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Abstract

Unplanned and unwanted pregnancies in South Africa cost women, government and families enormous physical, emotional and socioeconomic stress. These are further aggravated by the high rate of sexual assault cases in South Africa. In a setting such as this, easy access to emergency contraception (EC) becomes a key intervention and health system imperative. Primary health care clinicians are at the forefront of health care provision in South Africa and need to be well equipped with the necessary knowledge on EC to make informed management decisions. This article seeks to provide information and improve awareness and confidence of primary care clinicians when providing EC.
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Introduction

Emergency contraception (EC) is important for the South African population because of the high number of unplanned and unwanted pregnancies. There are more than 14 million cases of unplanned pregnancies recorded per year.1,2,3 Emergency contraception involves various methods used to prevent pregnancy after unprotected sexual intercourse,1 sexual assault1 or contraceptive failure.2 Emergency contraception, unlike regular contraception, is used after sexual intercourse but before the potential time of implantation.1 Emergency contraception use should not replace the regular contraception, and regular contraception methods should be offered following the use of EC.

Unprotected sexual intercourse is common, and although there are no accurate data from South Africa, about 14% of women who seek EC in the United States (US) report at least one episode of unprotected intercourse in the previous six days, and up to 40% reported multiple episodes of unprotected intercourse in the cycle before presentation.2 Similarly, up to 19% of women in the US report a history of rape or attempted rape,2 and as many as 45% of all pregnancies in the US are unplanned.4 In South Africa, rape is also a major problem, with the country ranking first globally with a per capita rate of 417 out of 100 000 women reporting rape.5,6 This high rate of sexual assault is one of the driving indications for EC use in South Africa. In a recent study conducted among human immunodeficiency virus (HIV)-positive women in Eastern Cape province, up to 71% of pregnancies were unplanned.7 Despite the high rates of unplanned pregnancy and sexual assault among women in South Africa, the sub-Saharan African region, including South Africa, has the lowest rate (29.4%) of contraceptive use globally.1 Data on the use of EC in South Africa are very sparse. A scoping review reported that only 11.3% of participants in South African studies reported the use of EC previously. Although the awareness of EC is on the rise in South Africa,1 many women, pharmacists, and doctors are not well informed about the available options of EC.4 Both the Practical Approach to Care Kit guide (PACK) (used in the Western Cape province), and the Advanced Practice Clinical guidelines (APC) (used outside the Western Cape province) have some pages dedicated to EC in the contraception and sexual assault pages. However, there still appears to be a lack of awareness among medical practitioners. This lack of awareness may partly explain the high numbers of unwanted pregnancies and possibly contribute to the high termination of pregnancy rate and maternal deaths in South Africa.4 As EC does not prevent sexually transmitted infections (STIs) including HIV, it is important to also offer HIV prophylaxis and treatment for STI to women seeking EC after sexual exposure or assault.2

A study in Johannesburg, South Africa, concluded that despite the country’s commitment to achieving universal access to sexual and reproductive health services, there are challenges with the current contraception services delivery, specifically regarding contraceptive counselling.8 In the primary care setting, health care providers play a vital role in offering timely access to EC, including educating patients and addressing any concerns. Health care providers in primary care settings should, therefore, be knowledgeable about the various types of EC and be able to facilitate the provision of the best option for each patient in the correct time frame, in an understanding and sensitive manner.2 This article provides up-to-date evidence on the indications, effectiveness and special considerations on commonly used EC methods to health care providers. This may assist in improving access to EC, reduce the number of unplanned pregnancies and potential adverse pregnancy-related outcomes, including maternal deaths.

Indications for emergency contraception

Emergency contraception is usually indicated for unprotected intercourse,4 contraceptive failure (e.g. condom breakage, missed birth control pills),4 post sexual assault9 and sexual coercion.4 In this article, the authors refer to sexual assault as an act of sexual abuse in which one intentionally sexually touches another person without that person’s consent, or physically forces a person to engage in a sex against their will. It is a form of sexual violence.5,6 It must be provided to women, including children from the Breast Tanner Stage III.10

The effectiveness of EC is a function of the time elapsed from the time of exposure to unprotected sex to the time of administering the EC.7 It is, therefore, important that patients at risk of unwanted pregnancy present as early as possible after exposure to unprotected sex. In addition, the clinician needs to observe the time elapsed because it has implications for the choice of the EC method and the ability to effectively prevent unwanted pregnancy.

Types of emergency contraception methods

Emergency contraception is available either as oral pills or as intrauterine devices (IUDs) (hormonal or non-hormonal). The exact mechanisms of action for ECs are generally unclear but, broadly speaking, may be attributable to interference with follicle maturation or the ovulatory process, cervical mucus, sperm migration, corpus luteum sufficiency, endometrial reproductivity, fertilisation, or zygote development, transport, or adhesion. The choice of EC differs according to the type of EC as well as the time elapsed from exposure to unprotected intercourse and ovulation.3,11

Emergency oral contraceptive pills

The oral contraceptive pills group offers two options, namely: (1) Oral Levonorgestrel (LNG) (see Figure 112); and (2) Ulipristal Acetate (UPA) (see Figure 215).
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Oral Levonorgestrel is known for its:


	Over-the-counter availability.13

	Mechanism of action involving the inhibition of ovulation.4

	Effectiveness within 72 h (three days) after unprotected sex, yet can still be taken up to five days.4,14

	Single dose of 1.5 mg orally STAT.4

	Lower effectiveness in women with body mass index (BMI) > 30 kg/m2.4

	Preferred double dose for women with weight > 80 kg or BMI > 30 kg/m2 should be advised to double the dose of LNG.10



The Ulipristal Acetate (UPA) (Figure 215) is known:


	As a synthetic progesterone receptor modulator that binds progesterone receptor, inhibiting or delaying ovulation.7

	For not affecting cervical mucus or sperm motility but inhibits ciliary beating.

	For muscle contraction in the fallopian tubes.16 Although animal studies suggest inhibition of implantation, there is insufficient evidence this occurs in humans.16

	It is also said to reduce endometrial thickness and delay endometrial maturation, potentially inhibiting implantation.

	Generally, current evidence suggests little post-ovulatory action for commonly used hormonal contraceptives, and no action on foetal development and no abortifacient effect.17,18

	Available only on prescription13 but currently not in South Africa.

	Superior efficacy in obese women compared to LNG.13

	Maintains higher efficacy throughout the five day window compared to LNG.14

	Effective up to 120 h; (five days) after unprotected sex.

	Single 30 mg dose orally.4



The combined oral contraceptives (Yuzpe’s method or regimen)4:


	The least effective method of oral EC, with the most side effects, particularly nausea and vomiting.4,19

	Contain 100 µg ethinylestradiol and 1 mg norgestrel (e.g. two Ovral® tablets, i.e. combined oral contraceptive tablets) taken 12 h apart.4,20

	Two Ovral® tablets are taken orally stat and repeated 12 h later.4

	Must be taken within 72 h of unprotected intercourse.4

	Available as other trade names but must contain the required dose of ethinylestradiol and norgestrel to be effective.4



Intrauterine devices

These devices are very effective and strongly recommended by the World Health Organization (WHO) for EC.21 There are two commonly used types – copper and hormonal IUDs. They prevent fertilisation by altering the endometrium and fallopian tube cell linings to induce an environment hostile to the sperm and even the fertilised egg. The inflammatory response that is induced by IUDs and the increased levels of leukocytes and prostaglandins in the fallopian tubes also create an environment that is detrimental to both sperm and egg, further reducing the likelihood of fertilisation.22

The Copper intrauterine device or ‘Copper T’ (Figure 323) is known for:


	The presence of copper ions released by the device increases the levels of copper in the uterine and tubal fluids. Copper is toxic to sperm, reducing their motility and viability. This prevents the sperm from fertilising the egg.21,22 It induces an inflammatory reaction in the endometrium, creating a hostile environment for any fertilised egg and preventing implantation.4

	Most effective of all EC methods.4

	It requires insertion by a health care professional.

	Can be used as EC if inserted within 120 h (5 days) of unprotected sex.

	In addition, it provides ongoing contraception from the time of insertion for up to 10 years.4,14,24
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The Levonorgestrel (LNG) intrauterine device (Figure 425) is characterised by:


	This device is less commonly used for EC compared to copper IUDs (possibly because of the higher cost and expertise required). It releases a hormone called levonorgestrel, which thickens the cervical mucus, inhibits sperm motility and function and alters the endometrial lining to prevent fertilisation and implantation.22,26

	It is commonly known as ‘Mirena’.

	It is equally effective as copper IUD for EC (Turok et al 2021).27

	Its efficacy is not affected by body mass but it is it is costlier than Copper T.27

	Can be used as EC if inserted within 120 h (five days) of unprotected sex.27





[image: SAFP-67-6146-F4.jpg]

Important considerations about the use of different emergency contraception methods

Table 1 shows a comparison of the different ECs based on the considerations when choosing an appropriate EC. The effectiveness of the various ECs is influenced by several considerations, including:
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Availability

Over-the-counter EC may be the most preferred because of the perceived privacy, comfort, convenience and efficacy. Concerns were raised that the readily available drugs may increase risky sexual behaviour, but a systematic review showed that this is not the case.28

Timing of use

According to the South African National Contraception Clinical Guidelines (2019) and Atkins et al, except for oral EC pills, others are effective within 120 h (5 days) after unprotected sex. The earlier it is used, the more effective it is.29

Repeated unprotected sexual intercourse in the same cycle

Data suggest that repeated unprotected sex during the same menstrual cycle may be associated with increased risk of EC failure. So, considering that EC oral pills delay ovulation, abstinence from sex or the use of additional protection is needed with their use as EC.19

Body weight

Levonorgestrel may be less effective in individuals with a higher body mass index (BMI), and in such instance, ulipristal acetate or the copper IUD is preferred.4

Breastfeeding

Levonorgestrel and IUDs are safe during breastfeeding but the use of ulipristal acetate may require temporary cessation of breastfeeding.2,4

Drug interactions

Some medications (These are cytochrome p450 (CYP450) enzyme inducers that may decrease the efficacy of the emergency hormonal contraception; drugs include carbamazepine, rifampicin, phenytoin and griseofulvin.) can reduce the effectiveness of EC pills, and health care providers should review the patient’s medication history.10,30,31 In situations where vomiting occurs within 3 h of ingesting EC oral pills, a full redosing is warranted. Co-administration with an antiemetic such as metoclopramide may be beneficial.

Sexually transmitted infections

Some studies suggest that unrestricted availability of EC may increase risky sexual behaviour, less condom usage and a higher risk of STIs.32 However, this increased risk is not consistently found for all types of STI.33

Frequent use of emergency contraception

This should signal a strong need for long-term contraception, and the health care provider should use the opportunity of the visit to counsel the patient as such.

Barriers to access

Cost: The cost of EC varies, depending on the pharmacy and the type of EC. This may pose a challenge for patients who do not have private medical insurance or undocumented immigrants, who are not eligible for free public health care services in South Africa. Health care providers in private practice need to be aware of free or low-cost EC options. However, EC is offered at no cost in the public primary health care clinics and these clinics are open from 08:00 to 16:00 on weekdays,34 and some are open twenty-four seven (24/7). Although the IUDs are the most effective, they are also the costliest at the time of insertion. The requirement for insertion skills creates additional costs, particularly that more specialised health care providers may render higher service fees for inserting the IUDs. It should, however, be noticed that their contraceptive effects may last up to 10 years after insertion, and this makes it cheaper than other EC methods in the long term.4,14,24

Awareness and knowledge: Patients may not know about EC options or how to access them. Community education and engaging in opportunistic prevention during clinic visits are means of increasing awareness. Pharmacists may also play a pivotal role in creating awareness regarding the availability and effectiveness of EC during over-the-counter consultations.2

Cultural and religious beliefs: These may include deeply rooted myths and negatively affect patient’s willingness to use EC, dictating that health care providers not only provide health education to clients to demystify EC but also be culturally sensitive while engaging them.29,32

Health care provider skills: Although IUDs are freely available in the public health care services as part of the long-acting reversible regular contraception, the unavailability of a health care provider skilled in its insertion may negate its uptake at the time a woman seeks EC.2 Additional charges for insertion by the health care provider in private practice may also debar uptake.35

Contraindications to emergency contraception

Pregnancy

This is the only absolute contraindication to EC. Nonetheless, no adverse effects have been reported following the inadvertent use of EC pills or ulipristal in early pregnancy, as these are not abortifacients or cause foetal malformations.19

Intrauterine devices

These devices should not be used in uterine abnormalities, current pregnancy, abnormal uterine bleeding, Wilson’s disease (Copper T), gynaecological malignancies, pelvic inflammatory disease or pelvic tuberculosis.4

Hypercoagulable states

Oral EC pills should not be taken.4 These states include antiphospholipid syndrome, antithrombin III deficiency, prothrombin 20210 mutation, factor V Leiden, lupus anticoagulant, protein C deficiency and protein S deficiency.

Conclusion

Ensuring good pregnancy outcomes requires a woman to conceive when her health and socioeconomic conditions are optimal. The high rates of unplanned pregnancy and sexual assault, and the poor outcomes of maternal and women’s health care services in South Africa, all necessitate promoting the use of EC. Health care providers in primary health care (PHC) are best placed to ensure that women are educated on EC and have timely access to this important service. While the information provided in this article has potential to scale up the use of EC and promote good reproductive health outcomes, training of health care providers and uninterrupted supply of different types of ECs are other key imperatives.

Acknowledgements

Competing interests

I.G. declares that he is an editorial board member of South African Family Practice journal. The authors declare that they have no financial or personal relationships that may have inappropriately influenced them in writing this article.

Authors’ contributions

I.G., O.A.A., L.L.G. and O.B.O. contributed equally in writing this research article.

Funding information

This research received no specific grant from any funding agency in the public, commercial or not-for-profit sectors.

Data availability

The authors confirm that the data supporting this study and its findings are available within the article.

Disclaimer

The views and opinions expressed in this article are those of the authors and are the product of professional research. It does not necessarily reflect the official policy or position of any affiliated institution, funder, agency or that of the publisher. The authors are responsible for this article’s results, findings and content.

References


	1. 	Kwame KA, Bain LE, Manu E, Tarkang EE. Use and awareness of emergency contraceptives among women of reproductive age in sub-Saharan Africa: A scoping review. Contracept Reprod Med. 2022;7:1. https://doi.org/10.1186/s40834-022-00167-y

	2. 	Salcedo J, Cleland K, Bartz D, Thompson I. Society of family planning clinical recommendation: Emergency contraception. Contraception. 2023;121:109958. https://doi.org/10.1016/j.contraception.2023.109958

	3. 	Grzeskowiak LE, Roberts CT, Calabretto HE. Emergency contraception – An evidence-based practice guide. J Pharm Pract Res. 2017;47(6):486–493. https://doi.org/10.1002/jppr.1416

	4. 	Markram JM. Emergency contraception for the South African health care professional. SAfr Gen Pract. 2020;1(4):155–159. https://doi.org/10.36303/SAGP.2020.1.4.0039

	5. 	Meel BL. An epidemiology of sexual assault among elderly women in the Mthatha area of South Africa. Med Sci Law. 2017;57(2):69–74. https://doi.org/10.1177/0025802416683610

	6. 	Cowling N. Number of sexual offenses in South Africa 2022/2023, by crime [homepage on the Internet]. 2023 [cited 2024 Jul 23]. Available from: https://www.statista.com/statistics/1362370/number-of-sexual-offenses-in-south-africa-by-crime/

	7. 	Mierzejewska A, Walędziak M, Merks P, Różańska-Walędziak A. Emergency contraception – A narrative review of literature. Eur J Obstet Gynecol Reprod Biol. 2024;299:188–192. https://doi.org/10.1016/j.ejogrb.2024.06.015

	8. 	Lince-Deroche N, Hendrickson C, Moolla A, Kgowedi S, Mulongo M. Provider perspectives on contraceptive service delivery: Findings from a qualitative study in Johannesburg, South Africa. BMC Health Serv Res. 2020;20:128. https://doi.org/10.1186/s12913-020-4900-9

	9. 	Wagner B, Brogan N, Cleland K. ‘A Lot of My Friends Don’t Know How It Works’: Student activists describe gaps in college students’ emergency contraception knowledge. Womens Health Issues. 2024;34(1):66–71. https://doi.org/10.1016/j.whi.2023.07.002

	10. 	National Department of Health. Essential drugs programme. Primary health care standard treatment guidelines and essential medicines list. Pretoria: National Department of Health Pretoria; 2020.

	11. 	Dunn S, Guilbert E, Burnett M, et al. Emergency contraception: No. 280 (replaces No. 131, August 2003). Int J Gynaecol Obstet. 2013;120(1):102–107. https://doi.org/10.1016/j.ijgo.2012.09.006

	12. 	Mettiche. Emergency contraception [homepage on the Internet]. Wikipedia; 2010 [cited 2024 Jan 14]. Available from: https://en.wikipedia.org/wiki/Emergency_contraception#/media/File:Emergency_contraception_1_pill.jpg

	13. 	Williams BN, Jauk VC, Szychowski JM, Arbuckle JL. Adolescent emergency contraception usage, knowledge, and perception. Contraception. 2021;103(5):361–366. https://doi.org/10.1016/j.contraception.2021.01.003

	14. 	Castleberry NM, et al. Oral and IUD emergency contraception provision among a national sample of obstetrician-gynecologists. Contraception. 2020;102(6):406–408. https://doi.org/10.1016/j.contraception.2020.08.013

	15. 	PeakPharmacy. EllaOne morning after pill [homepage on the Internet]. No date. Available form: https://www.peakpharmacy.co.uk/medications/ellaone-morning-after-pill

	16. 	Munuce MJ, Gómez-Elías MD, Caille AM, Bahamondes L, Cuasnicú PS, Cohen DJ. Mechanisms involved in the contraceptive effects of ulipristal acetate. Reproduction. 2020;159(3):R139–R149. https://doi.org/10.1530/REP-19-0355

	17. 	Leung VW, Levine M, Soon JA. Mechanisms of action of hormonal emergency contraceptives. Pharmacotherapy. 2010;30(2):158–168. https://doi.org/10.1592/phco.30.2.158

	18. 	Endler M, Li RHW, Danielsson KG. Effect of levonorgestrel emergency contraception on implantation and fertility: A review. Contraception. 2022;109:8–18. https://doi.org/10.1016/j.contraception.2022.01.006

	19. 	Upadhya KK, A. Committee on ‘Emergency Contraception’. Pediatrics. 2019;144(6):e20193149. https://doi.org/10.1542/peds.2019-3149

	20. 	Anderson PO. Emergency contraception while breastfeeding. Breastfeed Med. 2022;17(8):635–637. https://doi.org/10.1089/bfm.2022.0160

	21. 	WHO. Emergency contraception [homepage on the Internet]. Geneva: WHO; 2021 [cited 2024 Dec 17]. Available from: https://www.who.int/news-room/fact-sheets/detail/emergency-contraception

	22. 	Lanzola EL, Ketvertis K. Intrauterine device [homepage on the Internet]. Treasure Island (FL): StatPearls Publishing; 2024 [updated 2023 Jun 26; cited 2022 Jan 10]. Available from: https://www.ncbi.nlm.nih.gov/books/NBK557403/

	23. 	Powel S, Llamas M. Paragard [homepage on the Internet]. Drugwatch; 2024 [updated 2025 Mar 07; cited 2024 Feb 23]. Available from: https://www.drugwatch.com/paragard/

	24. 	Goldstuck ND, Cheung TS. The efficacy of intrauterine devices for emergency contraception and beyond: A systematic review update. Int J Womens Health. 2019;11:471–479. https://doi.org/10.2147/IJWH.S213815

	25. 	Sitruk-War R, Inki P. The levonorgestrel intrauterine system: Long-term contraception and therapeutic effects. Women’s Health. 2005;1(2):171–182. https://doi.org/10.2217/17455057.1.2.171

	26. 	Faundes A, Brache V, Alvarez. Emergency contraception--clinical and ethical aspects. Int J Gynaecol Obstet. 2003;82(3):297–305. https://doi.org/10.1016/S0020-7292(03)00221-2

	27. 	Turok DK, Gero A, Simmons RG, et al. Levonorgestrel vs. Copper intrauterine devices for emergency contraception. N Engl J Med. 2021;384(4):335–344. https://doi.org/10.1056/NEJMoa2022141

	28. 	Atkins K, Kennedy CE, Yeh PT, Narasimhan M. Over-the-counter provision of emergency contraceptive pills: A systematic review. BMJ Open. 2022;12(3):e054122. https://doi.org/10.1136/bmjopen-2021-054122

	29. 	Stone R, Rafie S, El-Ibiary SY, Vernon V, Lodise NM. Emergency contraception algorithm and guide for clinicians. Nurs Womens Health. 2017;21(4):297–305. https://doi.org/10.1016/j.nwh.2017.06.005

	30. 	Rudzinski P, Lopuszynska I, Pazik D, et al. Emergency contraception – A review. Eur J Obstet Gynecol Reprod Biol. 2023;291:213–218. https://doi.org/10.1016/j.ejogrb.2023.10.035

	31. 	Genemo ES, Korsa AT, Bayisa HG. Emergency contraceptive pill use and its impact on condom utilization among university students: A cross-sectional study. Int J Women’s Health. 2022;2022:1115–1126. https://doi.org/10.2147/IJWH.S375841

	32. 	Akter T, Feston M, Dawson A. Hormonal contraceptive use and the risk of sexually transmitted infections: A systematic review and meta–analysis. Nature [serial online]. 2022 [cited 2024 Dec 10]. Available from: https://www.nature.com/articles/s41598-022-24601-y.pdf

	33. 	Pfingstag CS. An update on emergency Contraception. J Nurse Pract. 2024;20(7):105037. https://doi.org/10.1016/j.nurpra.2024.105037

	34. 	Kriel Y, Milford C, Cordero JP, Suleman F, Steyn PS, Smit JA. Access to public sector family planning services and modern contraceptive methods in South Africa: A qualitative evaluation from community and health care provider perspectives. PLoS One. 2023;18(3):e0282996. https://doi.org/10.1371/journal.pone.0282996

	35. 	Stein RA, Deverakonda AN, Katz A, Schmidt EO. Emergency contraception: Access and challenges at times of uncertainty. Am J Ther. 2022;29(5):e553–e567. https://doi.org/10.1097/MJT.0000000000001560



OPS/SAFP-67-6146-F2.jpg
1film-coated tablet

e||aOﬂe3o mg

film-coated tablet. Ulipristal acetate

Take one tablet as soon as possible after
unprotected sex or contraceptive failure.

Source: PeakPharmacy. EllaOne morning after pill [homepage on the Internet]. No date.
Available form: https://www.peakpharmacy.co.uk/medications/ellaone-morning-after-pill.:

FIGURE 2: Ulipristal Acetate (UPA) as sold.
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FIGURE 1: Levonorgestrel as sold in South Africa.
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FIGURE 4: Levonorgestrel intrauterine device.
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FIGURE 3: Copper intrauterine device.
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TABLE 1: A comparison of the different emergency contraceptions.

Type of contraception Efficacy Relative cost  Accessibility Skills required for use  Optimal time (hours)

Oral LNG => 809% effective Cheap Public health care and Private None 72 yet usable up 120
health care

Oral ulipristal Effective+ Cheap Not available in South Africa None 120

Combined oral pill (Yuzpe Least effective of the oral pills  Cheap Public health care and private None 72

method) health care

Copper TIUD or ‘Copper T/ =>90% effective Expensive Public health care (free) Insertion skills 120
Private health care (expensive)

Hormonal IUD (Mirena) Very effective Expensive Public health care (free) Insertion skills 120

LNG, Levonorgestrel; IUD, intrauterine devices.

Private health care (expensive)
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