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who have had 1 act of un-
• ̂ protected intercourse in the previous 72
• jjpurs, is levonorgestrel as effective as
: combined oral contraceptives (Yuzpe
: ;regiinen) for preventing pregnancy?

Design
••••Randbmised, double-blind, controlled
••'•.. tiiai-with follow-up to next menstrual
... cycle or diagnosis of pregnancy.

Setting
Centres in 21 cities in 14 countries.

patients
• :i998 healthy women (mean age 27 y)
: with regular 24- to 42-day menstrual

:• cycles who had had 1 act of unprotected
• intercourse in the previous 72 hours.
Women who had recently used hor-

,:monal contraception or had recently
:: ;been pregnant were included if they had
•had > 1 cycle of normal length. Exclu-

.-. sion criteria were breastfeeding, use of
hormonal contraception within die cur-
rent menstrual cycle, contraindications
••to hormonal contraception, or uncer-

.Commentary
; Emergency contraception is important in any

modem fertility regulation programme. Until
now, the Yuzpe method has been the most
'widely used hormonal method, although it
causes unpleasant side effects in many users.
An alternative method with fewer side effects
would be welcome, and evidence of greater
•efficacy is a bonus. The World Health Orga-
nization (WHO) Task Force trial was large,
well designed, and carefully executed. Follow-

:. up rates were excellent The randomised con-
trolled trial design, with its reduced likelihood
°f bias or confounding, provides strong evi-
dence that die levonorgestrel method of emer-
gency contraception is superior to the Yuzpe
method in efficacy and die side-effect profile.

Manufacturers need to respond to this evi-
dence; the strength of most commonly avail-

tainty about the date of menses in the
previous cycle. Follow-up was 98%.

Intervention
Women received 2 tablets of identical
appearance that contained either levo-
norgestrel, 0.75 mg, plus placebo
(n - 1001), or ethinyloestradiol, 50 fig,
plus levonorgestrel, 0.25 mg (Yuzpe
regimen, n = 997). Women took the first
dose under supervision at die clinic and
the second dose at home 12 hours later.
A third dose was provided in case of
vomiting within 4 hours of taking a dose.

Main outcome measures
Unintended pregnancy. Side effects
were recorded in a diary.

Main results
Fewer women in the levonorgestrel
group than in the Yuzpe group had un-
intended pregnancies {P = 0.002}*; the
earlier the treatment was given, the
more effective it was (Table). Levo-

norgestrel led to less nausea (23% vs
51%, P< 0.01), vomiting (6% vs 19%,
P < 0.01), dizziness (11% vs 17%,
P < 0.01), and fatigue (17% vs 29%,
P < 0.01) than did the Yuzpe regimen.

Conclusions
In women who had had 1 act of unpro-
tected intercourse in the previous 72
hours, levonorgestrel was more effec-
tive man. combined oral contraceptives
for preventing pregnancy and led to less
nausea, vomiting, dizziness, and fatigue.
The earlier the treatment was given, the
more effective it was.
Sources of funding: World Health Organiza-
tion and Gedeon Rkhter, Budapest (drugs).
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*P value calculated from data in article.

Levonorgestrel (Lev) vs ethinyloestradiol plus levonorgestrel (Yuzpe) for
emergency contraception after 1 act of unprotected intercourset

Treatment interval

All intervals
< 24 h after coitus
25 to 48 h after coitus
49 to 72 h after coitus

Pregnancy races
Lev

1.1%
0.4%
1.2%
2.7%

Yuzpe

3.2%
2.0%
4.1%
4.7%

RRR(95%CI)

64% (3 Ho 82)
77% (8 to 94)
71% (1.7 to 90)
43% (-68 to 80)

NNT (CI)

50 (30 to 127)
66(31 to 875)
35 (19 to 182)

Not significant

•[Abbreviations defined in Glossary; RRR, NNT, and CI calculated from data in article.

able levonorgestrel tablets (30 jig or 37.5 |ig)
requires women to take 40 or 50 tablets,
which adds inconvenience and cost to the
troubles of women worried about possible
pregnancy (1). Family planning providers,
on the other hand, need to respond to
evidence that, irrespective of hormonal
method used, the earlier the treatment is
started, the better the results. Treatment
should ideally start within 24 hours of un-
protected intercourse. Shortening die time
between exposure and treatment would
probably require novel methods of distribu-
tion, such as by nurses, retail pharmacists (2),
or other nonmedical personnel. Alterna-
tively, women might be given a supply of
emergency contraceptives to use if their
regular method fails. Couples who rely on

barrier methods may find this particularly
helpful. In the WHO study, 44% of women
sought treatment because of a barrier failure.
Such approaches have been found to increase
the use of emergency contraception without
reducing the use of other contraceptives (3).

Philip Hmnaford, MD
RCGP Centre for• Primary Care Research

and Epidemiology
Aberdeen, Scotland, UK
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