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Emergency hormonal contraception usage in
genitourinary medicine clinic attenders

J K Evans, A Holmes, M Browning, G E Forster

Objective: To assess the indications for usage of emergency hormonal contraception amongst a
population of London genitourinary medicine clinic attenders.
Methods: In a prospective study, 150 consecutive women receiving emergency hormonal con-
traception (EHC) were enrolled. The attending doctor completed a questionnaire of patient
details and prescribed EHC with prophylactic prochlorperazine. Follow-up was arranged three
weeks later, at which time outcomes and side-effects of therapy were recorded. For those women
who did not reattend as planned case notes were reviewed at three months.
Results: Of 150 women surveyed, 100 (66%) reported contraceptive method failure, 48 (32%)
had used no contraception at the time of last sexual intercourse and two requested EHC after
sexual assault. Ninety three (62%) reported condom failure, 7 (5%) oral contraceptive pill failure.
Seventy five (50%) had used EHC before (range 1-10 times). Seventy one (47%) women reat-
tended within three months. Five (3.3%) of the 150 women were pregnant; none of these cases
had experienced nausea or vomiting whilst taking EHC. Side-effects were reported by 22 (31 %)
of the 71 patients who reattended. Nine (6%) women had been followed-up in the family planning
advisory clinic. Of the 71 women who reattended, 39 (55%) reported that their preferred future
method of contraception would be condoms. Of the 150 women 19 (13%) underwent tests for
sexually transmissible infections within one month of presentation.
Conclusions: EHC usage in this population was associated with a failure rate of at least 3.3% and
an overall side effect rate of 31 %. Despite requests for emergency contraception because of con-
dom failure many elected to continue using condoms as their preferred method of contracep-
tion. The majority of women (53%) did not return for follow-up or family planning advice, and
so we believe that future contraceptive plans must be addressed at the time EHC is prescribed.
(Genitourin Med 1996;72:217-219)
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Introduction
The Chief Medical Officer's annual report of
1990 estimated that almost half of all con-
ceptions were in some sense unwanted or
unintended. "The Health of the Nation", pub-
lished in 1992, highlighted sexual health as a
key area and one of its stated objectives was to
reduce the number of unwanted pregnancies.
However, in 1992, 160,495 pregnancies were
terminated in England and Wales.'
A recent survey found that 93% of women

requesting abortion would have preferred to
use emergency contraception to prevent an
unplanned pregnancy.2 One study has shown
that 40% of women attending for termination
of pregnancy had heard of emergency contra-
ception but did not know where to get it, and
another 30% were unaware of emergency con-
traception as an option.3 A further study con-
cluded that only 14% of women knew the
correct time interval following sexual inter-
course when the so-called "morning after pill"
could be used.4
Emergency contraception may be obtained

from general practitioners, some Accident and
Emergency departments and family planning
clinics. It has been reported that 98% of gen-
eral practitioners who responded to a survey
were willing to prescribe emergency contra-
ceptive pills and 45% of Accident and
Emergency departments reported prescribing
it often.5

Increasingly, genitourinary medicine clinics
are providing an integrated sexual health ser-
vice including family planning/contraception
and emergency hormonal contraception
(EHC). The open access, self referral system
operated by genitourinary medicine clinics
makes them ideally placed to provide EHC.
Between 1 January and 31 June, 1993, EHC
was prescribed to 53 women at our clinic; over
the first six months of 1994, 141 women
received EHC. In view of this increasing trend
and the fact that there had been no studies of
emergency contraception usage among this
population ofwomen we instituted the follow-
ing survey. The aim of this study was to exam-
ine the indications, usage and outcomes for
women prescribed EHC in our genitourinary
medicine clinic.

Methods
A prospective study of 150 consecutive
women who were prescribed emergency hor-
monal contraception EHC, (50 ug ethinyl-
oestradiol plus 500 jg norgestrel) at our
centre was carried out. Entry criteria were: (1)
the woman should have had unprotected sex-
ual intercourse no more than 72 hours prior to
presentation, (2) she should have had no other
episodes of unprotected sexual intercourse
since her last menstrual period and (3) she
should have no contraindications to treat-
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ment.0 These criteria for EHC prescription
were based on the history given by the woman;
no pregnancy tests were performed routinely.
The attending physician completed a ques-
tionnaire giving details of the woman's reason
for requesting EHC, parity, previous EHC
usage and contraceptive plans. EHC was pre-
scribed together with two doses of 5 mg
prochlorperazine to be taken thirty minutes
before each set of tablets. The woman was
given an information leaflet and an appoint-
ment to return to our joint Genitourinary
medicine and family planning advisory clinic
three weeks later. At follow-up a second ques-
tionnaire detailing side-effects and pregnancy
was completed. In those cases where the
woman did not return as planned, the notes
were reviewed three months later. No recall
procedure was instituted.

Results
The age range of the 150 women studied was
14-43 years (median 21). Seventy five (50%)
of the women reported using EHC before
(median once, range 1-10). Twenty four
(16%) of the women had previous full term
pregnancies and 34 (23%) had undergone
termination of pregnancy (median once, range
1-3). Of the 150 women surveyed, 100 (66%)
reported failure of contraceptive method.
Forty eight (32%) had used no contraception
and two women attended after sexual assault.
The median age of those women who had not
used contraception was not significantly differ-
ent from the group as a whole. Of 150 women
93 (62%) reported condom failure and seven
(5%) of 150 women recognised potential fail-
ure of their oral contraceptive pill (such as
concurrent use of broad spectrum antibiotics
or forgotten pills). Seventy five (50%) of the
women stated that their last sexual intercourse
had been with a regular partner (25 of whom
reported using no contraception at the time of
last sexual intercourse), 11 (7%) with a casual
partner and in 64 (43%) of cases this informa-
tion was not documented. Seventy eight of the
women had received EHC within 24 hours of
unprotected sexual intercourse, 35 between 25
and 48 hours, and 37 between 49 and 72
hours.

Fifty (33%) of 150 women attended for
follow-up within one month of initial presenta-
tion, of whom 9 (6%) attended the family
planning advisory clinic, as planned. A further
21 (14%) of the women returned to the clinic
between one and three months. Five of the 71
women who returned were pregnant (3.3% of
the total prescribed EHC); none of these cases
experienced vomiting whilst taking EHC. Two
of the pregnant women had been using no
contraception and two were at the mid point
of their menstrual cycle when given EHC.
Side-effects were reported by 22 (31%) of 71
women (10 nausea and vomiting, nine nausea,
five abdominal pain, one breast tenderness
and one described a panic attack). Twenty
four women stated that the period occurring
after taking EHC was abnormal, (six reported
increased menstrual flow, five decreased flow,

14 an early period and four a delayed period).
Women said that their preferred future
method of contraception would be condoms in
39 cases (51%), the oral contraceptive pill in
21 cases (14%), the diaphragm in one case,
the Depoprovera injection in one case and in
seven cases (10%) the woman was undecided
or considering starting a family.

Nineteen (13%) of 150 women underwent
screening for sexually transmissible infections
within one month of unprotected sexual inter-
course; no new infections were diagnosed.

Discussion
This study demonstrates an EHC failure rate
of at least 3.3 per 100 women per cycle which is
comparable with failure rates documented in
other populations.78 This may be an underes-
timate of the true rate in this group of women
as we cannot assume that all of those who
defaulted from follow-up were not pregnant.
We would recommend routine prescription of
an antiemetic with EHC as our study shows a
reduction in nausea and vomiting from an
expected 50%79 side effect rate to 27%. No
dystonic reactions to prochlorperazine were
described.

It is of some concern that one third of
women reported using no method of contra-
ception at the time of last sexual intercourse,
and that a third of women in stable relation-
ships who requested EHC used no contracep-
tion. Six of the 150 women returned for a
second prescription of EHC within three
months. It is of interest that another six of the
150 volunteered that they had stopped using
the oral contraceptive pill within the last
month; this finding has been noted in other
studies.3

Compliance with follow-up was poor
amongst this group of women although com-
parable with women using Accident and
Emergency departments to obtain EHC.'0
More successful follow-up has been reported
amongst family planning clinic attenders using
EHC.1" We were surprised that so many
women elected to continue using condoms as
their only method of contraception despite
earlier condom failure. Recent health educa-
tion promoting safer sex may account for this
finding. Only 6% of the women studied
attended the family planning advisory clinic at
our centre and so, perhaps, it is not surprising
that women returned requesting EHC again.
A recent survey of family planning practice has
shown that some clinics provide a woman with
the oral contraceptive pill at her first atten-
dance when requesting EHC."2 We were dis-
appointed that so few women were screened
for sexually transmitted infection despite giv-
ing a history of unprotected sexual inter-
course. However, many women may not have
perceived themselves to be at risk of sexually
transmitted infection as at least half reported
being in stable relationships. The clinician
may have felt it inappropriate to offer such a
screen at first presentation being unaware of
the high default rate.
As our study has shown that compliance
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with follow-up is poor, we believe that future
contraceptive plans and screening for sexually
transmitted infection must be considered at
the woman's first presentation as this may be
the only opportunity available to health care
professionals. A recent study of women
attending a London genitourinary medicine
clinic demonstrated that immediate provision
of contraceptive education, advice and sup-
plies is welcomed by clients.'3 We hope that
improved contraception services, including the
appointment of a dedicated family planning
nurse, will help to achieve these objectives at
our centre.

We thank the nursing staff of the Ambrose King Centre and Mr
D Webb, HIV Clinical Pharmacist, for their help in collecting
the data.
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