
Access to Emergency Contraception

ABSTRACT: Emergency contraception refers to contraceptive methods used to prevent pregnancy in the 
first few days after unprotected intercourse, sexual assault, or contraceptive failure. Although the U.S. Food and 
Drug Administration approved the first dedicated product for emergency contraception in 1998, numerous bar-
riers to emergency contraception remain. The purpose of this Committee Opinion is to examine barriers to the 
use of emergency contraception, emphasize the importance of increasing access, and review new methods of 
emergency contraception and limitations in efficacy in special populations. 

Recommendations
The American College of Obstetricians and Gynecologists 
makes the following recommendations:
 • Counsel patients that a copper intrauterine device 

(IUD) is the most effective form of emergency 
contraception. Obstetrician–gynecologists and other  
health care providers should consider integrating 
copper IUD emergency contraception provision into 
their practices and allowing same-day provision of 
IUDs. 

 • Prescribe ulipristal acetate when possible because it is 
more effective than levonorgestrel at all times up to 5 
days after unprotected intercourse and in women of 
all weights.

 • Write advance prescriptions for emergency contra-
ception, particularly for ulipristal acetate, to increase 
awareness and reduce barriers to immediate access. 

 • Use a visit for emergency contraception as an 
opportunity to provide information about all con-

traceptive methods and to initiate a regular method, 
when possible.

 • Counsel all women at risk of pregnancy about emer-
gency contraception and provide patient education 
materials and reminders in electronic health records, 
which prompt clinicians and staff to address emer-
gency contraception during visits. 

 • Support public and clinician education clarifying 
that emergency contraception will not terminate an 
established pregnancy. 

 • Use social media to conduct campaigns regarding 
access to emergency contraception.

 • Provide a referral for a woman who desires emer-
gency contraception if her health care provider, 
pharmacy, or institution has an objection to provid-
ing it.

 • Collaborate with pharmacies and other retail outlets 
to avoid misinformation and ensure timely access to 
emergency contraception.
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Background
Emergency contraception may be used to prevent preg-
nancy after an unprotected or inadequately protected 
act of sexual intercourse. Emergency contraception is 
effective in preventing pregnancy within 120 hours 
after unprotected intercourse, but it is most effective if 
used as soon as possible, especially within 24 hours (1). 
The most common emergency contraceptive method is 
oral progestin-only pills (levonorgestrel), but use of the 
antiprogestin ulipristal acetate or a combined regimen 
(high doses of ethinyl estradiol and a progestin) also are 
effective (1). A copper IUD is the most effective form of 
emergency contraception for medically eligible women 
and is highly effective to prevent pregnancy if inserted 
up to 5 days after unprotected intercourse (1–3).  The 
copper IUD also provides highly effective ongoing con-
traception. Additional data on mechanism of action, 
efficacy, adverse effects, and clinical considerations can 
be found in the American College of Obstetricians and 
Gynecologists’ Practice Bulletin No. 152, Emergency 
Contraception.

Progestin-only emergency contraception is better tol-
erated and more efficacious than the combined regimen. 
In the United States, two levonorgestrel-only regimens are 
available: 1) a single-dose regimen (1.5 mg levonorgestrel) 
and 2) a two-dose regimen (two tablets of 0.75 mg of levo-
norgestrel taken 12 hours apart). The levonorgestrel-only 
regimens are available without a prescription to women 
of any age. However, the antiprogestin—a 30-mg tablet 
of ulipristal acetate—requires a prescription. Ulipristal 
acetate is more effective than levonorgestrel in preventing 
pregnancy after unprotected intercourse at all time points 
within 120 hours (4). 

Recent evidence indicates that levonorgestrel and 
ulipristal acetate may be less effective for women who are 
overweight (body mass index [BMI] of 25–29.9) or obese 
(BMI of 30 or greater), although levonorgestrel may lose 
efficacy at a lower weight threshold than ulipristal acetate 
(1, 5, 6). Overweight and obese women should be advised 
that levonorgestrel may be less effective at preventing 
pregnancy, but they should not be refused or discouraged 
from using emergency contraception because of their 
weight. Regardless of a woman’s body weight, the copper 
IUD is the most effective form of emergency contracep-
tion, followed by ulipristal acetate. 

Barriers to Access
In spite of levonorgestrel-only emergency contraception 
being made available over the counter without age restric-
tion in 2013, many barriers still remain. These barriers 
are varied and broad-reaching and are not solved simply 
by removing the prescription requirement for one type 
of oral emergency contraception. These barriers apply to 
obstetrician–gynecologists and other health care provid-
ers, as well as to patients, and are presented in the follow-
ing sections. 

Misconceptions

Confusion With Medication-Induced Abortion
Emergency contraception is sometimes confused with 
medication-induced abortion. Medication-induced abor-
tion is used to terminate an existing pregnancy. All types 
of emergency contraception are effective only before a 
pregnancy is established, and, therefore, are not aborti-
facients (1). 

Effect on Sexual Behavior
Another misconception is that making emergency con-
traception more readily available promotes risky sexual 
behavior and increases the rates of unintended pregnancy 
(7). Ready access to emergency contraception is not asso-
ciated with less hormonal contraceptive use, less condom 
use, or more unprotected sex (1, 8). 

Safety of Repeated Use
Data are not available on the safety of current regimens 
of emergency contraception if used frequently over a long 
period. However, oral emergency contraception may be 
used more than once, even within the same menstrual 
cycle (1). Information about other forms of contracep-
tion, and counseling about how to avoid future contra-
ceptive failure, should be made available to women who 
use emergency contraception, especially to those who 
use it repeatedly. Women who continue to have sexual 
intercourse in the same cycle in which they have used 
oral emergency contraception are at risk of unintended 
pregnancy (5). A visit to obtain emergency contraception 
should be used as an opportunity to provide information 
about all contraceptive methods and to initiate a regular 
method of contraception when possible.

Financial Barriers
Women’s financial resources and insurance coverage 
may limit access to contraceptive methods. Women who 
lack health insurance, disposable income, or coverage for 
over-the-counter medications may not have access to any 
method of emergency contraception (9). The Affordable 
Care Act has increased the number of women who can 
access prescription contraception without cost shar-
ing, but most insurance plans require a prescription to  
cover over-the-counter emergency contraception, and 
women may face barriers obtaining coverage of all 
methods. Approximately 12.8 million women (13%) 
aged 19–64 years were uninsured in 2014, including  
low-income women in states where Medicaid has not 
been expanded (10). Out-of-pocket costs for oral emer-
gency contraception average between $25 and $60, and 
copper IUD costs can be more than $500, depending on 
insurance (11–13). Some state Medicaid programs and 
some private insurers cover over-the-counter emergency 
contraception without a prescription (14). Expansion of 
coverage for over-the-counter emergency contraception 
would increase access for women. 

http://www.acog.org/Resources-And-Publications/Practice-Bulletins/Committee-on-Practice-Bulletins-Gynecology/Emergency-Contraception
http://www.acog.org/Resources-And-Publications/Practice-Bulletins/Committee-on-Practice-Bulletins-Gynecology/Emergency-Contraception
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Special Populations
Access to emergency contraception remains difficult for 
adolescents, immigrants, non-English speaking women, 
survivors of sexual assault, those living in areas with 
few pharmacies, those who are incarcerated, and poor 
women. Barriers most frequently cited by adolescents 
are confidentiality concerns, embarrassment, and lack 
of transportation to a health care provider or pharmacy. 
Although more than one half of pharmacies offer Spanish 
language services, expansion of Spanish and other lan-
guage services could improve timely access to emergency 
contraception (11).

Up to 5% of sexual assault survivors become preg-
nant (22). Emergency contraception should be provided 
to victims of sexual assault, requiring its immediate avail-
ability in hospitals and other facilities where sexual 
assault victims are treated. In 2013, the U.S. Department 
of Justice issued the second edition of A National Protocol 
for Sexual Assault Medical Forensic Examinations (23). 
These guidelines strengthened prior recommendations 
requiring that emergency contraception be made avail-
able, either directly or by referral, to victims of sexual 
assault, even to those victims treated in a hospital with 
a religious or other restrictive affiliation. Only 17 states 
have laws requiring that emergency contraception be 
made available to victims of sexual assault, and even 
fewer have a means of enforcing these recommendations 
(24). Legislation for and enforcement of these recom-
mendations should exist in every state. 

Nearly one third of newly arrested women are 
eligible for emergency contraception, but few jails and 
prisons screen for recent unprotected intercourse or offer 
emergency contraception when appropriate (25). Adding 
this screening to the intake process could identify women 
who would benefit from emergency contraception and 
reduce unintended pregnancies in incarcerated women. 

Conclusion
Emergency contraception remains an important option 
for pregnancy prevention and is the only method effec-
tive after a sexual encounter. Although progress has 
been made toward improving access, barriers remain. 
Obstetrician–gynecologists and other health care provid-
ers should be sensitive to these barriers and work toward 
their elimination.

For More Information
The American College of Obstetricians and Gynecologists 
has identified additional resources on topics related to this 
document that may be helpful for ob-gyns, other health 
care providers, and patients. You may view these resources 
at www.acog.org/More-Info/EmergencyContraception.

These resources are for information only and are not 
meant to be comprehensive. Referral to these resources 
does not imply the American College of Obstetricians 
and Gynecologists’ endorsement of the organization, the 

Education and Practice Barriers
Although use of emergency contraception has increased, 
many women and clinicians remain unfamiliar with 
the method or are unaware that a physical examination 
or testing is not needed before oral emergency contra-
ception is provided. Women often are reluctant to or 
unaware that they can ask for an advance prescription, 
or they do not anticipate needing it and then have diffi-
culty obtaining a prescription for oral emergency contra-
ception when needed (15, 16). Health care practitioners 
often discuss or provide emergency contraception only 
on request or when a woman reports an unprotected 
sexual encounter (15). Some believe that routine coun-
seling about emergency contraception is too time con-
suming, or they have a misperception that the patient 
might be unable to use the method properly (11). In 
a 2010 survey of obstetrician–gynecologists, only 16% 
reported having recommended use of the copper IUD 
for emergency contraception (17). Limited availability 
of health care providers trained in IUD insertion may 
contribute to this insufficiency, as well as clinic flow and 
reimbursement concerns.

Health System Barriers
Women in underserved communities may face addi-
tional challenges. Some communities simply lack a 
nearby facility or clinician willing to provide emergency 
contraception. In other communities, hospitals, clin-
ics, and pharmacies that are religiously affiliated might 
present a further barrier to access (7). Legislation and 
lawsuits seeking to enforce compliance with state laws 
requiring that emergency contraception be offered to 
sexual assault survivors have been brought against 
emergency departments affiliated with religious insti-
tutions (18). Currently, these barriers can effectively 
eliminate all emergency contraception provision in some 
communities.

Pharmacy Barriers
Pharmacists and pharmacies may impose barriers to 
women seeking emergency contraception pills in a vari-
ety of ways, such as refusing to dispense prescribed 
emergency contraception, refusing to stock the method, 
convoluted and inaccurate phone call directions, delays 
in speaking with a knowledgeable staff member, or being 
asked unnecessary embarrassing questions (9, 19). One 
study found that pharmacists gave inaccurate informa-
tion regarding the correct age threshold for over-the-
counter access by adolescents, especially in low-income 
neighborhoods (20). Pharmacists could be instrumental 
in improving access to emergency contraception, and 
several states allow pharmacists to dispense prescrip-
tion oral emergency contraception without a physician’s 
prescription under certain conditions (16, 21). Some 
pharmacies may not stock ulipristal acetate because of 
low demand for this fairly new product.

http://www.acog.org/More-Info/EmergencyContraception


4 Committee Opinion No. 707

 13.  Gariepy AM, Simon EJ, Patel DA, Creinin MD, Schwarz 
EB. The impact of out-of-pocket expense on IUD utiliza-
tion among women with private insurance. Contraception 
2011;84:e39–42. ^

 14.  McIntosh J, Wahlin B, Grindlay K, Batchelder M, Grossman 
D. Insurance and access implications of an over-the-coun-
ter switch for a progestin-only pill. Perspect Sex Reprod 
Health 2013;45:164–9. ^

 15.  Conard LA, Gold MA. Emergency contraceptive pills: a 
review of the recent literature. Curr Opin Obstet Gynecol 
2004;16:389–95. ^

 16.  Foster DG, Landau SC, Monastersky N, Chung F, Kim N, 
Melton M, et al. Pharmacy access to emergency contracep-
tion in California. Perspect Sex Reprod Health 2006;38: 
46–52. ^

 17.  Luchowski AT, Anderson BL, Power ML, Raglan GB, 
Espey E, Schulkin J. Obstetrician-gynecologists and con-
traception: practice and opinions about the use of IUDs in 
nulliparous women, adolescents and other patient popula-
tions. Contraception 2014;89:572–7. ^

  18.  Polis C, Schaffer K, Harrison T. Accessibility of emergency 
contraception in California’s Catholic hospitals. Womens 
Health Issues 2005;15:174–8. ^

 19.  Nelson AL, Jaime CM. Accuracy of information given 
by Los Angeles County pharmacies about emergency 
contraceptives to sham patient in need. Contraception 
2009;79:206–10. ^

 20.  Wilkinson TA, Fahey N, Suther E, Cabral HJ, Silverstein M. 
Access to emergency contraception for adolescents. JAMA 
2012;307:362–3. ^

 21.  Guttmacher Institute. State laws and policies: Emergency 
contraception. New York (NY): GI; 2017. Available at: 
https://www.guttmacher.org/state-policy/explore/emer-
gency-contraception. Retrieved March 29, 2017. ^

 22.  Holmes MM, Resnick HS, Kilpatrick DG, Best CL. Rape-
related pregnancy: estimates and descriptive characteristics 
from a national sample of women. Am J Obstet Gynecol 
1996;175:320–4; discussion 324–5. ^

 23.  U.S. Department of Justice, Office on Violence Against 
Women. A national protocol for sexual assault med-
ical forensic examinations: adults/adolescents. 2nd ed. 
Washington, DC: DOJ; 2013. Available at: https://www.
ncjrs.gov/pdffiles1/ovw/241903.pdf. Retrieved February 27, 
2017. ^

 24.  National Women’s Law Center. Providing emergency 
contraception to sexual assault survivors: elements of 
a successful state EC in the ER law. Washington, DC: 
NWLC; 2013. Available at: https://nwlc.org/wp-content/
uploads/2015/08/providing_ec_to_sexual_assault_survi-
vors_factsheet_6-28-13.pdf. Retrieved February 27, 2017. 
^

 25.  Sufrin CB, Tulsky JP, Goldenson J, Winter KS, Cohan 
DL. Emergency contraception for newly arrested women: 
evidence for an unrecognized public health opportunity. J 
Urban Health 2010;87:244–53. ^

organization’s website, or the content of the resource. 
The resources may change without notice.

References
 1. Emergency contraception. Practice Bulletin No. 152. 

American College of Obstetricians and Gynecologists. 
Obstet Gynecol 2015;126:e1–11. ^

 2.  Cleland K, Zhu H, Goldstuck N, Cheng L, Trussell J. The 
efficacy of intrauterine devices for emergency contracep-
tion: a systematic review of 35 years of experience. Hum 
Reprod 2012;27:1994–2000. ^

 3.  Curtis KM, Tepper NK, Jatlaoui TC, Berry-Bibee E, Horton 
LG, Zapata LB, et al. U.S. medical eligibility criteria for con-
traceptive use, 2016. MMWR Recomm Rep 2016;65:1–103. 
^  

 4.  Glasier AF, Cameron ST, Fine PM, Logan SJ, Casale W, 
Van Horn J, et al. Ulipristal acetate versus levonorg-
estrel for emergency contraception: a randomised non- 
inferiority trial and meta-analysis [published erratum 
appears in Lancet 2014;384:1504]. Lancet 2010;375:555–62. 
^ 

 5.  Glasier A, Cameron ST, Blithe D, Scherrer B, Mathe H, 
Levy D, et al. Can we identify women at risk of pregnancy 
despite using emergency contraception? Data from ran-
domized trials of ulipristal acetate and levonorgestrel. 
Contraception 2011;84:363–67. ^

 6.  European Medicines Agency. Levonorgestrel and ulip-
ristal remain suitable emergency contraceptives for all 
women, regardless of bodyweight. London (UK): EMA; 
2014. Available at: http://www.ema.europa.eu/ema/index.
jsp?curl=pages/news_and_events/news/2014/07/news_
detail_002145.jsp&mid=WC0b01ac058004d5c1. Retrieved 
March 8, 2017. ^

 7.  Karasz A, Kirchen NT, Gold M. The visit before the morn-
ing after: barriers to preprescribing emergency contracep-
tion. Ann Fam Med 2004;2:345–50. ^

 8.  Prine L. Emergency contraception, myths and facts. Obstet 
Gynecol Clin North Am 2007;34:127–36, ix-x. ^

 9.  Nearns J. Health insurance coverage and prescription con-
traceptive use among young women at risk for unintended 
pregnancy. Contraception 2009;79:105–10. ^

 10.  Henry J. Kaiser Family Foundation. Women’s health insur-
ance coverage. Menlo Park (CA): KFF; 2016. Available at: 
http://kff.org/womens-health-policy/fact-sheet/womens-
health-insurance-coverage-fact-sheet. Retrieved February 
27, 2017. ^

 11.  Sampson O, Navarro SK, Khan A, Hearst N, Raine TR, 
Gold M, et al. Barriers to adolescents’ getting emergency 
contraception through pharmacy access in California: 
differences by language and region. Perspect Sex Reprod 
Health 2009;41:110–8. ^

 12.  Harrison T, Foster AM, Martin SB, de la Torre C, McClorin 
L, Blanchard K, et al. Assessing sexual assault survivors’ 
access to emergency contraception: results from a mixed 
methods study in South Carolina. Womens Health Issues 
2010;20:248–53. ^

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3217182/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC3217182/
http://onlinelibrary.wiley.com/doi/10.1363/4516413/full
http://onlinelibrary.wiley.com/doi/10.1363/4516413/full
http://journals.lww.com/co-obgyn/Abstract/2004/10000/Emergency_contraceptive_pills__a_review_of_the.6.aspx
http://journals.lww.com/co-obgyn/Abstract/2004/10000/Emergency_contraceptive_pills__a_review_of_the.6.aspx
https://www.guttmacher.org/journals/psrh/2006/pharmacy-access-emergency-contraception-california
https://www.guttmacher.org/journals/psrh/2006/pharmacy-access-emergency-contraception-california
http://www.contraceptionjournal.org/article/S0010-7824(14)00055-9/abstract
http://www.whijournal.com/article/S1049-3867(05)00019-8/abstract
http://www.whijournal.com/article/S1049-3867(05)00019-8/abstract
http://www.contraceptionjournal.org/article/S0010-7824(08)00480-0/abstract
http://www.contraceptionjournal.org/article/S0010-7824(08)00480-0/abstract
http://jamanetwork.com/journals/jama/fullarticle/1357835
http://jamanetwork.com/journals/jama/fullarticle/1357835
https://www.guttmacher.org/state-policy/explore/emergency-contraception
https://www.guttmacher.org/state-policy/explore/emergency-contraception
http://www.ajog.org/article/S0002-9378(96)70141-2/abstract
http://www.ajog.org/article/S0002-9378(96)70141-2/abstract
https://www.ncjrs.gov/pdffiles1/ovw/241903.pdf
https://www.ncjrs.gov/pdffiles1/ovw/241903.pdf
https://nwlc.org/wp-content/uploads/2015/08/providing_ec_to_sexual_assault_survivors_factsheet_6-28-13.pdf
https://nwlc.org/wp-content/uploads/2015/08/providing_ec_to_sexual_assault_survivors_factsheet_6-28-13.pdf
https://nwlc.org/wp-content/uploads/2015/08/providing_ec_to_sexual_assault_survivors_factsheet_6-28-13.pdf
https://link.springer.com/article/10.1007%2Fs11524-009-9418-8
https://link.springer.com/article/10.1007%2Fs11524-009-9418-8
http://journals.lww.com/greenjournal/pages/articleviewer.aspx?year=2015&issue=09000&article=00047&type=abstract
https://academic.oup.com/humrep/article-lookup/doi/10.1093/humrep/des140
https://academic.oup.com/humrep/article-lookup/doi/10.1093/humrep/des140
https://www.cdc.gov/mmwr/volumes/65/rr/pdfs/rr6503.pdf
http://www.thelancet.com/journals/lancet/article/PIIS0140-6736(10)60101-8/abstract
http://www.ncbi.nlm.nih.gov/pubmed/21920190
http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/news/2014/07/news_detail_002145.jsp&mid=WC0b01ac058004d5c1
http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/news/2014/07/news_detail_002145.jsp&mid=WC0b01ac058004d5c1
http://www.ema.europa.eu/ema/index.jsp?curl=pages/news_and_events/news/2014/07/news_detail_002145.jsp&mid=WC0b01ac058004d5c1
http://www.annfammed.org/content/2/4/345.long
https://www.ncbi.nlm.nih.gov/pubmed/17472869
https://www.ncbi.nlm.nih.gov/pubmed/17472869
http://www.contraceptionjournal.org/article/S0010-7824(08)00430-7/abstract
http://kff.org/womens-health-policy/fact-sheet/womens-health-insurance-coverage-fact-sheet/
http://kff.org/womens-health-policy/fact-sheet/womens-health-insurance-coverage-fact-sheet/
http://onlinelibrary.wiley.com/doi/10.1363/4111009/full
http://onlinelibrary.wiley.com/doi/10.1363/4111009/full
http://www.whijournal.com/article/S1049-3867(10)00039-3/abstract
http://www.whijournal.com/article/S1049-3867(10)00039-3/abstract


Committee Opinion No. 707 5

Copyright July 2017 by the American College of Obstetricians and 
Gynecologists. All rights reserved. No part of this publication may 
be reproduced, stored in a retrieval system, posted on the Internet, 
or transmitted, in any form or by any means, electronic, mechanical, 
photocopying, recording, or otherwise, without prior written permis-
sion from the publisher.
Requests for authorization to make photocopies should be directed 
to Copyright Clearance Center, 222 Rosewood Drive, Danvers, MA 
01923, (978) 750-8400. 

ISSN 1074-861X
The American College of Obstetricians and Gynecologists  
409 12th Street, SW, PO Box 96920, Washington, DC 20090-6920
Access to emergency contraception. Committee Opinion No. 707. 
American College of Obstetricians and Gynecologists. Obstet Gynecol 
2017;130:e48–52.


