different methods of EC
according to timing since UPI
Day since UPI

2

s; 1

3

4

Methods, %

5

6

7

Risk of pregnancy

Yuzpe EC2

3.2

3.2

3.2

> 3.2

> 3.2

NA

NA

LNG EC

9,10

2.3

1.6

2.7

2.8

3.0

NA

NA

UPA EC

9,10

0.9

2.2

0.9

O'

O'

NA

NA

0.01

0.01

0.01

0.01

0.01

0.01

0.01

Emergency, %
Cu-IUD 6
*Small sample size

Table 7. Effectiveness of UPA-EC versus LNG-EC (meta-analysis)
Pregnancies, n/N (%)
Ulipristal acetate

Levonorgestrel

Odds ratio

P*

0-24 hours

Interval between UPI and EC use

5/584 (0.9)

15/600 (2.5)

0.35

0.035

0-72 hours

22/1617 (1.4)

35/1625 (2.2)

0.58

0.046

0-120 hours

22/1714 (1.3)

38/1731 (2.2)

0.55

0.025

*Inferential statistics based on the logistic regression model including significant covariates and the study factor
Adapted from Table 2 in Glasier, et al. Ulipristal acetate versus levonorgestrel for emergency contraception: a randomised non-inferiority trial and meta-analysis.
Lancet 2010;375(9714 ):555-62 9

that LNG-EC is more effective the earlier it is taken. 12-14
Although 3 RCTs also demonstrated that LNG regimens
were effective when taken from 72 to 120 hours after
UPI,15,16 several studies found reduced efficacy from 72 to
120 hours (more likely on the fifth day) compared with
< 72 hours. 1,9,16-19
A meta-analysis of 2 large RCTs9,1O reported that UPAEC was significantly more effective than LNG-EC
(Table 7).9 For UPA, no significant relationship has been
seen between efficacy and timing of EC. 9,1O,20 The lower
pregnancy rates seen with UPA are likely related to the fact
that it can disrupt ovulation even after the LH surge has
begun,21 whereas LNG is ineffective after the start of the
LH surge. 22 ,23
Mifepristone
Two RCTs comparing the use of one 10 mg dose of
rnifepristone with 1.5 mg LNG or two doses of 0.75 mg
LNG given 12 hours apart, within 120 hours of UPI, showed

no significant difference in pregnancy rates between the 3
groups.11,15 The pregnancy rate was 1.7% (95% CI 1.3%
to 2.2%) in a study that combined data from 12 RCTs of
rnifepristone 10 mg for EC (10 989 women) for an estimate
of 83.4% of pregnancies prevented. 24 A 2015 RCT reported
a higher efficacy with rnifepristone 10 mg than with
rnifepristone 5 mg, with a pregnancy rate of 0.7% (95% CI
0.3% to 1.4%) compared with 1.2% (95% CI 0.7% to 2.0%).25
FACTORS AFFECTING EFFECTIVENESS
OF EC PILLS
Weight
A 2011 secondary analysis of data from 2 RCTs evaluating
the effectiveness of UPA-EC versus LNG-EC showed
significantly higher pregnancy rates for LNG-EC in
women with a BMI ~ 30 kg/m2 (5.8%, 95% CI 3.5% to
9.5%) than in women with a normal BMI (1.3%, 95% CI
0.8% to 2.2%).26 Pregnancy rates for women with a BMI
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25 to 29 kg/m2 (2.5%, 95% CI 1.3% to 4.6%) were not
significantly higher.26 A 2015 re-analysis of the same data
reported a similar increase in pregnancy rates with increasing
body weight or BMI in users of LNG-EC.27 The 2011
secondary analysis also found that the pregnancy rate was
not significantly higher in women with a BMI ≥ 30 kg/m2
using UPA-EC (2.6%, 95% CI 1.2% to 5.6% vs. 1.1% CI
0.6% to 1.9%) or women with a BMI of 25 to 29 kg/m2
(1.1%, 95% CI 0.4% to 2.7%) than in women with a normal
BMI (1.1% CI 0.6% to 1.9%).26 Another meta-analysis of
these data showed that significantly more obese women had
further acts of intercourse after taking EC than women who
were not obese.20 These data were the basis for a Health
Canada warning on the LNG-EC label about the lack of
efficacy of the product for women over 80 kg in March
2014.28 After examining data from WHO that contradicted
the previous study’s findings,26,27 the European Medicines
Agency concluded that “the data available are too limited
and not robust enough to conclude with certainty that
contraceptive effect is reduced with increased bodyweight”
and that “emergency contraceptives can continue to be
taken after unprotected intercourse or contraceptive failure,
regardless of the woman’s bodyweight.”29 Until new data are
available, health care providers should not withhold LNGEC for the reason of body weight. No population studies
have been conducted to determine whether increasing the
LNG-EC dose would improve its effectiveness, so offering
a higher dose is not currently recommended. However, after
considering access and cost, it would be reasonable to offer
UPA-EC to women with BMI ≥ 25 kg/m2 because of its
better effectiveness.
Data from an RCT comparing the effectiveness of LNGEC and mifepristone showed no significant association
between the effectiveness of EC and age, BMI, method of
contraception used, circumstances leading to EC request,
interval between UPI and treatment, or day in the menstrual
cycle on which UPI occurred for the 2 EC methods used.11
Pharmacokinetic studies have shown that hormone serum
levels may be slightly reduced among obese women taking
hormonal contraceptives.30,31 In the case of EC, reduced
serum levels of LNG can reduce the length of time that
ovulation is delayed32 and may put obese women more at
risk for pregnancy with subsequent acts of intercourse.
Timing of UPI and EC Administration

Hormonal EC (LNG and UPA) has not been shown to
be effective if given the day of or the day just prior to
ovulation.23,26 and it has no effect if given after ovulation.23,33
A meta-analysis of the mechanism of action of LNGEC suggests that LNG-EC will not delay ovulation if
administered the day before or the day of ovulation.21
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Further acts of UPI

For all types of EC, women who have further
unprotected acts of intercourse are 4 to 26 times more
likely to get pregnant after taking EC than those who do
not.1,2,14–16,24,26,34–36 A meta-analysis of studies on UPAEC confirmed that the most significant contributor to
decreased effectiveness was subsequent UPI.20
MECHANISM OF ACTION

Conception is only possible during a limited period in the
menstrual cycle because of the limited life span of sperm in
the female reproductive tract (up to 5 days) and the length
of oocyte survival post-ovulation (12 to 24 hours).37 Thus
the fertile window extends from 5 days before ovulation
to 1 day after, with the highest rates of conception when
intercourse occurs within 2 days prior to ovulation.38
LNG acts by interfering with ovulation. It affects follicular
development after selection of the dominant follicle but
before the beginning of the pre-ovulatory rise in LH. Once
the LH rise begins, LNG fails to inhibit ovulation.21,22,37,39
The addition of a single oral dose of meloxicam 15 mg has
been shown to improve the delay of ovulation by LNG.21,40
LNG also influences muscular contractility of the Fallopian
tubes37 and concentrations of glycodelin-A (known as an
inhibitor of sperm binding to the zona pellucida).41 LNG
does not affect endometrial receptivity or implantation37,39
thus it is not an abortifacient. The best available evidence
suggests that its ability to prevent pregnancy is not related
to post-fertilization events.
UPA has a longer window of effectiveness than LNG-EC
because it has a direct inhibitory effect on follicular rupture
that allows it to be effective even when given shortly before
ovulation. When given before the onset of the LH surge, it
inhibits 100% of follicular ruptures versus 0% with placebo.42
In a meta-analysis of 3 small RCTs, UPA-EC was significantly
more effective than LNG-EC in delaying follicular rupture
(UPA: 58.8% versus LNG: 14.6%; P = 0.0001), particularly
after the initial LH rise but before the LH surge (UPA: 79%
versus LNG: 14%; P = 0.0018).21 Both treatments were
ineffective when administered on the day of the LH surge.
UPA has little or no effect on the endometrium.37,39
Mifepristone administered during the pre-ovulatory phase
either blocks or delays ovulation in a dose–dependent
fashion.37,39 Mifepristone induces minor effects on the
endometrium and influences muscular contractility of the
Fallopian tubes.37,39
Cu-IUDs induce a sterile inflammatory reaction in
the uterine cavity.43 Copper ions and by-products of
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inflammation are toxic for spermatozoa and oocytes,43
increase Fallopian smooth muscle activity, and stimulate
myometrial contractility.37 Copper can alter molecules such
as cytokines and integrins in the endometrial lining and
thereby inhibit implantation in the event that a blastocyst
reaches the uterus.37 Studies have rarely shown increased
hCG and early pregnancy factor in IUD users.43 In vitro
studies showed that Cu-IUDs adversely affect the viability
and fertilizing capacity of human spermatozoa, both in
culture medium and in cervical mucus.37
INDICATIONS

EC should be considered for women wishing to reduce
their risk of pregnancy after UPI or a contraceptive
accident such as:
•• failure to use any method of contraception
•• condom slippage, breakage, or leakage
•• missed hormonal contraception (pill, patch, vaginal
ring, or medroxyprogesterone acetate injection)44
•• error in using withdrawal (ejaculation in vagina or on
external genitalia)
•• dislodgement, incorrect insertion, or premature
removal of a diaphragm or cervical cap
•• mistimed fertility awareness (intercourse occurred on
fertile cycle day)
•• sexual assault when the woman is not using reliable
contraception.
It is difficult to determine with certainty the fertile time
of a women’s cycle, thus EC should be offered regardless
of the cycle day on which UPI occurred if a woman is
concerned about her risk of pregnancy. The risk of
pregnancy is very low for the first 3 days after the onset of
menses, then rises significantly until ovulation, after which
is falls. However, a US study estimated a persistent small
risk of pregnancy of 1% late in the cycle and even when
menses were delayed.45
Contraindications

There are no evidence-based absolute contraindications
to any EC pills with the exception of pregnancy and
hypersensitivity to the product or to any ingredient in
the formulation. Known pregnancy is a contraindication
because the medication will not work; accidentally ingesting
LNG-EC while pregnant will not cause harm to the fetus
nor will it disrupt an established pregnancy.46,47 Women
who have contraindications to regular use of combined
oral contraceptive pills can safely use any of the hormonal
EC methods as the duration of action is very brief. LNG-

EC or UPA-EC is generally preferred because it is better
tolerated and carries no theoretical risk, particularly in
women with strong contraindications to estrogen such as
those at higher risk of venous thromboembolism.
Contraindications to use of the Cu-IUD for EC are the
same as for its use for contraception (please refer to
the IUD Chapter). A pre-existing pregnancy should be
excluded prior to insertion. As an EC method, the Cu-IUD
can be provided safely to women who are nulliparous, to
adolescents, and to those with a history of multiple sexual
partners unless there is evidence of current or recent pelvic
infection or current purulent cervicitis.48
Side Effects

LNG-EC is associated with a significantly lower incidence
of nausea (23.1%), vomiting (5.6%), dizziness (11.2%), and
fatigue (16.9%) than the Yuzpe regimen.2 UPA is associated
with side effects similar to LNG-EC.9 Both LNG-EC and
UPA-EC may be associated with a change in timing of the
next menses. The next menses might be early, on time, or
late.9,49 In one study, when menses did occur it was within
7 days of the expected time in 75% of women using UPAEC and 71% of women using LNG-EC.9
Risks

Although there have been case reports of ectopic
pregnancy following use of LNG-EC, a systematic
review found no increase in ectopic pregnancy rates with
LNG-EC or mifepristone compared with the general
population.50 Because EC prevents some pregnancies, its
use actually lowers the risk of ectopic pregnancy after UPI.
There is no evidence that the high dose of LNG used for
EC is harmful to adolescents48; therefore, access to EC
should not be limited by age. There is no effect on physical
growth, mental development, or occurrence of birth
defects in children born after LNG-EC exposure.51 Data
are limited on pregnancy outcomes with UPA-EC failure,50
but in utero exposure does not appear to increase the risk
of birth defects.52
The risks of the Cu-IUD are believed to be the same whether
it is used for EC or for ongoing contraception. These risks
include uterine perforation, infection, expulsion, and, with
continued use, an increase in menstrual flow and cramping.
PROVIDING EMERGENCY CONTRACEPTION

All EC methods should be initiated as soon as possible
after UPI. Due to its superior efficacy in EC and ongoing
contraception, the emergency Cu-IUD should be offered
as a first choice to all eligible women (see Contraindications
to Copper IUD in the IUD Chapter). However, knowledge
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of the Cu-IUD for EC is limited among women and health
care providers53–55 and even experienced family planning
providers rarely offer it as an option.55,56 Barriers to its use
may include lack of provider availability for urgent IUD
insertion and the immediate cost of the IUD. Women for
whom EC pills are likely to be less effective should be
encouraged to consider a Cu-IUD (women with BMI ≥ 30,
women delayed in presentation, and those presenting one
day prior to, on the day of, or after presumed ovulation for
hormonal EC). Because the date of ovulation is difficult
or often impossible to assess in women consulting for EC,
a Cu-IUD can be inserted up to 7 days after UPI provided
that a pregnancy test is negative. Studies have shown that
women who choose the Cu-IUD for EC have very low
odds of pregnancy 4 weeks after insertion.7,8
LNG-EC is available from pharmacies without a
prescription and should be taken as soon as possible within
5 days of UPI. UPA-EC is taken as a single 30 mg dose
within 5 days of UPI. UPA-EC is more effective than
LNG-EC, especially at days 4 and 5 after UPI.9
ASSESSMENT

Very little information is required to determine whether
EC is indicated. History taking must determine that
UPI occurred within the time when EC is effective. The
woman’s risk for having a pre-existing pregnancy should
be assessed by determining the timing and normalcy of
her last menstrual period, prior acts of UPI, and whether
or not she is currently overdue for an expected period. A
urine pregnancy test is only required if there is uncertainty
and a Cu-IUD is to be inserted.8 If the woman has a
negative urine pregnancy test and there are no other
contraindications, a copper IUD can be inserted up to 7
days after UPI.6–8
A woman who had UPI earlier in the cycle may be at risk of
pregnancy because the EC therapeutic window has passed,
but she should not be denied EC pills if she also had UPI
within the 5-day window. She also can be offered a Cu-IUD
if UPI occurred within the 7-day window and her urine
pregnancy test is negative. For example, if a woman had
UPI on days 8 and 13 of her menstrual cycle and presents
on day 17 for EC, she can be offered a post-coital IUD if
her urine pregnancy test is negative. Repeated use of LNG
0.75 mg in a cycle does not appear to be associated with
any serious adverse events.57 Repeated use of UPA has not
been specifically studied.
Health care providers should also discuss broader sexual
health concerns, such as whether the UPI was coerced,
the need for ongoing contraception, the risk of STIs, and
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the need for post-exposure prophylaxis. Screening for
chlamydia and gonorrhea should be offered to all women
and recommended for those at higher risk.58 If a Cu-IUD
is chosen in a woman at high risk for STIs, swabs for
chlamydia and gonorrhea should be taken at the time of IUD
insertion and prophylactic antibiotics that cover chlamydia
and gonorrhea can be considered.59 Women using EC pills
should be advised that they do not prevent pregnancy if
UPI occurs in the days or weeks after treatment and that a
reliable ongoing method of contraception should be used.
Women who want to start oral contraceptives, the patch,
the ring, or medroxyprogesterone acetate can begin using
it the day of or the day following LNG-EC (the “quick
start” method).60 There is some concern that quick start
of regular hormonal contraceptives or continuation of
hormonal contraceptives after missed pills may interfere
with the action of UPA-EC.61 For this reason it is prudent
to wait 5 days before starting or continuing hormonal
contraceptives after UPA-EC.61 There is no evidence
that quick start of hormonal contraceptives after EC
harms a pregnancy in the event of EC failure.62 Back-up
contraception/abstinence should be used for 7 days after
LNG-EC even if a woman has started another method of
hormonal contraception or is using her usual hormonal
contraception.60 Women who choose UPA-EC must use
back-up contraception/abstinence for the first 5 days
after taking UPA-EC and then for the first 14 days after
starting hormonal contraception.61 If delaying initiation of
hormonal contraception until the next menses, abstinence
or a barrier method should be used in the interim.
DRUG INTERACTIONS

Although certain enzyme-inducing medications may
theoretically reduce the efficacy of LNG-EC, UPA-EC, and
the Yuzpe regimen,63,64 the World Health Organization in
its last Medical Eligibility Criteria for Contraceptive Use of
201565 does not consider these drugs as a contraindication
to the use of any EC pill. Some guidelines66 recommend
doubling the dose of LNG-EC to 3.0 mg in women using
enzyme-inducing medication, but there is currently no
evidence to support this statement. Women taking one of
these medications also have the opportunity to choose a
Cu-IUD for EC.
FOLLOW-UP

Women should have a pregnancy test if they do not
have normal menstrual bleeding by 21 days following
EC treatment (LNG-EC, UPA-EC, or Cu-IUD) or by 28
days if cyclic hormonal contraception was initiated and
withdrawal bleeding does not occur. Women who start
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medroxyprogesterone acetate or continuous hormonal
contraception should do a pregnancy test 21 days after
using EC to rule out EC failure. Women who obtain an
emergency Cu-IUD should come for a follow-up visit 4 to
6 weeks after the insertion to check that the IUD is in place
and that there are no other concerns.
ACCESS TO EMERGENCY CONTRACEPTION

Emergency contraception is a woman’s last chance to
prevent an unintended pregnancy. To maximize the
potential for EC to reduce the number of unintended
pregnancies, women at risk of pregnancy and their partners
need to be knowledgeable about both hormonal EC and
the post-coital IUD before they need it and must be able to
access it quickly should they need it.
Possible barriers to EC use include lack of knowledge,
negative attitudes, fear of side effects, judgemental
attitudes from providers, overstating of associated health
risks, impractical business hours of medical clinics and
pharmacies, cost of EC, unavailability of the product in
some pharmacies, and lack of Health Canada approval
for all EC methods. Although women are increasingly
familiar with and using hormonal EC, specific knowledge
is often poor67,68 and knowledge of IUDs is even more
limited.69 Pharmacy availability of LNG-EC has been
shown to increase access and use and to reduce the
time to use.70 Systematic reviews and meta-analyses have
shown that women with advance provision of EC used it
more frequently and with less delay than those accessing
EC through the usual channels.71–73 Most studies have
shown that women and adolescents receiving LNG-EC
in advance did not differ from those receiving usual care
in their use of hormonal contraception or in subsequent
sexual risk-taking behaviours.71,72 Increased access to
EC pills through pharmacies and advance provision has
not been shown to reduce population pregnancy rates
in individual studies or meta-analyses.71–73 However, a
recent observational study found that women receiving
post-coital IUDs were more likely to be using an effective
method of contraception and less than half as likely to
have had a pregnancy in the following year compared with
those who received LNG-EC.74 Despite evidence for its
superior effectiveness, the Cu-IUD may be difficult for
women to access. Even clinics specializing in sexual health
services seldom offer this option.55 Organized efforts are
warranted to make this option available to all Canadian
women in need.
Summary Statements

12. The copper intrauterine device is the most effective
method of emergency contraception. (II-2)

13. A copper intrauterine device can be used for
emergency contraception up to 7 days after
unprotected intercourse provided that pregnancy
has been ruled out and there are no other
contraindications to its insertion. (II-2)
14. Levonorgestrel emergency contraception is
effective up to 5 days (120 hours) after
intercourse; its effectiveness decreases as the
time between unprotected intercourse and ingestion
increases. (II-2)
15. Ulipristal acetate for emergency contraception
is more effective than levonorgestrel emergency
contraception up to 5 days after unprotected
intercourse. This difference in effectiveness is
more pronounced as the time from unprotected
intercourse increases, especially after 72 hours. (I)
16. Hormonal emergency contraception (levonorgestrel
emergency contraception and ulipristal acetate for
emergency contraception) is not effective if taken
on the day of ovulation or after ovulation. (II-2)
17. Levonorgestrel emergency contraception may be
less effective in women with a body mass index
> 25 kg/m2 and ulipristal acetate for emergency
contraception may be less effective in women
with a body mass index ≥ 35 kg/m2. However,
hormonal emergency contraception may still retain
some effectiveness regardless of a woman’s body
weight or body mass index. (II-2)
18. Hormonal emergency contraception is associated
with higher failure rates when women continue to
have subsequent unprotected intercourse. (II-2)
19. Hormonal contraception can be initiated the day
of or the day following the use of levonorgestrel
emergency contraception, with back-up
contraception used for the first 7 days. (III)
20. Hormonal contraception can be initiated 5 days
following the use of ulipristal acetate for emergency
contraception, with back-up contraception used for
the first 14 days. (III)
Recommendations

16. All emergency contraception should be initiated
as soon as possible after unprotected
intercourse. (II-2A)
17. Women should be informed that the copper
intrauterine device (IUD) is the most effective
method of emergency contraception and can be
used by any woman with no contraindications to
IUD use. (II-3A)
18. Health care providers should not discourage the use
of hormonal emergency contraception (EC)
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19.

20.
21.

22.

on the basis of a woman’s body mass index (BMI).
The copper intrauterine device for EC should be
recommended for women with a BMI > 30 kg/m2
who seek EC. If access and cost allow, ulipristal
acetate for EC should be the first choice offered
to women with a BMI ≥ 25 kg/m2 who prefer
hormonal EC. (II-2B)
Health care providers should discuss a plan for
ongoing contraception with women who use pills
for emergency contraception (EC) and should
provide appropriate methods if desired. Hormonal
contraception should be started within 24 hours
of taking levonorgestrel for EC, and back-up
contraception or abstinence should be used for the
first 7 days after starting hormonal contraception.
(III-B) Women who use UPA-EC should start
hormonal contraception 5 days after using UPAEC. UPA-EC users must use back-up contraception
or abstinence for the first 5 days after taking UPAEC and then for the first 14 days after starting
hormonal contraception. (III-B)
Ulipristal acetate and levonorgestrel should not be
used together for emergency contraception. (III-B)
A pregnancy test should be conducted if the
woman has no menstrual period within 21 days of
using pills or inserting a copper intrauterine device
for emergency contraception. (II-B)
Health services should be developed to allow
Canadian women to have timely access to all effective
methods of emergency contraception. (III-A)
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