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Dermatologists prescribe teratogenic or potentially teratogenic medications to treat a variety of skin dis-
eases, including spironolactone for hormonal dysregulation in hidradenitis suppurativa or isotretinoin for
severe acne. Although contraceptive options are regularly discussed, dermatologists must also be familiar
with emergency contraceptive methods in the case that patients receiving teratogenic medications
engage in unprotected sexual intercourse and do not desire pregnancy. A lack of knowledge regarding
emergency contraceptive options may represent a practice gap for dermatologists.

� 2020 Published by Elsevier Inc. on behalf of Women’s Dermatologic Society. This is an open access
article under the CC BY-NC-ND license (http://creativecommons.org/licenses/by-nc-nd/4.0/).
Clinical problem

The rate of contraceptive use among women receiving terato-
genic medications is low, with one study documenting a contra-
ceptive provision rate of 28.6% (Stancil et al., 2016). This number
should be alarming to dermatologists, who are among the subspe-
cialists most frequently prescribing teratogenic medications, such
as isotretinoin, mycophenolate mofetil, and spironolactone
(Stancil et al., 2016). One study examining isotretinoin risk reduc-
tion counseling found that patients understood the teratogenicity
of isotretinoin but had less clarity about effective contraceptive
methods (Werner et al., 2014).

The most commonly used contraceptive regimen for patients on
iPLEDGE is condoms with oral contraceptive pills (OCPs), yet one
study found that 31% of women had intercourse at least once using
one or fewer forms of contraception, and 39% reported missing
pills in the previous month (Collins et al., 2014). Dermatologists
should be familiar with the various emergency contraception
(EC) options if they prescribe teratogenic medications, given the
possibility of a patient reporting unprotected intercourse in the
setting of inconsistent OCP use.
Therapeutic solution

EC options include the copper intrauterine device (IUD), oral
ulipristal acetate, and oral levonorgestrel (Cleland et al., 2014). A
copper IUD is the most effective EC option, with a <0.1% pregnancy
rate if inserted within 5 days after unprotected intercourse
(Cleland et al., 2014). Ulipristal acetate is available by prescription
as a single dose of 30 mg and results in a 0.9% to 2.1% pregnancy
rate if taken within 72 hours after unprotected intercourse
(Cleland et al., 2014). Oral levonorgestrel, which is available with-
out prescription, is taken as a single 1.5 mg dose and leads to a 0.6%
to 3.1% pregnancy rate when taken within 72 hours after unpro-
tected sex (Cleland et al., 2014). All EC pills should be taken as soon
as possible after unprotected intercourse.

First-line EC depends on patient factors and access. Women
who weigh >165 lbs should use levonorgestrel only if they have a
difficult time obtaining a ulipristal prescription or referral for
IUD placement; the pregnancy rate for women with a body mass
index of �30 kg/m2 who use levonorgestrel as EC is 5.8%, compared
with 2.6% for those who take ulipristal (Cleland et al., 2014). The
mechanism for decreasing hormonal contraceptive efficacy with
increasing body mass index has yet to be elucidated, but one phar-
macokinetic study demonstrated that, compared with their
normal-weight counterparts, obese women taking a low-dose
OCP containing levonorgestrel took a longer time to achieve
steady-state levonorgestrel concentration (Edelman et al., 2009).
There are no contraindications to EC use, and even women who
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are precluded from OCP use due to conditions such as migraines
can safely use EC. Women who use ulipristal while breastfeeding
should pump and discard their supply for 1 week afterward
(Cleland et al., 2014). Side effects of ECs are mild, limited to initial
cramping and heavier periods with copper IUD insertion and nau-
sea with levonorgestrel or ulipristal use (Cleland et al., 2014).

Women who do not choose the copper IUD for EC should be
offered a highly effective ongoing contraceptive method at the
time of EC prescription, such as depot medroxyprogesterone acet-
ate or the etonogestrel implant. Some dermatologists are trained to
insert implants (Collins et al., 2014), but IUD insertion requires
referral.
Conclusion

Dermatologists must be knowledgeable about various EC meth-
ods so that patients who report unprotected intercourse and do not
desire pregnancy may be promptly referred for a prescription or
IUD placement.
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