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ABSTRACT

BACKGROUND: Emergency contraception (EC) has many important indications. 
The aim of the study was to investigate the prevalence of use and knowledge 
about the correct use of EC among women referred for treatment at a university 
hospital in Brazil.

AIM: The aim of the study was to investigate the prevalence of use and knowledge 
about the correct use of EC among women referred for treatment at a university 
hospital in Brazil.

METHODS: Study Design: Cross-sectional study. Settings: The study was conducted 
with patients admitted to the Hospital de Clínicas de Porto Alegre (HCPA) from 
2009 to 2010. Patients: Sexually active women aged 18 to 50 years. Interventions: 
Patients answered a questionnaire on the use of and knowledge about EC. Main 
Outcome Measures: Primary outcome: prevalence of knowledge about correct EC 
use. Secondary outcome: prevalence of EC use. 

RESULTS: 134 patients participated in this study. 61.2% of women reported 
regular use of birth control pills, 18.7% of condoms, 9.0% of other methods, 
3.0% of intrauterine device, and 8.1% used no contraceptive method. As for EC, 
86.5% of interviewees reported having knowledge about the method, and 43.1% 
of these reported knowing how to use EC. However, only 12.0% of interviewees 
correctly reported how EC should be used. The prevalence of EC use in our 
sample was 19.4%. 

CONCLUSIONS: Although most interviewees reported having some knowledge 
about EC, only a small number were able to accurately describe its proper use. 
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In the United States, every year 1.7 million 
women have an unintended pregnancy due to 
contraceptive method failure, and another 1.9 
million due to nonuse of contraceptive methods. 
Also, approximately 1.6 million abortions per year 
are the result of unintended pregnancies (1).

There are no official data on unintended 
pregnancies in Brazil. It is likely, however, that 
the figures are not comparatively different from 
other countries. A study of 309 pregnancies in 
the city of Porto Alegre, southern Brazil, showed 
that only 22.0% of the pregnancies were planned 
(2). Abortion is illegal in Brazil. Therefore, the 
number of unintended pregnancies represents 
a public health care concern. Illegal abortion, 
for example, is a major cause of maternal 
death in Brazil. Emergency contraception 
(EC) is one of the strategies that can be used 
to reduce unintended pregnancies and their 
consequences.

EC is indicated in the event of unprotected sexual 
intercourse or in cases of possible contraceptive 
method failure (misuse of oral contraceptives or 
condom breakage). EC also plays a very important 
role in cases of sexual assault, as it may be the 
only way to protect the victim from an unwanted 
pregnancy (3).

During the 1970s, Canadian gynecologist Albert 
Yuzpe described the first EC method. The method 
consisted of taking 100 µg of ethinylestradiol 
and 0.5 mg of levonorgestrel in two doses within 
72 h of unprotected sexual intercourse (4,5). 
Studies have shown that the method maintains its 
efficacy for up to 120 h after sexual intercourse 
(6). The effectiveness of the Yuzpe regimen is 
approximately 75.0% (7). However, side effects 
such as nausea, vomiting, fatigue, abdominal 
pain and menstrual irregularities limit the use of 
this method (3,8).

Progestogen has shown more effectiveness 
and efficacy than the Yuzpe regimen. The method 
consists of taking 1.5 mg of levonorgestrel 
in a single dose, or in two doses of 0.75 mg. 
The administration should be carried out as soon 
as possible after unprotected sexual intercourse 
(preferably within 72 h, but no later than 120 h) (9). 
Progestogen is currently the preferred EC method. 
In addition to being more effective, it causes 
fewer side effects than the Yuzpe regimen (10). 
Progestogen also offers no risk for patients with a 
history of thromboembolism (11).

Misconceptions on the part of health care 
professionals may interfere with the use of EC. 

One misconception is that EC is an abortion 
method and that, by indicating its use, health 
care professionals would be encouraging the 
practice of unprotected sexual intercourse. 
Another obstacle to the use of EC is the lack 
of adequate resources in health care services, 
which may interfere directly with the availability 
of emergency contraceptives, especially in 
developing countries.

The literature on EC shows that couples 
who have knowledge about EC and access to 
emergency contraceptives are more likely to use 
EC. However, there are a large number of patients 
who do not understand how EC works or the risks 
and benefits involved (12). Therefore, studies are 
needed to further investigate individuals’ actual 
knowledge of EC and correct EC use.

The aim of this study was to assess the level 
of knowledge about EC among sexually active 
women referred for treatment at a university 
hospital in southern Brazil. The study also aimed to 
assess the prevalence of EC use and knowledge 
about correct EC use.

METHODS

A cross-sectional study was performed with 
sexually active women of reproductive age who 
consecutively attended the outpatient clinic of the 
Department of Obstetrics and Gynecology of the 
Hospital de Clínicas de Porto Alegre, a tertiary 
referral center. The primary outcome was the 
level of patient information about EC use. The 
secondary outcome was the prevalence of EC use 
among the patients studied.

The sample included sexually active women 
aged 18 to 50 years admitted to the Hospital de 
Clínicas de Porto Alegre from 2009 to 2010. 
Patients with hearing, speech or mental disorders 
were excluded. This research was approved by 
the institutional review board and by the Ethics 
Committee of the Hospital de Clínicas de Porto 
Alegre (#08299).

Patients were invited to participate and those 
who accepted signed an informed consent form. 
The questionnaire included the following topics: age, 
years of schooling, age at menarche, contraceptive 
method used and regularity of use, condom use, 
previous pregnancies, knowledge about EC and 
previous use of the method. The appropriate use 
of EC was evaluated by the interviewers. Patients 
were asked about dosage, administration and time 
at which EC should be administered after sexual 
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intercourse. Correct EC use was defined as oral 
intake of one pill on a day (one dose of 1.5 mg of 
levonorgestrel) or two pills at a 12-h interval (two 
doses of 0.75 mg of levonorgestrel) any time after 
intercourse until five days after sexual intercourse. 
Data were collected by medical students. After the 
interview, patients were offered a brochure with 
information about EC.

Data were stored in a Microsoft Excel database. 
Statistical analysis was performed using the 
Statistical Package for the Social Sciences 
(SPSS) version 18.0 (SPSS Inc., Chicago, IL). 
Numerical variables were expressed as mean 
and standard deviation and all other variables 
as absolute and relative frequencies. Numerical 
variables were compared using Student’s t test. 
Categorical variables were analyzed using the 
chi-square test. Results showing p<0.05 were 
considered significant.

For an expected prevalence of knowledge about 
EC of 85.0% (arbitrated by the authors), within a 
6.0% error margin, 95.0% confidence interval and 
p<0.05, we estimated that a minimum sample size 
of 130 patients would be needed.

RESULTS

A total of 134 patients participated in the study, 
with mean age of 27.61 ± 6.67 years (age range, 18–

47 years). Mean schooling was 9.21 ± 3.29 years. 
Approximately 32.0% of interviewed patients had 
finished high school and only 11.6% had obtained 
a university degree.

The prevalence of different contraceptive 
methods used by patients (n=134) was 61.2% 
for combined oral contraceptives, 18.7% for 
condoms, 3.0% for intrauterine device, and 
9.0% for other methods; 8.1% of patients used 
no contraceptive method. Of 123 patients who 
used contraceptive methods, 121 reported 
systematic use of the method, as follows: 65.3% 
reported regular use of the contraceptive method; 
24.6% reported irregular use; and 10.1% sporadic 
use (less than 30.0% of the time). Contraceptive 
methods were prescribed by a physician in 75.6% 
(93/123) of cases. When asked about concomitant 
condom use, 50.0% of patients reported that 
they did not use condoms concomitantly with 
the contraceptive method. Only 9.7% of patients 
reported concomitant use of condoms and the 
regular contraceptive method.

As for years of schooling, there was a statistically 
significant difference between women who used 
oral contraceptives and women who used other 
contraceptive methods (p=0.019) (Figure 1).

The prevalence of EC use in our sample was 
19.4%. Of the total sample (n=134), 86.5% of 
patients reported that they had heard about EC, 

Figure 1: Years of schooling and use of oral contraceptives (n=75) versus other contraceptive methods (n=38) (p=0.019).
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and 43.1% of these (50/116 patients) reported that 
they knew how to use it. However, only 12.0% of 
patients were able to correctly report how the EC 
method should be used.

There was a statistically significant difference 
in mean years of schooling between patients who 
correctly and those who incorrectly described EC 
use, 11.14 ± 3.64 vs. 9.0 ± 3.19 years, respectively 
(p=0.025).

Age at menarche and age at first sexual 
intercourse, number of (planned and unplanned) 
pregnancies and number of partners are shown in 
Table 1. Prevalence of unplanned pregnancy among 
patients who reported regular use of contraceptive 
methods was 59.5% (47/79), being lower than that 
observed among patients who reported irregular 
use of contraceptive methods (76.2%, 32/42) 

(p=0.103). There was no statistically significant 
difference between these two groups.

Patients were asked about the amount of time 
that could elapse between unprotected sexual 
intercourse and effective use of EC to prevent 
pregnancy. Of the total sample (n=134), 49.1% 
answered 24 h, 17.2% 72 h, 8.2% 6 h, and only 
3.4% answered that EC could be used within 5 
days following unprotected sexual intercourse. 
Approximately 22.0% of patients reported that they 
did not know the answer to the question.

Responses to the question about EC use 
revealed that 66.6% of patients who had never 
used EC (n=108) would have used this method 
if they had known more about it. Of 116 patients 
who reported that they had heard about EC, 
58.6% reported that they had obtained information 

Table 1: Demographic data, gynecological history and information on contraceptive methods used.
Mean ± SD n (%)

Age (years) 26.61 (± 6.67)

Menarche age (years) 12.00 (± 1.68)

Age at first sexual intercourse (years) 16.00 (± 1.86)

Schooling (years) 9.21 (± 3.29)

Number of partners per patient 3.30 (± 2.80)

Number of pregnancies per patient per patient 2.18 (± 1.66)

Number of planned pregnancies per patient 1.11 (± 1.12)

Number of unplanned pregnancies per patient 1.15 (± 1.17)

Contraceptive method in use (n=123)

Combined oral contraception 75 (61.2%)

Condom 23 (18.7%)

Intrauterine device 4 (3.0%)

Other methods (hormonal injection, adhesive) 11 (9.0%)

Did not use contraceptive method 9 (8.1%)

Use of the contraceptive method (n=121)

Regular 79 (65.3%)

Irregular 30 (24.6%)

Sporadic (use less than 30%) 12 (10.1%)

Concomitant use of condoms (n=123) 12 (9.7%)

Regular 26 (21.6%)

Irregular 23 (18.7%)

Single use 62 (50.4%)

Do not use

Have received enough information about the method in use

Yes 88 (65.8%)

No 46 (34.2%)
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about EC from friends and 8.6% from doctors. 
The remaining answers indicated that patients 
obtained information from parents, pharmacists, 
and drugstore attendants.

DISCUSSION

Currently, there are over 50 types of EC. Most 
EC methods consist of taking progestogen pills. In 
Latin America, 15 out of 18 countries have included 
the use of EC in their family planning programs 
(preventing unintended pregnancies) and sexual 
assault laws (13). 

Since 2010, EC has been made available 
in over 140 countries around the world, being 
available over the counter in about 50 of these 
countries (14). Unfortunately, in most countries, 
including Brazil, EC is only available to the public 
through health care services. Moreover, several 
health care professionals, from public and private 
services alike, are still poorly informed about EC 
methods (15,16). Recent data indicate that women 
are increasingly seeking to use EC. In 2002, in the 
United States, 4.0% percent of women reported 
using the method at least once. Between 2006 and 
2008, that number increased to 10.0% (17).

Pharmacists can dispense Emergency 
contraceptive pills. However, knowledge and 
attitudes of the pharmacy personnel regarding 
EC may affect access to the methods as well 
as their use and availability (13). Studies have 
shown that lack of knowledge about and negative 
attitudes toward EC among pharmacy personnel 
and health care professionals may hinder access 
to EC (18,19).

It has been previously demonstrated that one 
in every five doctors hesitates before providing 
information about this method to sexually active 
adolescents (20). In our study, of 116 patients 
who had been given information about EC, only 
8.6% obtained such information from their doctors, 
even though over 75.0% of the participants 
using contraceptive methods (n=123) were given 
prescriptions for other contraceptive methods 
on a regular basis. Our data show regular use 
of contraceptive methods in the population 
(hormonal contraceptives and condoms). 
Yet these methods may fail. Inadequate use or 
failure of a contraceptive method, in addition to 
unprotected sexual intercourse, may contribute 
to the incidence of unintended pregnancies. 
In the present study, despite the regular use of 

contraception in 65.3% of patients, there were 
59.5% of unintended pregnancies. The number 
of unintended pregnancies was high even 
among interviewees who reported regular use of 
contraception, suggesting contraceptive misuse.

From 1996 to 2006, in Brazil, contraceptive 
use by women increased from 78% to 81% among 
married women aged 15–49 years, mostly due 
to increased use among lower-income women 
(21). In our study, there was a significant difference 
in the level of education of patients using oral 
contraceptives as compared to that of patients 
using other methods. This result highlights the 
importance of prescribing contraceptive methods 
that are easy to use for patients with lower levels of 
education. We found a strong relationship between 
patients with more years of schooling and correct EC 
use, as previously shown by Cayan and Karaçam 
(22). This result supports the notion that EC use 
depends not only on medical prescription and 
supply, but also on the patient’s level of education. 
In the Brazilian Unified Public Health System 
(SUS), EC is provided at no cost to the patient, but 
a prescription is required — a requirement that has 
been seen as a limiting factor for obtaining EC in 
the SUS. However, in Brazilian drugstores, it can 
be obtained without prescription for approximately 
USD 3.6-9.2 (although the package is marked 
with a red label indicating that a prescription is 
required). Easy access to contraception (including 
EC) could help, among other things, to reduce 
unsafe abortion practice (23).

In Turkey, of 1,298 patients, 18.1% had 
knowledge about EC and 73.6% were able to 
accurately describe how it should be used. Most 
patients learned about the method in health care 
centers. This indicates that information available 
from health care services may improve the correct 
use of EC. There was no relationship between 
years of schooling and having information 
about EC (24). This finding is different from our 
results, in which the average number of years of 
schooling was related to access to information. 
Similar to our results, Goicolea and San 
Sebastian (25) showed a significant difference 
related to level of education. There were twice 
as many unwanted pregnancies among illiterate 
women than in those with over nine years of 
schooling (24). In southern Brazil, low maternal 
education showed no significant correlation with 
unintended pregnancies after adjusting for other 
socioeconomic and demographic variables (26).
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Although a high percentage of our patients 
reported that they had knowledge about EC, most 
of them were unable to accurately describe how EC 
should be used. There is a lack of information about 
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right of women. All women of reproductive age and 
at risk of unintended pregnancy should be granted 
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in contraception prescribing and counseling, easier 
access to health care services and educational 
programs are some of the actions that remain to be 
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