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Individuals spend close to half of their lives 
preventing, or planning for, pregnancy. 
As such, contraception plays a major role 

in patient-provider interactions. Contracep-
tion counseling and management is a com-
mon scenario encountered in the general 
gynecologist’s practice. Luckily, we have two 
evidence-based guidelines developed by the 
US Centers for Disease Control and Preven-
tion (CDC) that support the provision of con-
traceptive care: 
1. US Medical Eligibility for Contraceptive 

Use (US-MEC),1 which provides guidance 
on which patients can safely use a method 

2. US Selected Practice Recommendations 
for Contraceptive Use (US-SPR),2 which 
provides method-specific guidance on 
how to use a method (including how to: 

initiate or start a method; manage adher-
ence issues, such as a missed pill, etc; and 
manage common issues like breakthrough 
bleeding). Both of these guidelines are 
updated routinely and are publicly avail-
able online or for free, through smart-
phone applications. 

While most contraceptive care is 
straightforward, there are circumstances 
that require additional consideration. In this 
3-part series we review 3 clinical cases, exist-
ing evidence to guide management deci-
sions, and our recommendations. In part 1, 
we focus on restarting hormonal contracep-
tion after ulipristal acetate administration. 
In parts 2 and 3, we will discuss removal of a 
nonpalpable contraceptive implant and the 
consideration of a levonorgestrel-releasing 
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CONTRACEPTIVE CONUNDRUMS FOR THE GENERAL OBGYN

Case Q: How soon after taking  
emergency contraception can a  
patient begin hormonal contraception? 

These two, publicly available, guidelines—the US Medical Eligibility for 
Contraceptive Use and US Selected Practice Recommendations for 
Contraceptive Use—help to direct clinical recommendations 
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Take-home point 

• After using ulipristal acetate for emer-
gency contraception, advise patients to 
wait at least 5 days to initiate hormonal 
contraception and about the importance 
of abstaining or using a back-up method 
for another 7 days with the start of their 
hormonal contraceptive method
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intrauterine device (LNG-IUD) for emer-
gency contraception. 

CASE Meeting emergency and follow-up 
contraception needs
A 27-year-old woman (G0) presents to you 

after having unprotected intercourse 4 days 

ago. She does not formally track her menstrual 

cycles and is unsure when her last menstrual 

period was. She is not using contraception but 

is interested in starting a method. After counsel-

ing, she elects to take a dose of oral ulipristal 

acetate (UPA; Ella) now for emergency contra-

ception and would like to start a combined oral 

contraceptive (COC) pill moving forward. 

How soon after taking UPA should you tell 

her to start the combined hormonal pill? 

Effectiveness of hormonal 
contraception following UPA 
UPA does not appear to decrease the efficacy 
of COCs when started around the same time. 
However, immediately starting a hormonal 
contraceptive can decrease the effectiveness 
of UPA, and as such, it is recommended to take 
UPA and then abstain or use a backup method 
for 7 days before initiating a hormonal con-
traceptive method.1 By obtaining some addi-
tional information from your patient and with 
the use of shared decision making, though, 
your patient may be able to start their contra-
ceptive method earlier than 5 days after UPA. 

What is UPA
UPA is a progesterone receptor modulator 
used for emergency contraception inten-
hded to prevent pregnancy after unpro-
tected intercourse or contraceptive failure.3 
It works by delaying follicular rupture at least 
5 days, if taken before the peak of the lutein-
izing hormone (LH) surge. If taken after that 
timeframe, it does not work. Since UPA com-
petes for the progesterone receptor, there is 
a concern that the effectiveness of UPA may 
be decreased if a progestin-containing form 
of contraception is started immediately after 
taking UPA, or vice versa.4 Several studies 
have now specifically looked at the interac-
tion between UPA and progestin-containing 

contraceptives, including at how UPA is 
impacted by the contraceptive method, and 
conversely, how the contraceptive method is 
impacted by UPA.5-8 
Data on types of hormonal contracep-
tion. Brache and colleagues demonstrated 
that UPA users who started a desogestrel 
progestin-only pill (DSG POP) the next day 
had higher rates of ovulation within 5 days of 
taking UPA (45%), compared with those who 
the next day started a placebo pill (3%).6 This 
type of progestin-only pill is not available in 
the United States. 

A study by Edelman and colleagues dem-
onstrated similar findings in those starting a 
COC pill containing estrogen and progestin. 
When taking a COC two days after UPA use, 
more participants had evidence of follicu-
lar rupture in less than 5 days.5 It should be 
noted that these studies focused on ovula-
tion, which—while necessary for conception 
to occur—is a surrogate biomarker for preg-
nancy risk. Additional studies have looked at 
the impact of UPA on the COC and have not 
found that UPA impacts ovulation suppres-
sion of the COC with its initiation or use.8

Considering unprotected intercourse 
and UPA timing. Of course, the risk of 
pregnancy is reliant on cycle timing plus 

It is recommended 
to take UPA and 
then abstain or 
use a backup 
contraceptive 
method for  
7 days before 
initiating hormonal 
contraception

FAST 
TRACK

P
H

O
T

O
: 

IM
A

G
E

 P
O

IN
T

 F
R

/S
H

U
T

T
E

R
S

T
O

C
K



18  OBG Management  |  November 2023  |  Vol. 35  No. 11 mdedge.com/obgyn

How soon after taking emergency contraception  
can a patient begin hormonal contraception? 

the presence of viable sperm in the repro-
ductive tract. Sperm have been shown to 
only be viable in the reproductive tract for 
5 days, which could result in fertilization 
and subsequent pregnancy. Longevity of an 
egg is much shorter, at 12 to 24 hours after 
ovulation. For this patient, her exposure 
was 4 days ago, but sperm are only viable 
for approximately 5 days—she could con-
sider taking the UPA now and then starting 
a COC earlier than 5 days since she only 
needs an extra day or two of protection 
from the UPA from the sperm in her repro-
ductive tract. Your patient’s involvement in 
this decision making is paramount, as only 
they can prioritize their desire to avoid preg-
nancy from their recent act of unprotected 
intercourse versus their immediate needs 
for starting their method of contraception. 
It is important that individuals abstain from 
sexual activity or use an additional back-up 
method during the first 7 days of starting 
their method of contraception. 

Counseling considerations for the 
case patient 
For a patient planning to start or resume a 
hormonal contraceptive method after taking 
UPA, the waiting period recommended by the 
CDC (5 days) is most beneficial for patients 
who are uncertain about their menstrual 
cycle timing in relation to the act of unpro-
tected intercourse that already occurred and 

need to prioritize maximum effectiveness of 
emergency contraception. 

Patients with unsure cycle-sex timing 
planning to self-start or resume a short-term 
hormonal contraceptive method (eg, pills, 
patches, or rings), should be counseled to 
wait 5 days after the most recent act of unpro-
tected sex, before taking their hormonal 
contraceptive method.7 Patients with unsure 
cycle-sex timing planning to use provider-
dependent hormonal contraceptive methods 
(eg, those requiring a prescription, including 
a progestin-contraceptive implant or depot 
medroxyprogesterone acetate) should also 
be counseled to wait. Timing of levonorg-
estrel and copper intrauterine devices are 
addressed in part 3 of this series. 

However, if your patient has a good 
understanding of their menstrual cycle, 
and the primary concern is exposure from 
subsequent sexual encounters and not the 
recent unprotected intercourse, it is advis-
able to provide UPA and immediately initiate 
a contraceptive method. One of the primary 
reasons for emergency contraception failure 
is that its effectiveness is limited to the most 
recent act of unprotected sexual intercourse 
and does not extend to subsequent acts 
throughout the month. 

For these patients with sure cycle-sex 
timing who are planning to start or resume 
short-or long-term contraceptive meth-
ods, and whose primary concern is to  

FIGURE Quick takes: 4 contraceptive pointers for using UPA

1
Count 5 days from intercourse. After using ulipristal acetate for emergency contraception 
(EC), patients should delay starting routine hormonal contraception for 5 days after 
unprotected intercourse. 

2
Prioritize according to the patient’s needs. Initiation of hormonal contraception post-use of 
UPA emergency contraception can be individualized, but specific timing should be made 
using shared decision making.  

3
Advise barrier contraception for 7 days after starting a regular method of contraception 
post-EC. Unprotected intercourse during this time places them at high risk of unintended 
pregnancy. 

4 For missed or late pills, patch, or ring, consider levonorgestrel (LNG) EC to avoid potential 
interactions with UPA EC. In other cases, UPA EC is still more effective than LNG EC. 
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prevent pregnancy risk from subsequent 
sexual encounters, immediately initiating a 
contraceptive method is advisable. For pro-
vider-dependent methods, we must weigh 
the risk of unintended pregnancy from the 
act of intercourse that already occurred 
(and the potential to increase that risk by 
initiating a method that could compro-
mise UPA efficacy) versus the future risk of 
pregnancy if the patient cannot return for a  
contraception visit.7 

In short, starting the contraceptive 
method at the time of UPA use can be con-
sidered after shared decision making with 
the patient and understanding what their pri-
mary concerns are.

Important point
Counsel on using backup  
barrier contraception after UPA
Oral emergency contraception only covers 
that one act of unprotected intercourse and 
does not continue to protect a patient from 
pregnancy for the rest of their cycle. When 
taken before ovulation, UPA works by delay-
ing follicular development and rupture for at 
least 5 days. Patients who continue to have 
unprotected intercourse after taking UPA are 
at a high risk of an unintended pregnancy 
from this ‘stalled’ follicle that will eventually 

ovulate. Follicular maturation resumes after 
UPA’s effects wane, and the patient is primed 
for ovulation (and therefore unintended 
pregnancy) if ongoing unprotected inter-
course occurs for the rest of their cycle. 

Therefore, it is important to counsel 
patients on the need, if they do not desire a 
pregnancy, to abstain or start a method of 
contraception. 

Final question
What about starting or  
resuming non–hormonal 
contraceptive methods?
Non-hormonal contraceptive methods can 
be started immediately with UPA use.1 

CASE Resolved 
After shared decision making, the patient 

decides to start using the COC pill. You prescribe 

her both UPA for emergency contraception and 

a combined hormonal contraceptive pill. Given 

her unsure cycle-sex timing, she expresses to 

you that her most important priority is prevent-

ing unintended pregnancy. You counsel her to 

set a reminder on her phone to start taking the 

pill 5 days from her most recent act of unpro-

tected intercourse. You also counsel her to use 

a back-up barrier method of contraception for  

7 days after starting her COC pill. ●
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