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Emergency contraception has been called “the best-kept 
secret” in reproductive health because, despite its unique 
potential for helping women prevent pregnancies and 
fulfill their reproductive intentions, rates of use and of 
counseling about the method are quite low.1 Since the in-
troduction of dedicated emergency contraceptive pills in 
the mid-1990s, there has been relatively little research into 
the success of their introduction and uptake in developing 
countries. This lack of analysis on the use of emergency 
contraception has meant that little guidance is available 
about concrete strategies to expand access to the method. 
Even in such countries as Mexico, Kenya and Nigeria, 
which receive significant investment from donors, NGOs 
or governments for expanding access, relatively little 
documentation of programmatic strategies or evaluation 
of their impact exists. Most studies that assess patterns of 
emergency contraception knowledge and use in develop-
ing countries have been conducted on limited, nonrandom 
samples, rather than on population-based data. Studies in 
Ghana, Jamaica and Kenya sampled women purchasing 
the method in pharmacies,2–4 while studies in Honduras, 
Mexico, Egypt and China sampled women at health care 
facilities.5–10 Exceptions include population-based studies 
from individual cities in Nigeria and Kenya.11,12 The limited 

data available indicate that women with the highest rates 
of knowledge or use of emergency contraception are those 
with higher levels of education;2,5–8,11 those living in urban 
regions;6 and those who currently use,7,8,10 or have ever 
used,11 a modern contraceptive.

Because most existing studies are limited in their gener-
alizability, we addressed gaps in knowledge by analyzing 
nationally representative data on emergency contracep-
tion from 45 countries in Africa, Asia, Europe and West 
Asia, and Latin America and the Caribbean. We investigate 
the proportion of women who have heard of emergency 
contraception and the proportion of sexually experienced 
women who have used it, and examine individual-, house-
hold- and community-level characteristics associated with 
having heard of or used the method. We hypothesize that 
more highly educated, wealthier, younger and urban wom-
en may have higher odds of having heard of and having 
used emergency contraception than other women. 

METHODS

Data and Sample
Data used in this analysis come from Demographic and 
Health Surveys (DHS), population-level household sur-
veys that provide high-quality data for a wide range of 
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models because of the lack of variability in educational 
achievement in these countries. In preliminary analyses, 
we tested differences by religion but found few significant 
differences and therefore eliminated religion indicators to 
achieve more parsimonious models and increased compa-
rability across countries.

RESULTS

Global and Regional Overview
The proportion of women who had heard of emergen-
cy contraception was highest in Colombia (66%) and 
Ukraine (49%) and lowest in Chad (2%) and Timor-Leste 
(3%; Table 1). Among women who had ever been sexually 
active, the proportion reporting having ever used emer-
gency contraception ranged from less than 0.1% in Chad 
to 12% in Colombia.

Knowledge and use of the method varied consider-
ably within regions. In Africa, awareness of emergency 
contraception ranged from 2% (Chad) to 40% (Kenya), 
and among sexually experienced women, the proportion 
who reported ever having used emergency contraception 
ranged from less than 0.1% (Chad) to 4% (Ghana). In 
Asia, the proportion of women who had heard of emergen-
cy contraception ranged from 3% (Timor-Leste) to 29% 
(the Maldives), and usage rates among ever–sexually active 
women ranged from 0.1% (Cambodia, Nepal and Timor-
Leste) to 0.9% (Pakistan). In Europe and West Asia, the 
proportion of women who had heard of emergency con-
traception ranged from 5% (Azerbaijan) to 49% (Ukraine), 
and rates of use among ever–sexually active women 
ranged from less than 1% (Azerbaijan) to 6% (Ukraine). 
And in Latin America and the Caribbean, the proportion 
of women who had heard of emergency contraception 
ranged from 13% (Haiti) to 66% (Colombia), and rates of 
use among ever–sexually active women ranged from less 
than 1% (Haiti) to 12% (Colombia).

Africa
•Knowledge and women’s characteristics. Compared with 
currently married women, never-married women had 
lower odds of having heard of emergency contraception 
in eight of 24 countries (odds ratio range, 0.5 in Mali to 
0.8 in Namibia), while formerly married women had el-
evated odds of having heard of it in two of 24 countries, 

indicators related to population, health and nutrition. For 
our analysis, we used data from the 45 countries whose 
most recent survey occurred between 2000 and 2012 and 
included information on emergency contraception.* Since 
1999, questions about emergency contraception have 
been included in the women’s questionnaire, which is typi-
cally administered to all women aged 15–49 and contains 
questions related to fertility, sexual behavior and family 
planning. In some countries in our analysis, however, only 
ever-married women are asked fertility- and sex-related 
questions (Egypt, Indonesia, Jordan, the Maldives, Paki-
stan and Turkey). Analyses of knowledge of emergency 
contraception included the full sample of respondents 
to whom the women’s questionnaire was administered, 
while analyses of emergency contraception use included 
only women who reported ever having had sex.

Measures
The primary outcomes of interest in this study were 
women’s having heard of and having ever used emergency 
contraception. DHS interviewers first asked women what 
methods of family planning they had heard about. They 
then asked about specific methods not spontaneously 
mentioned by the woman, using locally known terms. 
Emergency contraception was referred to as the “morn-
ing-after pill” and by locally available brand names. For 
each method for which the woman indicated knowledge, 
including emergency contraception, the respondent was 
then asked whether she had ever used that method.

The independent variables used in this analysis were 
individual-level characteristics (age, marital status and 
educational attainment), household-level wealth and com-
munity-level characteristics (urban or rural location and 
region). Marital status was categorized as currently mar-
ried (or in union), never married and formerly married 
(widowed, divorced or separated). Age was categorized 
in five-year increments, beginning with 15–19. Education 
was broken into less than primary (no education or incom-
plete primary education), complete primary, and some 
secondary or higher education. Household wealth was di-
vided into quintiles (poorest, poor, middle, rich, richest).†

Statistical Analysis
We described percentages of women reporting knowledge 
and use of emergency contraception by country and sam-
ple characteristics.To investigate characteristics indepen-
dently associated with having heard of and having used 
emergency contraception, we ran country-specific multi-
variate logistic models, using knowledge and use of the 
method as separate outcome variables and controlling for 
all individual-, household- and community-level variables.‡ 
Appropriate sample weights were used, and all analyses 
accounted for complex survey design. We combined cat-
egories of independent variables where rates of usage were 
too low in any one category (see tables for details). In the 
cases of Armenia, Moldova and Ukraine, it was not pos-
sible to include education in the multivariate regression 

*Although data from Congo-Brazzaville met the criteria for inclusion, 
they were not used because of issues with credibility of the estimates 
of reported knowledge and use of emergency contraception. Rates of 
knowledge and use were two and 10 times as high, respectively, as the 
average rates from other African countries, with the reported usage 
rate nearing that of such developed countries as the United States and 
France.

†Wealth indicators were not available in the DHS data for Nicaragua, 
so we created our own using a household standard of living score that 
combined measures for assets and amenities using principal compo-
nents analysis (source: Filmer D and Pritchett LH, Estimating wealth ef-
fects without expenditure data—or tears: an application to educational 
enrollments in states of India, Demography, 2001, 38(1):115–132).

‡Rates of emergency contraception use were too low to analyze indi-
vidually in logistic regression models in Azerbaijan, Cambodia, Chad, 
Egypt, Guinea, Nepal, Niger, Rwanda, Senegal, Timor-Leste and Uganda.
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women with less than a primary education, those who 
had completed primary school were more likely to know 
about emergency contraception in four countries (range, 
1.3 in the Maldives to 1.8 in Nepal), and those with some 
secondary or higher education were more likely to know 
about emergency contraception in all Asian countries stud-
ied (range, 1.5 in Cambodia to 3.1 in Nepal). The propor-
tion of women who had heard of the method generally 
rose with wealth, but the relationship was very weak in 

Benin (1.4) and Liberia (1.9; Web Appendix Tables 1 and 
2); see www.guttmacher.org/pubs/journals/40007914.
pdf. In Swaziland, however, never-married women were 
significantly more likely than currently married women 
to have heard of the method (1.5).

Generally, older women were more likely than 
15–19-year-olds to be aware of emergency contraception, 
especially in Southern Africa and Egypt, although there 
was no relationship between knowledge and age in Liberia. 
Odds ratios ranged from 1.4 among 30–34-year-olds in Na-
mibia to 4.9 among 35–39-year-olds in Chad. Having heard 
of emergency contraception was positively associated with 
education: Odds ratios ranged from 1.2 in Malawi to 6.4 
in Chad for those who had completed primary school and 
from 1.6 in Ghana to 10.4 in Chad for those who had had 
some secondary or higher education, compared with those 
who had had less than a complete primary education. The 
odds of having heard of emergency contraception also in-
creased with wealth for most African countries, though the 
difference was small in some, and no differences by wealth 
status existed in Mali and Niger. Knowledge of emergency 
contraception was significantly higher among women in 
urban areas than among those in rural areas in Democratic 
Republic of Congo (1.6), Madagascar (1.3) and Niger (3.4); 
in Chad, that association was reversed (0.3).
•Use and women’s characteristics. Among women who had 
ever had sex, use of emergency contraception generally in-
creased with education: Compared with women with less 
than a primary education, those with some secondary or 
higher education had elevated odds of use in 12 of the 17 
countries analyzed according to this outcome (range, 1.7 
in Cameroon to 5.7 in Swaziland; Web Appendix Tables 
3 and 4). The relationship between wealth and use of the 
method was much less pronounced than that between 
wealth and knowledge. In 10 African countries, there 
were no differences in use of emergency contraception by 
wealth, and in the seven countries with significant differ-
ences, only women in the top or top two wealth categories 
had higher odds of having used emergency contraception 
than those in the poorest category. In three countries, 
women in urban areas were more likely to have used the 
method than those in rural areas (range, 2.8 in Madagas-
car to 6.9 in Burkina Faso).

Asia
Unmarried women in Indonesia, the Maldives and Paki-
stan were not asked about contraceptive knowledge and 
use. In the other five Asian countries in our sample, com-
pared with married women, never-married women were 
less likely to know of emergency contraception in three 
countries (odds ratio range, 0.01 in Nepal to 0.6 in Timor-
Leste) and more likely to know about it in the Philippines 
(1.4; Web Appendix Table 5). Older women were more 
likely than 15–19-year-olds to know of emergency contra-
ception, except in Nepal, where there were no differences, 
and in the Maldives, where only 45–49-year-olds had el-
evated odds of having heard of it (1.4). Compared with 

TABLE 1. Number and proportion of all women aged 15–49 who had heard of emer-
gency contraception, and number and proportion of sexually experienced women in 
that age-group who had ever used the method, by region and country

Country (survey year) All women Sexually experienced 
women

N % heard of 
method 

N % ever used 
method 

Africa
Benin (2006) 17,664 10.9 14,756 1.0
Burkina Faso (2003) 12,466 9.4 10,200 0.5
Cameroon (2004) 10,604 18.5 8,889 3.0
Chad (2004) 6,083 1.6 5,120 <0.1
DRC (2007) 9,958 11.1 8,201 1.3
Egypt (2008)* 16,507 5.6 16,507 0.1
Ghana (2008) 4,876 35.1 3,877 3.5
Guinea (2005) 7,917 3.8 6,615 0.3
Kenya (2008–2009) 8,424 40.1 6,479 2.1
Liberia (2007) 7,045 12.8 6,246 3.4
Madagascar (2008–2009) 17,346 10.0 14,930 0.6
Malawi (2010) 22,929 34.9 18,607 0.9
Mali (2006) 14,518 9.2 12,109 0.3
Namibia (2006–2007) 9,738 20.4 7,482 2.0
Niger (2006) 9,195 3.4 7,515 0.1
Nigeria (2008) 33,141 15.2 26,319 3.4
Rwanda (2005) 11,294 7.7 7,536 0.1
Sao Tome and Principe (2008–2009) 2,613 17.5 2,190 0.5
Senegal (2005) 14,546 9.5 10,025 0.2
Sierra Leone (2008) 7,358 6.2 6,098 1.3
Swaziland (2006–2007) 4,960 25.5 3,740 3.4
Uganda (2006) 8,510 13.5 6,991 0.4
Zambia (2007) 7,138 9.3 5,744 0.6
Zimbabwe (2005–2006) 8,872 14.9 6,708 1.9

Asia
Cambodia (2005) 16,805 4.8 11,237 0.1
India (2005–2006) 124,151 10.7 91,009 0.2
Indonesia (2007)* 32,788 6.3 30,702 0.3
Maldives (2009)* 6,995 28.7 6,459 0.6
Nepal (2006) 10,542 5.2 8,500 0.1
Pakistan (2006–2007)*,† 10,005 17.7 10,005 0.9
Philippines (2008) 13,544 9.6 9,448 0.4
Timor-Leste (2009) 13,137 3.2 8,243 0.1

Europe and West Asia
Albania (2008–2009) 7,584 28.2 5,392 3.3
Armenia (2005) 6,538 15.4 4,506 1.3
Azerbaijan (2006) 8,427 4.6 5,680 0.5
Jordan (2007)*,† 10,876 20.4 10,876 1.0
Moldova (2005) 7,401 37.9 5,874 3.8
Turkey (2003)*,† 8,035 16.0 8,035 0.6
Ukraine (2007) 6,808 48.5 5,719 5.8

Latin America and the Caribbean      
Bolivia (2008) 16,892 28.2 13,267 2.0
Colombia (2010) 53,521 66.2 43,951 12.2
Dominican Republic (2007) 26,880 45.1 21,630 3.4
Haiti (2005–2006) 10,750 13.2 8,502 0.4
Honduras (2005–2006) 19,890 34.8 15,278 1.5
Nicaragua (2001) 13,041 21.3 9,987 1.5

*Ever-married women only. †Information about ever having had sex not available; use category includes all 
ever-married women. Note: DRC=Democratic Republic of Congo.
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Latin America and the Caribbean
In this region, compared with currently married women, 
never-married women were more likely to have heard of 
the method in Bolivia (odds ratio, 1.7) and Colombia (1.2) 
and less likely to have done so in the Dominican Republic 
(0.8) and Haiti (0.5; Web Appendix Table 7). Increasing 
age was positively associated with having heard of emer-
gency contraception, though this relationship was rela-
tively weak in Nicaragua. Compared with women with less 
than a primary education, those with a complete primary 
education were more likely to have heard of the method 
(1.3–1.4 for each of the four countries showing a signifi-
cant association), as were those with some secondary or 
higher education (range, 2.0 in Haiti to 3.6 in Bolivia). 
There was a clear positive relationship between wealth 
and knowing of emergency contraception, except in Haiti, 
where only the women in the two richest wealth quintiles 
had elevated odds of having heard of the method. Only 
in the Dominican Republic and Nicaragua were women in 
urban areas more likely than those in rural areas to have 
heard of it (1.2 and 1.3, respectively).

The odds of having ever used emergency contraception 
were generally higher among sexually experienced never-
married women (odds ratio range, 1.8 in Honduras to 2.2 
in Colombia) and formerly married women (range, 1.4 in 
the Dominican Republic to 3.5 in Haiti) than among cur-
rently married women. There was little difference in use 
by age in Haiti and none in Honduras, while in Bolivia 
and Colombia, women aged 20–24 were more likely than 
15–19-year-olds to have used emergency contraception 
(2.5 and 1.5, respectively). Women aged 25–29 had ele-
vated odds of having used the method in Bolivia (2.0); in 
Colombia, the Dominican Republic and Nicaragua, how-
ever, women in some older age-groups were less likely than 
those aged 15–19 to have used it. Women who had com-
pleted a primary education were more likely than those 
who had not to have used emergency contraception in 
Bolivia (2.7), and in all countries except Haiti and Nicara-
gua, women with some secondary or higher education had 
elevated odds of having used it (range, 2.1 in Bolivia to 2.7 
in Colombia). Use of the method increased with wealth in 
Colombia and Honduras, but only the richest women were 
more likely than the poorest to have used it in Bolivia, the 
Dominican Republic and Haiti. There were no differences 
in this region in use by urban or rural residence.

DISCUSSION

Overall, rates of having heard of or used emergency contra-
ception were low in the countries studied. In 36 of the 45 
countries, the rate of use was less than 3% among women 
who had ever had sex. This evidence is contrary to claims 
in some settings that use of the method is widespread. For 
instance, media reports of overuse in India and Kenya are 
not supported by the relatively low levels of use we found 
in those countries.13–15

Rates of emergency contraception use in the countries 
studied were generally much lower than in countries 

the Maldives. Only in India were urban women more likely 
than rural women to have heard of emergency contracep-
tion (1.2).

In Asia, there were no differences by marital status in the 
odds of having ever used emergency contraception. Sexu-
ally experienced women aged 25–39 were more likely than 
those aged 15–19 to have used the method in India (odds 
ratios, 5.9–6.0), but in the Philippines, women aged 20–24 
(0.1), 35–39 (0.2) and 45–49 (0.2) were less likely than 
those aged 15–19 to have used it. Increased education was 
associated with use only in India, where those who had 
completed primary school (2.1) or had some secondary 
or higher education (1.7) were more likely to have used 
emergency contraception than those who had less than a 
primary education. Use was associated with wealth only in 
India and Pakistan, and there were no differences in use by 
urban or rural location.

Europe and West Asia
Knowledge varied by marital status only in Armenia, 
where never-married women were less likely than married 
women to have heard of the method (odds ratio, 0.6; Web 
Appendix Table 6). Compared with those in the youngest 
age-group (the definition of which varied by country), old-
er women were more likely to have heard of the method in 
all study countries except for Turkey, where women aged 
30–34 had reduced odds of having heard of the method 
(0.7). Differences by educational status were not assessed 
for Armenia, Moldova and Ukraine, but in Albania, Jor-
dan and Turkey, women with some secondary or higher 
education were more likely than those with less than a 
primary education to have heard of emergency contracep-
tion (range, 1.4 in Jordan to 3.0 in Albania). The odds of 
having heard of the method increased with household 
wealth in Albania, Armenia, Azerbaijan, Moldova, Turkey 
and Ukraine, but not in Jordan. There were no differences 
in knowledge of emergency contraception by urban or ru-
ral location.

Among sexually experienced women, those who had 
never been married were more likely than currently mar-
ried women to have ever used emergency contraception in 
three countries (range, 1.8 in Ukraine to 25.7 in Armenia); 
formerly married women were more likely to have used 
the method in Ukraine only (1.9). Only in Jordan was age 
strongly associated with use: Compared with women aged 
15–24, older women had odds of use ranging from 12.1 
to 28.8. In Jordan, women who had completed primary 
school were less likely to have used emergency contra-
ception than those who had not (0.1), and there were no 
differences by education level in Albania or Turkey; differ-
ences in use by educational attainment were not examined 
in Armenia, Azerbaijan, Moldova or Ukraine. The likeli-
hood of having used emergency contraception rose with 
wealth in Albania, Jordan, Moldova and Ukraine, but not 
in Armenia or Turkey. Only in Ukraine were urban women 
more likely than women in rural areas to have used the 
method (1.6).
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about the method (except in Latin America, where results 
were mixed, and in Swaziland and the Philippines, where 
never-married women were more likely than currently 
married women to know of the method).

Patterns of emergency contraception use differed from 
patterns of knowledge, however. Where significant differ-
ences existed, never-married and formerly married women 
were typically more likely to have used the method than 
were married women (with the exception of never-married 
women in Zimbabwe). This pattern held for Latin America 
and Eastern Europe and Central Asia, but among the 17 Af-
rican countries studied, never-married and formerly mar-
ried women were more likely to have used emergency con-
traception in only three and four countries, respectively. In 
Asia, we could compare never-married women to currently 
and formerly married women in only two countries (India 
and the Philippines), and we found no differences in use 
by marital status.

Finally, regression results showed that only in Turkey 
did adolescents have higher rates of knowledge than adult 
women; the reverse was true in many countries. Fewer age-
related differences emerged in analyses of use. In Bolivia, 
Ghana, India, Jordan, Nigeria and Swaziland, older women 
were more likely to have used emergency contraception 
than women aged 15–19. However, in the Philippines and 
Nicaragua, and among women in one age-group in Sierra 
Leone, older women were less likely than younger wom-
en to have used it, despite older women’s higher odds of 
having heard of the method. That younger women were 
typically more likely to have heard of emergency contra-
ception, while older women were more likely to have used 
it is a pattern that can likely be attributed to the different 
samples on which regressions were run: Having ever used 
the method was assessed for all women, whereas use was 
examined only among those who had ever had sex.

It is important to note that emergency contraception 
use at the individual level is affected by supply, which is 
influenced by such macro-level factors as registration and 
availability of brands in the country, pharmacists’ willing-
ness to provide the method, and procurement of the meth-
od by large international organizations, such as the United 
Nations Population Fund. Several countries studied do not 
have registered emergency contraception products avail-
able, but some women and health providers may employ 
the Yuzpe regimen, which involves taking a higher-than-
normal dose of regular birth control pills.

In some countries, political and religious opposition 
has hindered registration of a dedicated emergency contra-
ception product. In the Philippines, for example, the only 
dedicated product was removed from the list of approved 
drugs in 2001. Yet the Philippines has since been found to 
have higher rates of emergency contraception use than In-
donesia, which was one of the first countries where a dedi-
cated method was introduced and where it has remained 
on the market (albeit with little continuing investment) for 
close to two decades. This suggests that emergency con-
traception is available in the Philippines on the black mar-

where the method has been on the market for longer. For 
example, in France and the United States, approximately 
17% and 11%, respectively, of all women aged 15–44 have 
used emergency contraception.16,17 In our study, Colom-
bia stood out as the exception. Several factors probably 
account for Colombia’s relatively high usage rate of 12%, 
including the country’s overall high rate of modern con-
traceptive use (73% among married women18), high levels 
of human development (including high levels of literacy 
and access to media),19 and a relatively unimpeded com-
mercial sector that provides nine brands of emergency 
contraception. Furthermore, Colombia’s DHS (along with 
Malawi’s) was the most recent survey included in our anal-
ysis (2010), and we expect use may increase annually for 
some time following initial introduction.

Our results also revealed some patterns in rates of 
knowledge and use by region. In general, rates of emergen-
cy contraception use were lowest in Asia and Africa; 16 of 
the 17 countries with the lowest usage rates were in these 
regions (the exception was Haiti). No Asian country was 
in the top half of countries studied when ranked according 
to usage rate, while several African countries (Cameroon, 
Ghana, Liberia, Nigeria and Swaziland) ranked among 
the top half. Africa and Asia have the highest total fertility 
rates of the regions studied, so lower rates of emergency 
contraception use in these areas may reflect a combina-
tion of preference for large families, ambivalence regarding 
pregnancy prevention or a lack of access to contraceptive 
methods generally. However, aside from the 17 countries 
ranked lowest in terms of usage rates, the overall rankings 
are relatively mixed by region, suggesting that country-
level factors are also influential.

In addition, our results point to socioeconomic inequali-
ties in knowledge and access to emergency contraception: 
The odds of having heard of and having used the method 
generally rose as education and wealth increased. In Africa, 
we saw pronounced differences in knowledge by both edu-
cational attainment and wealth and in use by educational 
attainment. This may suggest that demand-side factors are 
at play. In Asia, where ever-use was lowest overall, richer 
women in both Pakistan and India (though not in Indone-
sia, the Maldives or the Philippines) were much more like-
ly than the poorest women to have used it. A more consis-
tent pattern with respect to socioeconomic status emerged 
in Latin America and the Caribbean (with the exception of 
Nicaragua), and a similar pattern emerged in four of the six 
countries studied in Eastern Europe and West Asia.

Other results of note include those related to urban or 
rural location and marital status. Differences by location 
were not found for either knowledge or use in most coun-
tries, but of those countries with significant associations, 
women in urban areas were more likely to know about and 
to have used emergency contraception (with the exception 
of women in Chad, who also had the lowest rates of use 
of any country surveyed). Results regarding marital status 
varied by region. A general pattern was that never-married 
women were less likely than married women to know 
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grammatic and policy recommendations. Given the ex-
tremely low rates of awareness of emergency contraception 
in many of the countries studied, programs should focus 
on disseminating accurate information about the method, 
both in the general population and in vulnerable groups 
and those identified in our study as being unlikely to have 
heard of it. Our findings that women of low socioeconomic 
status and those in rural areas may have reduced access to 
the method suggest that family planning programs and so-
cial marketing campaigns should focus on these groups to 
improve equity, as the commercial sector may not be mo-
tivated to reach poorer customers. A range of stakeholders 
have an important part to play in increasing knowledge 
and access to family planning methods. Governments, 
donors, the commercial sector and the nongovernmental 
sector should renew their focus on including emergency 
contraception as part of the contraceptive method mix in 
order to meet the reproductive health needs of women in 
developing countries. Policy recommendations include 
strengthening weak health systems that inhibit access to 
contraceptive methods,22 ensuring that emergency contra-
ception commodities are available at public-sector health 
facilities, and removing laws that require prescription-only 
access to the method or that restrict access for young wom-
en; these policies may affect use and demand even among 
women who know about the method.

Future studies should provide more detailed investiga-
tions of social, cultural and economic factors at work in 
these countries to fully make sense of differences, particu-
larly by age and marital status, identified in our study. Case 
studies might also be useful in describing how countries 
such as Liberia and Nigeria achieved usage above 3%, de-
spite low levels of development. What factors are at play in 
these countries that can help explain why more-developed 
countries with higher contraceptive prevalence rates, such 
as Rwanda and Senegal, have much lower rates of emer-
gency contraception use? A more in-depth examination of 
supply- and demand-related issues in these countries can 
help programs reach a greater proportion of women and 
assist them in meeting their contraceptive needs.
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This study helps fill important gaps in knowledge sur-
rounding who knows about and is using emergency 
contraception globally, and our results suggest some pro-
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na vez. Se examinaron tendencias, con un enfoque regional 
y mundial, basándose en descriptores a nivel de individuos, 
hogares y comunidades, incluyendo la edad, la educación, el 
estado conyugal, la condición socioeconómica, así como la ubi-
cación rural o urbana de las mujeres. 
Resultados: La proporción de mujeres que habían escuchado 
acerca de la anticoncepción de emergencia varió entre un 2% 
en Chad a un 66% en Colombia, y la proporción de mujeres 
con experiencia sexual que la habían usado varió de un 0.04% 
en Chad a un 12% en Colombia. La probabilidad de haber 
escuchado acerca del método o de haberlo usado generalmente 
aumentó con el nivel de riqueza;  aunque la relación entre el 
estado conyugal y el conocimiento sobre el método varió por 
región, las mujeres que nunca habían estado casadas tuvieron 
más probabilidades que las mujeres casadas de haber usado 
anticoncepción de emergencia en países donde existieron dife-
rencias significativas. En algunos países, residir en una zona 
urbana se asoció con el hecho de haber escuchado sobre el mé-
todo, pero solamente en tres países las mujeres que residían 
en zonas urbanas tuvieron mayor probabilidad de haberlo 
usado. 
Conclusiones: Nuestros hallazgos apoyan la necesidad de 
una mayor difusión de la información sobre la anticoncepción 
de emergencia, dirigida particularmente a personas de más 
bajos ingresos. Las variaciones en uso y conocimientos dentro 
de las regiones sugieren la necesidad de que los programas se 
diseñen de acuerdo con las características de cada país; y las 
investigaciones futuras deberían aportar estudios de caso de 
países con los más altos niveles de aceptación del método, para 
destacar las mejores prácticas. 

RÉSUMÉ
Contexte: À l’échelle mondiale, l’évidence obtenue de don-
nées de population concernant la connaissance et l’usage de 
la contraception d’urgence est limitée. Cette information serait 
pourtant utile à l’amélioration de l’accès à la méthode. Nous 
avons examiné ces facteurs dans 45 pays sur la base de don-
nées d’enquêtes en population.
Méthodes: Les données d’EDS (Enquête démographique et 
de santé) relatives aux femmes âgées de 15 à 49 ans ont été 
analysées par pays, par régression logistique, afin d’identi-
fier les associations entre les caractéristiques des femmes et 
leur sensibilisation ou recours éventuel à la contraception 
d’urgence. Les tendances ont été examinées, par région et à 
l’échelle mondiale, en fonction de descripteurs individuels, de 
ménage et de communauté, notamment l’âge, le niveau d’édu-
cation, l’état matrimonial, le statut socioéconomique et le lieu 
de résidence urbain ou rural des femmes.
Résultats: La proportion des femmes qui avaient entendu 
parler de la contraception d’urgence varie entre 2% au Tchad 
et 66% en Colombie et celle des femmes sexuellement expé-
rimentées qui y avaient eu recours, entre 0,04% au Tchad et 
12% en Colombie. La probabilité d’avoir entendu parler de 
la méthode ou d’y avoir eu recours augmente généralement 
avec la richesse et, bien que le rapport entre l’état matrimo-
nial et la sensibilisation à la méthode varie d’une région à 
l’autre, les femmes qui n’avaient jamais été mariées sont plus 
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RESUMEN
Contexto: A nivel mundial, la evidencia acerca de los conoci-
mientos y el uso de anticoncepción de emergencia a partir de 
datos poblacionales es limitada, a pesar de que dicha informa-
ción sería útil para aumentar el acceso al método. Examina-
mos datos sobre los conocimientos y el uso de anticoncepción 
de emergencia en 45 países, usando como base encuestas de 
población.
Métodos: Mediante regresiones logísticas, se analizaron da-
tos por país obtenidos de Encuestas Demográficas y de Salud 
(EDS), referentes a mujeres en edades entre 15 y 49 años con 
el fin de identificar las asociaciones entre las características de 
las mujeres y el hecho de que hubieran escuchado acerca de la 
anticoncepción de emergencia o que la hubieran usado algu-



Knowledge and Use of Emergency Contraception

International Perspectives on Sexual and Reproductive Health86

susceptibles que celles mariées d’avoir utilisé la contraception 
d’urgence dans les pays présentant une différence significative. 
Dans certains pays, le lieu de résidence urbain est associé à 
la sensibilisation à la méthode, mais les femmes urbaines ne 
sont plus susceptibles d’y avoir eu recours que dans trois pays.
Conclusions: Nos observations s’inscrivent au soutien d’une 
plus large dissémination de l’information sur la contraception 
d’urgence, en particulier auprès des personnes à moindres 
revenus. Les variations du recours et de la connaissance au 
sein des régions laissent entendre la nécessité d’adaptation des 
programmes aux caractéristiques de chaque pays. 

Author contact: tia.palermo@stonybrook.edu
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WEB APPENDIX TABLE 1. Odds ratios (and 95% confidence intervals) from logistic regression analyses assessing associations between women’s char-
acteristics and having heard of emergency contraception, Eastern and Southern Africa and Egypt

Characteristic Egypt† Kenya Madagascar Malawi Namibia Rwanda Swaziland Uganda Zambia Zimbabwe

Marital status‡
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Never married na 0.85 0.73* 0.54*** 0.77** 0.74* 1.46*** 0.79 1.17 0.70**
na (0.69–1.05) (0.56–0.95) (0.46–0.63) (0.64–0.92) (0.57–0.96) (1.23–1.73) (0.61–1.02) (0.85–1.61) (0.55–0.89)

Formerly married 1.24 1.10 1.00 1.00 0.87 0.89 0.92 0.96 1.23 0.97
(0.89–1.73) (0.86–1.41) (0.83–1.22) (0.90–1.12) (0.64–1.20) (0.71–1.12) (0.63–1.35) (0.77–1.20) (0.93–1.62) (0.81–1.17)

Age 
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 2.01* 2.74*** 1.64*** 1.79*** 1.55*** 2.12*** 2.12*** 1.61** 2.67*** 1.39*

(1.11–3.64) (2.09–3.60) (1.29–2.07) (1.52–2.10) (1.27–1.91) (1.61–2.78) (1.64–2.74) (1.21–2.13) (1.91–3.74) (1.07–1.80)
25–29 2.21** 2.55*** 2.07*** 1.97*** 1.60*** 2.34*** 3.24*** 1.64** 2.74*** 1.78***

(1.23–3.99) (1.94–3.35) (1.62–2.66) (1.67–2.32) (1.26–2.02) (1.65–3.32) (2.53–4.15) (1.21–2.23) (1.82–4.13) (1.35–2.35)
30–34 2.44** 2.98*** 1.66*** 2.08*** 1.35* 2.45*** 2.66*** 1.84*** 3.02*** 1.72***

(1.34–4.43) (2.09–4.27) (1.27–2.16) (1.76–2.47) (1.02–1.80) (1.68–3.58) (1.96–3.63) (1.33–2.56) (2.06–4.44) (1.27–2.34)
35–39 2.37** 2.38*** 1.85*** 1.93*** 1.42* 2.78*** 2.33*** 1.84*** 2.89*** 1.67***

(1.31–4.31) (1.68–3.37) (1.34–2.57) (1.62–2.28) (1.06–1.90) (1.90–4.08) (1.66–3.26) (1.29–2.65) (1.86–4.49) (1.24–2.27)
40–44 2.54** 1.54* 1.99*** 2.13*** 1.58** 3.05*** 2.53*** 1.58* 3.19*** 1.60**

(1.38–4.68) (1.11–2.14) (1.52–2.62) (1.78–2.55) (1.18–2.12) (2.05–4.55) (1.82–3.52) (1.09–2.29) (1.96–5.20) (1.18–2.18)
45–49 2.96*** 1.97*** 2.00*** 2.02*** 1.71** 2.96*** 1.54* 1.53* 4.01*** 2.51***

(1.60–5.45) (1.38–2.82) (1.46–2.74) (1.66–2.46) (1.23–2.37) (1.96–4.48) (1.05–2.26) (1.06–2.23) (2.51–6.41) (1.71–3.68)
Education 
<complete primary (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Complete primary 1.90** 1.57*** 1.33 1.22*** 0.82 1.21 1.18 1.43** 1.47* 0.66

(1.21–2.96) (1.31–1.87) (0.95–1.86) (1.09–1.37) (0.58–1.15) (0.92–1.60) (0.83–1.68) (1.11–1.84) (1.10–1.97) (0.42–1.03)
≥some secondary 2.98*** 3.96*** 2.70*** 1.62*** 2.27*** 2.98*** 3.33*** 2.39*** 1.98*** 1.80***

(2.36–3.76) (3.21–4.88) (2.32–3.15) (1.45–1.81) (1.81–2.84) (2.33–3.80) (2.68–4.14) (1.96–2.92) (1.50–2.61) (1.49–2.18)

Wealth quintile§ 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.07 1.77*** 1.19 1.14* 0.78 1.16 1.26 1.10 na 0.84

(0.73–1.58) (1.33–2.34) (0.85–1.67) (1.02–1.27) (0.59–1.03) (0.90–1.50) (0.88–1.81) (0.84–1.43) na (0.62–1.15)
Middle 1.67** 2.00*** 1.77** 1.19** 0.93 1.06 1.49* 1.10 1.39 1.01

(1.19–2.36) (1.47–2.73) (1.24–2.53) (1.05–1.34) (0.69–1.27) (0.81–1.40) (1.05–2.11) (0.81–1.50) (0.98–1.99) (0.71–1.45)
Rich 2.16*** 2.46*** 2.57*** 1.28*** 1.50* 1.10 2.20*** 1.15 2.52*** 1.43

(1.51–3.08) (1.82–3.33) (1.79–3.69) (1.12–1.47) (1.08–2.10) (0.83–1.46) (1.55–3.13) (0.85–1.55) (1.64–3.89) (0.96–2.12)
Richest 3.28*** 4.06*** 4.69*** 1.50*** 3.62*** 1.89*** 4.38*** 1.87*** 3.52*** 1.90**

(2.28–4.71) (2.77–5.94) (3.19–6.90) (1.27–1.77) (2.51–5.23) (1.41–2.53) (3.09–6.23) (1.36–2.59) (2.20–5.63) (1.17–3.09)

Location
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 1.51 0.98 1.32* 0.85 0.82 1.21 1.21 1.22 1.06 0.77

(0.58–3.90) (0.69–1.40) (1.04–1.67) (0.72–1.01) (0.65–1.03) (0.92–1.60) (0.94–1.56) (0.88–1.71) (0.77–1.44) (0.50–1.18)

F-statistic for regional 
indicators 1.16 20.34 12.30 4.87 9.36 13.15 1.68 2.43 10.03 6.37

N 16,507 8,424 17,346 22,929 9,738 11,294 4,960 8,510 7,138 8,872

*p<0.05. **p<0.01. ***p<0.001. †Ever-married women only. ‡For Egypt, the reference category includes formerly married women. §For Zambia, the reference category includes those in the 
“poor” category. Notes: All models control for region within country. na=not applicable.

with 
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and Central Africa

*p<0.05. **p<0.01. ***p<0.001. †For Sao Tome and Principe, the reference category includes formerly married women. ‡For Sao Tome and Principe, the reference category includes those who have completed primary school. §For Chad, the reference category 
includes those in the “poor” category. Notes: All models control for region within country. DRC=Democratic  
Republic of Congo. na=not applicable.

Characteristic Benin Burkina Faso Cameroon Chad DRC Ghana Guinea Liberia Mali Niger Nigeria Sao Tome Senegal Sierra Leone
 and Principe

Marital status† 
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Never married 1.03 0.99 0.85 1.05 0.80 1.08 1.23 0.67** 0.46*** 0.79 1.01 0.96 0.71** 1.17

(0.84–1.25) (0.71–1.39) (0.69–1.04) (0.58–1.90) (0.63–1.03) (0.86–1.35) (0.81–1.88) (0.50–0.90) (0.32–0.67) (0.55–1.15) (0.88–1.15) (0.61–1.50) (0.55–0.91) (0.85–1.60)
Formerly married 1.35* 0.83 1.12 1.28 1.06 1.13 1.32 1.90*** 1.10 1.08 1.10 na 0.87 1.46

(1.06–1.73) (0.62–1.11) (0.91–1.38) (0.77–2.14) (0.75–1.50) (0.87–1.46) (0.74–2.36) (1.43–2.53) (0.71–1.71) (0.73–1.60) (0.90–1.35) na (0.63–1.20) (0.92–2.32)
Age 
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 2.12*** 2.16*** 1.94*** 1.68 1.63** 2.08*** 1.89** 1.06 1.32* 1.29 2.33*** 2.19** 1.74*** 1.99***

(1.68–2.68) (1.51–3.09) (1.59–2.36) (0.78–3.62) (1.20–2.22) (1.64–2.64) (1.21–2.94) (0.72–1.55) (1.05–1.68) (0.89–1.87) (2.00–2.71) (1.35–3.57) (1.26–2.40) (1.34–2.97)
25–29 2.80*** 2.10*** 2.38*** 3.88*** 2.20*** 2.03*** 2.58*** 1.29 1.46** 2.00** 2.90*** 1.91* 2.27*** 2.01**

(2.17–3.62) (1.44–3.06) (1.91–2.97) (1.98–7.60) (1.47–3.29) (1.52–2.72) (1.48–4.51) (0.79–2.10) (1.10–1.95) (1.28–3.12) (2.44–3.46) (1.05–3.45) (1.56–3.30) (1.31–3.11)
30–34 2.94*** 2.38*** 2.25*** 2.25 1.93*** 2.06*** 2.15** 1.16 1.26 2.04** 3.39*** 2.57* 2.37*** 2.26***

(2.25–3.83) (1.63–3.50) (1.76–2.88) (0.84–6.02) (1.42–2.63) (1.52–2.79) (1.26–3.67) (0.74–1.84) (0.94–1.69) (1.30–3.20) (2.80–4.12) (1.23–5.36) (1.65–3.41) (1.44–3.55)
35–39 2.54*** 2.30*** 1.99*** 4.88*** 1.86** 1.71** 1.81* 1.01 1.39* 1.39 3.04*** 2.08* 2.14*** 1.73*

(1.92–3.35) (1.54–3.45) (1.52–2.60) (2.06–11.57) (1.26–2.73) (1.24–2.35) (1.03–3.17) (0.62–1.66) (1.08–1.79) (0.85–2.28) (2.51–3.68) (1.09–3.99) (1.48–3.10) (1.02–2.93)
40–44 2.66*** 1.98** 1.85*** 4.06* 2.34*** 1.39 3.16*** 0.80 1.30 1.55 3.30*** 2.46** 2.15*** 2.61***

(2.02–3.51) (1.27–3.07) (1.38–2.47) (1.35–12.21) (1.57–3.51) (0.95–2.05) (1.86–5.39) (0.50–1.28) (0.94–1.79) (0.95–2.55) (2.68–4.08) (1.27–4.78) (1.45–3.21) (1.53–4.47)
45–49 3.35*** 2.06*** 1.57** 5.44** 1.84** 1.58** 2.51*** 0.71 1.51* 1.13 2.47*** 2.13* 2.38*** 1.12

(2.47–4.54) (1.38–3.07) (1.12–2.20) (1.74–17.07) (1.22–2.78) (1.12–2.24) (1.48–4.27) (0.41–1.23) (1.10–2.06) (0.62–2.09) (1.96–3.11) (1.13–4.02) (1.61–3.53) (0.58–2.18)
Education‡ 
<complete primary (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Complete primary 1.23 1.88*** 2.01*** 6.42*** 1.89*** 1.50* 2.94* 1.77** 1.48 1.61 2.01*** na 0.72 2.30**

(0.87–1.74) (1.30–2.74) (1.60–2.52) (2.45–16.85) (1.33–2.69) (1.09–2.08) (1.30–6.66) (1.21–2.61) (0.83–2.63) (0.93–2.77) (1.69–2.40) na (0.38–1.35) (1.31–4.04)
≥some secondary 2.91*** 4.40*** 3.49*** 10.38*** 2.18*** 1.58*** 2.95*** 2.44*** 2.88*** 2.44*** 3.55*** 2.17*** 3.03*** 3.37***

(2.47–3.43) (3.57–5.41) (2.82–4.33) (5.88–18.31) (1.72–2.75) (1.31–1.92) (2.11–4.13) (1.91–3.11) (2.23–3.72) (1.85–3.22) (2.98–4.23) (1.53–3.08) (2.38–3.86) (2.44–4.67)
Wealth quintile§ 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.05 1.69** 1.39* na 1.42 1.46* 1.27 1.28 0.97 0.64 1.23 0.68 1.52** 1.24

(0.81–1.37) (1.22–2.36) (1.02–1.87) na (0.94–2.17) (1.07–1.98) (0.59–2.71) (0.65–2.55) (0.74–1.28) (0.31–1.35) (0.94–1.61) (0.43–1.06) (1.11–2.08) (0.70–2.17)
Middle 1.21 1.45 2.08*** 10.13* 1.21 1.97*** 2.56* 1.66 0.77 0.66 1.69*** 1.16 1.38 1.21

(0.90–1.62) (0.97–2.16) (1.53–2.83) (1.59–64.63) (0.74–1.97) (1.40–2.77) (1.22–5.37) (0.85–3.24) (0.55–1.08) (0.35–1.24) (1.26–2.28) (0.79–1.70) (0.95–2.00) (0.58–2.51)
Rich 1.50** 1.64** 1.96*** 11.14* 2.19*** 2.26*** 3.28** 2.10* 1.02 0.74 2.22*** 1.09 2.01*** 1.92

(1.11–2.04) (1.16–2.33) (1.40–2.77) (1.41–88.18) (1.41–3.41) (1.58–3.24) (1.62–6.62) (1.07–4.11) (0.75–1.40) (0.37–1.46) (1.65–3.00) (0.73–1.62) (1.35–3.01) (0.97–3.79)
Richest 2.44*** 2.52*** 2.88*** 58.16*** 2.90*** 3.20*** 7.75*** 1.94 1.47 1.37 3.12*** 1.66* 1.56* 2.71**

(1.78–3.35) (1.54–4.14) (2.01–4.14) (10.11–334.78) (1.73–4.87) (2.13–4.79) (2.48–24.22) (0.95–3.98) (0.97–2.24) (0.75–2.51) (2.29–4.26) (1.09–2.51) (1.02–2.37) (1.30–5.61)
Location
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 1.20 1.34 1.13 0.25** 1.56* 1.04 0.54 1.31 1.06 3.37*** 1.11 0.75 1.16 1.12

(0.98–1.47) (0.83–2.16) (0.90–1.42) (0.11–0.57) (1.02–2.41) (0.81–1.34) (0.24–1.21) (0.73–2.37) (0.75–1.49) (1.95–5.83) (0.94–1.31) (0.53–1.07) (0.82–1.65) (0.64–1.96)

F-statistic for regional
indicators 12.53 5.13 50.51 7.92 3.19 6.01 6.44 2.04 21.42 7.60 41.90 7.67 2.74 21.29

N 17,664 12,466 10,604 6,083 9,958 4,876 7,917 7,045 14,518 9,195 33,141 2,613 14,546 7,358
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WEB APPENDIX TABLE 3. Odds ratios (and 95% confidence intervals) from logistic regression analyses assessing associations 
between the characteristics of sexually experienced women and ever-use of emergency contraception, Eastern and Southern 
Africa
Characteristic Kenya Madagascar Malawi Namibia Swaziland Zambia Zimbabwe

Marital status
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Never married 2.69*** 0.42 0.72 1.11 1.45 1.57 0.75

(1.66–4.35) (0.12–1.46) (0.24–2.15) (0.69–1.81) (0.95–2.23) (0.34–7.32) (0.34–1.67)
Formerly married 2.11* 1.25 1.46 1.88 0.88 2.22* 0.52*

(1.07–4.13) (0.66–2.40) (0.86–2.48) (0.81–4.36) (0.39–2.01) (1.01–4.88) (0.29–0.92)
Age 
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 2.36 1.22 1.32 1.54 4.85** 1.08 2.11

(0.96–5.81) (0.47–3.15) (0.47–3.72) (0.68–3.52) (1.65–14.27) (0.55–2.12) (0.72–6.15)
25–29 2.10 1.84 2.00 1.40 7.83*** 1.37 3.67**

(0.88–5.03) (0.66–5.17) (0.73–5.51) (0.63–3.10) (2.68–22.94) (0.39–4.75) (1.43–9.43)
30–34 1.06 2.15 2.54 1.02 6.82** 1.08 2.42

(0.39–2.85) (0.80–5.76) (0.93–6.94) (0.40–2.65) (2.09–22.29) (0.27–4.33) (0.82–7.09)
35–39 0.87 0.74 1.10 1.15 5.53** 1.08 2.40

(0.29–2.58) (0.25–2.20) (0.36–3.35) (0.40–3.27) (1.65–18.50) (0.27–4.45) (0.76–7.62)
40–44 0.57 1.32 0.96 1.27 2.48 1.36 2.38

(0.17–1.88) (0.40–4.32) (0.29–3.20) (0.47–3.43) (0.60–10.33) (0.29–6.52) (0.38–15.12)
45–49 0.70 0.76 1.88 0.47 1.08 2.65* 3.61*

(0.25–1.94) (0.23–2.53) (0.62–5.72) (0.13–1.66) (0.18–6.38) (1.10–6.38) (1.13–11.50)
Education 
<complete primary (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Complete primary 0.96 0.11* 1.06 1.64 1.27 3.18* 1.08

(0.41–2.23) (0.01–0.86) (0.48–2.35) (0.54–4.95) (0.32–5.01) (1.06–9.57) (0.41–2.81)
≥some secondary 2.88** 2.08* 1.78* 1.64 5.67*** 1.46 0.94

(1.31–6.36) (1.01–4.31) (1.04–3.05) (0.90–3.00) (2.21–14.59) (0.32–6.67) (0.60–1.45)
Wealth quintile† 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.09 1.42 0.98 0.80 0.73 na 0.69

(0.16–7.39) (0.13–15.45) (0.48–2.00) (0.28–2.26) (0.24–2.23) na (0.21–2.31)
Middle 3.07 5.82 1.12 1.00 1.00 3.74 1.20

(0.51–18.29) (0.94–36.02) (0.54–2.33) (0.37–2.70) (0.37–2.70) (0.68–20.53) (0.35–4.15)
Rich 2.60 9.44* 1.53 1.69 1.43 5.32 1.17

(0.49–13.86) (1.70–52.48) (0.80–2.94) (0.62–4.58) (0.59–3.47) (0.69–40.90) (0.29–4.74)
Richest 9.21** 9.28* 1.57 2.10 3.21** 8.13* 0.94

(1.72–49.39) (1.57–54.84) (0.77–3.19) (0.72–6.18) (1.33–7.76) (1.14–57.79) (0.18–4.81)
Location
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 0.71 2.75*** 0.91 0.91 0.93 1.60 1.34

(0.34–1.49) (1.53–4.93) (0.49–1.69) (0.53–1.56) (0.54–1.60) (0.55–4.66) (0.42–4.22)

F-statistic for regional
indicators 4.32 1.78 2.30 5.10 2.59 1.85 3.34

N 6,479 14,930 18,607 7,482 3,740 5,744 6,708

*p<0.05. **p<0.01. ***p<0.001. †For Zambia, the reference category includes those in the “poor” category. Notes: All models control for region within country. 
Regression was not run on data from Egypt, Rwanda or Uganda because of low rates of emergency contraception use. DRC=Democratic Republic of Congo. 
na=not applicable. 
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WEB APPENDIX TABLE 4. Odds ratios (and 95% confidence intervals) from logistic regression analyses assessing associations between characteristics 
of sexually experienced women and ever-use of emergency contraception, West and Central Africa

Characteristic Benin Burkina Faso Cameroon DRC Ghana Liberia Mali Nigeria Sao Tome Sierra Leone
and Principe

Marital status†
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Never married 1.00 1.42 0.90 0.59 1.46 0.66 1.02 2.16*** 7.97** 1.40

(0.55–1.83) (0.44–4.56) (0.61–1.33) (0.34–1.02) (0.81–2.64) (0.39–1.13) (0.140–7.48) (1.70–2.74) (1.72–36.95) (0.71–2.76)
Formerly married 1.12 0.74 1.31 1.73 0.84 1.09 3.00* 1.36 na 3.76**

(0.53–2.37) (0.15–3.65) (0.82–2.11) (0.77–3.89) (0.43–1.64) (0.69–1.73) (1.03–8.76) (0.89–2.07) na (1.66–8.52)
Age 
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 1.60 1.69 1.15 1.56 2.23* 1.27 3.29 1.30 6.73 1.31

(0.76–3.39) (0.40–7.13) (0.72–1.84) (0.73–3.32) (1.01–4.90) (0.70–2.29) (0.62–17.53) (0.98–1.73) (0.74–61.20) (0.54–3.18)
25–29 1.79 1.30 1.41 0.92 2.37* 1.25 4.22 1.56** 2.94 0.99

(0.76–4.23) (0.16–10.38) (0.86–2.28) (0.37–2.28) (1.04–5.39) (0.63–2.48) (0.85–20.96) (1.14–2.12) (0.12–72.96) (0.40–2.48)
30–34 2.13 3.49 1.09 0.54 0.80 2.10 1.02 1.56** 4.62 1.24

(0.87–5.21) (0.57–21.49) (0.63–1.87) (0.21–1.37) (0.31–2.09) (0.90–4.90) (0.13–7.94) (1.12–2.17) (0.35–61.45) (0.46–3.38)
35–39 1.73 0.60 1.18 0.57 1.25 1.29 3.42 1.27 2.68 0.60

(0.73–4.11) (0.08–4.51) (0.70–2.01) (0.21–1.54) (0.49–3.17) (0.67–2.49) (0.47–25.06) (0.85–1.90) (0.13–55.85) (0.22–1.65)
40–44 1.93 2.01 0.81 1.34 1.35 0.69 1.52 0.87 2.79 0.44

(0.76–4.93) (0.21–18.81) (0.40–1.63) (0.50–3.58) (0.53–3.42) (0.26–1.82) (0.24–9.70) (0.53–1.43) (0.12–62.78) (0.10–1.96)
45–49 2.05 2.69 0.17* 0.24* 1.83 1.05 8.13* 0.40** 6.69 0.14*

(0.79–5.37) (0.45–16.13) (0.05–0.66) (0.07–0.85) (0.63–5.31) (0.41–2.69) (1.25–52.67) (0.21–0.77) (0.35–127.10) (0.02–0.88)
Education‡
<complete primary (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Complete primary 1.08 2.30 1.00 4.23** 1.46 3.61*** 1.21 1.68* na 1.07

(0.24–4.86) (0.48–11.10) (0.57–1.73) (1.42–12.63) (0.60–3.55) (1.92–6.80) (0.15–10.01) (1.07–2.64) na (0.13–8.86)
≥secondary 4.69*** 3.63*** 1.73* 3.06* 0.99 5.40*** 4.42*** 2.31*** 0.99 3.60**

(3.07–7.19) (1.79–7.38) (1.05–2.87) (1.18–7.92) (0.57–1.72) (3.24–9.01) (1.96–9.94) (1.50–3.56) (0.26–3.78) (1.47–8.80)
Wealth quintile 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.37 2.18 0.41 0.98 1.05 0.98 1.34 0.67 0.79 15.99*

(0.50–3.74) (0.21–22.82) (0.14–1.19) (0.28–3.41) (0.50–2.25) (0.33–2.95) (0.39–4.60) (0.39–1.15) (0.06–10.33) (1.83–139.50)
Middle 2.21 2.60 2.22 1.22 1.37 1.30 1.01 1.00 1.92 9.28

(0.92–5.34) (0.22–31.19) (0.88–5.63) (0.28–5.33) (0.54–3.49) (0.48–3.52) (0.08–12.36) (0.57–1.76) (0.20–18.36) (0.90–95.57)
Rich 2.15 1.74 2.31 1.39 0.91 1.91 0.95 1.13 0.57 12.17*

(0.94–4.94) (0.20–14.91) (0.89–5.99) (0.33–5.91) (0.31–2.64) (0.64–5.75) (0.07–12.92) (0.65–1.97) (0.05–6.45) (1.15–129.29)
Richest 3.38** 1.37 3.07* 1.23 0.96 2.43 5.83 1.42 0.50 20.30*

(1.40–8.20) (0.13–14.19) (1.14–8.21) (0.26–5.85) (0.32–2.89) (0.83–7.10) (0.25–133.83) (0.81–2.50) (0.04–6.53) (1.98–207.71)
Location
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 0.94 6.90* 1.02 3.15* 1.20 2.19 0.56 0.88 0.94 0.89

(0.57–1.55) (1.54–30.94) (0.69–1.51) (1.06–9.39) (0.59–2.45) (0.99–4.85) (0.08–3.90) (0.70–1.10) (0.22–3.99) (0.24–3.28)

F-statistic for regional
indicators 1.68 1.86 23.05 2.25 7.45 4.27 0.95 47.86 0.37 7.51

N 14,756 10,200 8,889 8,201 3,877 6,246 12,109 26,319 2,190 6,098

*p<.05. **p<.01. ***p<.001. †For Sao Tome and Principe, the reference category includes formerly married women. ‡For Sao Tome and Principe, the reference category includes those who 
have completed primary school. Notes: All models control for region within country. Regression was not run on data from Chad, Guinea, Niger and Senegal  because of low rates of emergency 
contraception use. DRC=Democratic Republic of Congo. na=not applicable. 



Cambodia† India Indonesia‡ Maldives‡ Nepal† Pakistan‡ Philippines Timor-
Leste†

Characteristic Heard of Heard of Used Heard of Used Heard of Used Heard of Heard of Used Heard of Used Heard of

Marital status
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Never married 0.78 0.50*** 3.09 na na na na 0.01*** na na 1.41*** 1.07 0.62*

(0.57–1.06) (0.46–0.56) (0.51–18.89) na na na na (0.00–0.03) na na (1.17–1.70) (0.27–4.28) (0.43–0.90)
Formerly married 1.16 0.95 0.97 0.93 0.56 1.10 2.18 1.01 0.71* 0.77 0.99 1.07 0.63

(0.81–1.67) (0.83–1.08) (0.31–3.10) (0.70–1.25) (0.11–2.84) (0.86–1.41) (0.63–7.55) (0.58–1.77) (0.51–1.00) (0.24–2.52) (0.73–1.34) (0.25–4.55) (0.32–1.23)
Age§
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 1.32 1.43*** 2.44 na na na na 1.23 1.35 1.66 1.41** 0.14* 1.74*

(0.96–1.82) (1.29–1.59) (0.64–9.23) na na na na (0.79–1.91) (0.88–2.05) (0.29–9.57) (1.12–1.77) (0.02–0.75) (1.07–2.81)
25–29 1.64** 1.68*** 5.96** 1.28* 1.71 1.17 2.46 1.50 2.14*** 2.95 1.46** 0.36 1.89*

(1.13–2.36) (1.49–1.88) (1.69–20.98) (1.01–1.63) (0.28–10.61) (0.95–1.44) (0.70–8.74) (0.99–2.28) (1.44–3.18) (0.56–15.64) (1.14–1.87) (0.11–1.21) (1.10–3.24)
30–34 2.21*** 1.74*** 5.86** 1.32* 2.45 1.19 3.02 1.47 2.13*** 3.57 1.45* 0.42 2.55**

(1.51–3.23) (1.53–1.97) (1.64–20.94) (1.04–1.68) (0.46–12.96) (0.95–1.48) (0.89–10.20) (0.94–2.30) (1.43–3.17) (0.72–17.82) (1.09–1.94) (0.13–1.35) (1.45–4.47)
35–39 1.88** 1.77*** 5.96** 1.07 1.43 1.10 2.43 1.31 2.26*** 2.69 1.31 0.19* 2.48**

(1.24–2.85) (1.56–2.01) (1.68–21.11) (0.84–1.36) (0.29–7.22) (0.87–1.39) (0.58–10.20) (0.84–2.05) (1.51–3.38) (0.52–13.97) (0.99–1.72) (0.05–0.77) (1.39–4.44)
40–44 2.11*** 1.54*** 1.98 1.37* 3.92 1.12 0.96 0.92 2.39*** 1.75 1.56** 0.26 3.20***

(1.41–3.14) (1.35–1.76) (0.51–7.69) (1.05–1.79) (0.69–22.29) (0.84–1.49) (0.17–5.54) (0.51–1.63) (1.59–3.60) (0.31–10.01) (1.17–2.08) (0.06–1.03) (1.80–5.67)
45–49 2.17*** 1.35*** 2.20 1.25 1.78 1.44* 0.24 0.91 2.29*** 2.96 1.51** 0.24* 2.52**

(1.41–3.33) (1.17–1.56) (0.54–8.91) (0.92–1.70) (0.22–14.09) (1.07–1.93) (0.02–2.60) (0.50–1.66) (1.50–3.50) (0.56–15.53) (1.12–2.02) (0.06–0.95) (1.29–4.90)
Education 
<complete primary (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Complete primary 1.17 1.46*** 2.11* 1.28 2.18 1.33** 1.08 1.81* 1.11 1.18 1.18 0.58 1.78*

(0.85–1.62) (1.30–1.63) (1.01–4.41) (0.95–1.74) (0.46–10.45) (1.12–1.57) (0.26–4.46) (1.14–2.85) (0.89–1.38) (0.46–3.04) (0.81–1.71) (0.11–3.05) (1.10–2.91)
≥some secondary 1.46** 2.21*** 1.66* 2.98*** 3.37 1.92*** 2.94 3.06*** 1.63*** 1.66 1.96*** 0.70 2.92***

(1.16–1.85) (2.03–2.40) (1.11–2.49) (2.20–4.04) (0.73–15.62) (1.57–2.35) (0.84–10.23) (2.33–4.04) (1.36–1.95) (0.81–3.38) (1.44–2.66) (0.18–2.72) (1.90–4.50)
Wealth quintile 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.18 1.31*** 2.43 1.38* 0.32 0.84 0.62 0.78 1.42* 25.39** 1.26 1.15 1.56

(0.84–1.67) (1.13–1.52) (0.89–6.61) (1.04–1.83) (0.06–1.64) (0.68–1.03) (0.19–2.04) (0.45–1.36) (1.09–1.87) (2.92–221.11) (0.98–1.63) (0.25–5.21) (0.89–2.73)
Middle 1.27 1.44*** 3.50* 1.52** 0.75 0.89 0.83 1.30 1.96*** 37.09*** 1.46** 2.97 2.10*

(0.90–1.79) (1.22–1.70) (1.33–9.23) (1.13–2.05) (0.14–4.12) (0.73–1.09) (0.23–3.05) (0.85–1.98) (1.48–2.60) (4.57–301.33) (1.12–1.90) (0.87–10.17) (1.18–3.72)
Rich 1.74** 1.90*** 4.91*** 2.30*** 0.34 1.13 2.26 1.63* 2.24*** 114.25*** 1.61*** 2.63 2.74***

(1.22–2.48) (1.60–2.25) (1.91–12.61) (1.70–3.12) (0.05–2.27) (0.87–1.45) (0.59–8.70) (1.07–2.47) (1.67–3.00) (14.49–900.63) (1.24–2.10) (0.66–10.45) (1.57–4.76)
Richest 2.52*** 2.81*** 7.69*** 2.94*** 0.42 1.58* 2.41 2.94*** 2.57*** 68.59*** 2.50*** 3.12 4.56***

(1.73–3.67) (2.36–3.34) (2.88–20.56) (2.17–3.98) (0.05–3.19) (1.09–2.29) (0.50–11.61) (1.73–4.98) (1.89–3.50) (8.32–565.14) (1.91–3.26) (0.83–11.75) (2.47–8.42)
Location 0.64
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 0.92 1.22*** 1.26 1.22 3.04 1.02 0.50 1.05 1.07 1.82 0.89 0.46 0.64

(0.65–1.32) (1.09–1.37) (0.80–1.98) (1.00–1.49) (0.99–9.32) (0.74–1.41) (0.12–2.03) (0.65–1.68) (0.88–1.29) (1.00–3.32) (0.74–1.08) (0.20–1.04) (0.31–1.33)

F-statistic for regional
indicators  9.33 34.12 9.57 8.30 2.17 13.51 1.00 0.80 14.70 3.27 13.95 0.87 10.83

N 16,805 124,151 91,009 32,788 30,702 6,995 6,459 10,542 10,005 10,005 13,544 9,448 13,137

WEB APPENDIX TABLE 5. Odds ratios (and 95% confidence intervals) from logistic regression analyses assessing associations between women’s characteristics and having heard of or having ever used emergency 
contraception, Asia

*p<0.05. **p<0.01. ***p<0.001. †Ever-use of emergency contraception was not analyzed because of low rates of use. ‡Sample consists of ever-married women. §For Indonesia and the Maldives, the reference category includes women aged 20–24. Notes: Use category  
includes only sexually experienced women. All models control for region of country. na=not applicable.
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Characteristic Albania Armenia Azerbaijan† Jordan‡ Moldova   Turkey‡ Ukraine

Heard of Used Heard of Used Heard of Heard of Used Heard of Used Heard of Used Heard of Used

Marital status
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Never married 1.09 3.33*** 0.57*** 25.68*** 0.81 na na 1.20 1.54 na na 0.83 1.83*

(0.85–1.40) (2.10–5.30) (0.43–0.76) (5.83–113.02) (0.56–1.18) na na (0.99–1.46) (0.95–2.49) na na (0.67–1.03) (1.10–3.08)
Formerly married 1.28 1.44 1.25 0.75 1.06 0.94 0.96 1.08 1.20 1.19 1.79 0.99 1.86**

(0.84–1.94) (0.61–3.40) (0.90–1.72) (0.18–3.16) (0.63–1.79) (0.64–1.38) (0.29–3.16) (0.89–1.30) (0.80–1.78) (0.87–1.62) (0.66–4.84) (0.83–1.18) (1.25–2.78)
Age§,††
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 1.88*** 0.95 na na 3.69*** na na 1.95*** 0.96 na na 1.94*** 3.44*

(1.43–2.47) (0.43–2.12) na na (1.81–7.50) na na (1.58–2.42) (0.50–1.86) na na (1.48–2.54) (1.12–10.56)
25–29 2.04*** 1.40 na na 5.26*** 1.13 12.06** 2.24*** 1.23 na na 1.74*** 1.55

(1.34–3.09) (0.65–3.00) na na (2.51–10.99) (0.88–1.45) (2.56–56.75) (1.74–2.89) (0.62–2.44) na na (1.31–2.33) (0.47–5.08)
30–34 1.63* 0.54 1.66*** 0.90 4.94*** 1.53*** 28.82*** 2.50*** 1.65 0.73** 1.98 1.71*** 2.04

(1.06–2.50) (0.25–1.14) (1.23–2.23) (0.22–3.73) (2.30–10.61) (1.19–1.96) (7.69–108.06) (1.92–3.27) (0.81–3.34) (0.60–0.88) (0.52–7.55) (1.26–2.34) (0.67–6.19)
35–39 1.09 0.45 1.65** 2.00 7.08*** 1.45* 12.70*** 1.77*** 0.92 0.90 1.94 1.47* 0.80

(0.79–1.52) (0.20–1.03) (1.15–2.38) (0.72–5.58) (3.40–14.74) (1.09–1.92) (3.27–49.32) (1.35–2.33) (0.43–1.95) (0.74–1.11) (0.65–5.85) (1.10–1.98) (0.23–2.74)
40–44 0.95 0.34* 1.29 1.21 5.78*** 1.48* 19.04*** 1.46** 0.57 0.88 3.99* 1.45* 0.70

(0.67–1.35) (0.14–0.80) (0.96–1.73) (0.46–3.17) (3.01–11.09) (1.10–2.00) (4.76–76.11) (1.10–1.95) (0.26–1.23) (0.68–1.15) (1.27–12.59) (1.08–1.95) (0.19–2.49)
45–49 0.76 0.17*** 0.98 0.70 6.31*** 1.41* 22.36*** 1.14 0.49 0.84 2.31 1.23 0.87

(0.53–1.08) (0.06–0.48) (0.72–1.32) (0.20–2.45) (2.87–13.87) (1.04–1.92) (5.42–92.33) (0.88–1.48) (0.22–1.07) (0.66–1.06) (0.76–7.03) (0.89–1.71) (0.24–3.15)
Education‡‡,§§
<complete primary (ref) 1.00 1.00 na na 1.00 1.00 1.00 na na 1.00 1.00 na na
Complete primary 1.42 0.60 na na na 1.23 0.08* na na 1.26 1.21 na na

(0.81–2.49) (0.18–2.00) na na na (0.71–2.14) (0.01–0.83) na na (0.94–1.70) (0.43–3.46) na na
≥some secondary 3.04*** 1.34 na na 2.93 1.42* 1.13 na na 2.49*** 1.11 na na

(1.74–5.30) (0.44–4.12) na na (0.84–10.24) (1.06–1.89) (0.31–4.11) na na (1.84–3.37) (0.36–3.41) na na
Wealth quintile 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.19 1.60 1.35 0.56 1.60 0.94 2.25 1.26* 1.79 0.96 0.83 1.21 1.38

(0.94–1.51) (0.53–4.89) (0.94–1.94) (0.09–3.42) (0.92–2.79) (0.75–1.19) (0.89–5.70) (1.01–1.58) (0.57–5.57) (0.68–1.37) (0.20–3.39) (0.98–1.50) (0.72–2.66)
Middle 1.49* 3.10* 1.64* 0.94 2.94*** 1.14 6.02*** 1.86*** 2.34 1.41* 1.25 1.50** 2.05*

(1.10–2.03) (1.14–8.41) (1.12–2.41) (0.20–4.49) (1.70–5.08) (0.91–1.43) (2.73–13.26) (1.44–2.41) (0.83–6.59) (1.02–1.95) (0.35–4.48) (1.17–1.94) (1.01–4.18)
Rich 1.90** 3.82** 2.01** 0.48 3.70*** 1.03 4.68*** 3.04*** 4.33** 1.39 1.49 1.60** 1.63

(1.26–2.86) (1.39–10.48) (1.31–3.07) (0.06–3.74) (1.97–6.96) (0.81–1.31) (1.97–11.15) (2.28–4.05) (1.55–12.06) (1.00–1.93) (0.37–6.00) (1.19–2.17) (0.77–3.45)
Richest 2.61*** 3.58* 2.80*** 0.93 7.55*** 1.18 1.80 4.62*** 6.28*** 2.03*** 1.24 1.94*** 1.81

(1.71–3.98) (1.16–11.02) (1.78–4.40) (0.20–4.33) (4.06–14.05) (0.88–1.58) (0.52–6.31) (3.38–6.31) (2.19–18.03) (1.45–2.86) (0.26–6.00) (1.39–2.73) (0.86–3.81)
Location
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 1.39 1.14 1.20 1.53 0.90 0.94 1.49 0.93 1.65 1.15 1.43 1.26 1.64*

(0.99–1.95) (0.58–2.25) (0.87–1.68) (0.36–6.56) (0.53–1.51) (0.80–1.11) (0.90–2.48) (0.72–1.20) (0.99–2.76) (0.91–1.46) (0.55–3.73) (0.99–1.61) (1.00–2.69)

F-statistic for regional 
indicators 21.46 9.55 4.70 3.09 18.33 4.38 0.21 0.33 1.75 6.05 1.11 14.42 14.09

N 7,584 5,392 6,538 4,506 8,427 10,876 10,876 7,401 5,874 8,035 8,035 6,808 5,719

*p<0.05. **p<0.01. ***p<0.001. †Ever-use of emergency contraception was not analyzed because of low rates of use. ‡Sample consists of ever-married women. §For Armenia and Turkey, the reference category includes those aged 20–24 and 25–29. ††For Jordan,  
the  reference category includes women aged 20–24. ‡‡For Armenia, Moldova and Ukraine, analyses by education were not performed because of a lack of variability in levels of education. §§For Azerbaijan, the reference category includes those who completed primary 
school. Notes: Use category includes only sexually experienced women. All models control for region of country. na=not applicable.

WEB APPENDIX TABLE 6. Odds ratios (and 95% confidence intervals) from logistic regression analyses assessing associations between women’s characteristics and having heard of or having ever used emergency 
contraception, Europe and West Asia



Characteristic Bolivia Colombia Dominican Republic Haiti Honduras Nicaragua 

Heard of Used Heard of Used Heard of Used Heard of Used Heard of Used Heard of Used

Marital status
Currently married (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Never married 1.68*** 2.12*** 1.20*** 2.18*** 0.78*** 2.02*** 0.54*** 2.40 0.90 1.79* 1.01 1.25

(1.47–1.93) (1.44–3.12) (1.12–1.30) (1.98–2.41) (0.69–0.89) (1.38–2.95) (0.42–0.70) (0.58–9.94) (0.80–1.01) (1.09–2.95) (0.85–1.20) (0.61–2.59)
Formerly married 1.24* 2.32*** 1.08 1.69*** 1.06 1.43* 1.11 3.52* 1.09 1.48 1.17 1.44

(1.05–1.47) (1.52–3.55) (1.00–1.17) (1.51–1.89) (0.96–1.16) (1.02–2.01) (0.91–1.35) (1.22–10.16) (0.98–1.22) (1.00–2.18) (1.00–1.38) (0.91–2.28)
Age† 
15–19 (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
20–24 2.16*** 2.47** 2.33*** 1.45*** 1.67*** 1.09 1.38* 3.14 1.55*** 1.53 1.24* 0.93

(1.86–2.51) (1.29–4.76) (2.14–2.54) (1.28–1.64) (1.46–1.91) (0.69–1.73) (1.04–1.82) (0.46–21.64) (1.38–1.76) (0.75–3.14) (1.03–1.49) (0.48–1.83)
25–29 2.28*** 1.99* 2.28*** 1.06 1.82*** 1.58 1.88*** 0.43 1.65*** 1.11 1.18 0.43*

(1.91–2.72) (1.04–3.80) (2.08–2.51) (0.93–1.22) (1.57–2.11) (0.96–2.58) (1.42–2.50) (0.05–4.06) (1.41–1.92) (0.52–2.39) (0.96–1.46) (0.21–0.90)
30–34 1.98*** 1.42 2.15*** 0.67*** 1.57*** 0.91 1.93*** 11.32* 1.86*** 1.37 1.29* 0.44

(1.64–2.40) (0.70–2.90) (1.94–2.38) (0.58–0.78) (1.33–1.85) (0.54–1.53) (1.33–2.80) (1.42–90.28) (1.60–2.16) (0.65–2.91) (1.04–1.61) (0.19–1.01)
35–39 1.78*** 1.02 2.02*** 0.42*** 1.48*** 0.63 1.97*** 2.66 1.70*** 0.74 1.09 0.50

(1.46–2.17) (0.50–2.10) (1.81–2.24) (0.35–0.50) (1.25–1.74) (0.34–1.16) (1.41–2.77) (0.18–40.07) (1.44–2.01) (0.35–1.55) (0.87–1.37) (0.22–1.15)
40–44 1.59*** 0.76 1.79*** 0.27*** 1.48*** 0.26*** 1.74** 1.94 1.57*** 0.92 1.08 0.39

(1.28–1.97) (0.35–1.67) (1.61–1.98) (0.22–0.34) (1.25–1.75) (0.13–0.53) (1.21–2.49) (0.32–11.80) (1.32–1.86) (0.38–2.24) (0.81–1.43) (0.15–1.06)
45–49 1.39** 0.53 1.48*** 0.18*** 1.44*** 0.26** na na 1.79*** 0.34 0.85 0.25*

(1.12–1.74) (0.20–1.41) (1.33–1.65) (0.14–0.23) (1.23–1.69) (0.11–0.65) na na (1.51–2.14) (0.11–1.04) (0.65–1.10) (0.08–0.80)
Education 
<complete primary (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Complete primary 1.37* 2.70* 1.30*** 1.15 1.27** 1.03 0.91 2.83 1.33*** 0.76 1.18 1.29

(1.04–1.79) (1.05–6.91) (1.19–1.43) (0.86–1.53) (1.07–1.52) (0.55–1.93) (0.67–1.23) (0.47–17.11) (1.21–1.47) (0.42–1.41) (0.96–1.45) (0.56–2.98)
≥some secondary 3.56*** 2.10* 3.47*** 2.65*** 2.12*** 2.36*** 1.95*** 2.73 3.15*** 2.27** 2.03*** 1.80

(3.12–4.08) (1.17–3.75) (3.21–3.75) (2.10–3.34) (1.90–2.37) (1.69–3.32) (1.58–2.40) (0.82–9.14) (2.81–3.54) (1.29–4.00) (1.74–2.37) (0.96–3.40)
Wealth quintile 
Poorest (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Poor 1.37** 1.26 1.57*** 1.90*** 1.18** 1.15 1.19 3.84 1.23** 1.53 1.54** 1.16

(1.09–1.73) (0.29–5.59) (1.44–1.72) (1.57–2.30) (1.04–1.34) (0.76–1.73) (0.77–1.82) (0.49–30.28) (1.07–1.41) (0.46–5.14) (1.14–2.07) (0.25–5.35)
Middle 1.90*** 1.81 2.17*** 2.63*** 1.48*** 1.31 1.53 0.46 1.69*** 4.05** 1.79*** 1.22

(1.45–2.48) (0.42–7.86) (1.95–2.43) (2.14–3.24) (1.31–1.68) (0.84–2.04) (0.97–2.41) (0.04–5.01) (1.45–1.96) (1.42–11.56) (1.31–2.46) (0.35–4.31)
Rich 2.74*** 2.86 2.84*** 3.38*** 1.83*** 1.62* 1.63* 5.88 2.27*** 5.97** 2.34*** 2.45

(2.07–3.64) (0.64–12.75) (2.53–3.19) (2.72–4.20) (1.60–2.10) (1.04–2.52) (1.01–2.63) (0.95–36.25) (1.92–2.68) (2.05–17.36) (1.68–3.25) (0.51–11.71)
Richest 5.14*** 8.18** 3.88*** 4.80*** 2.48*** 2.28*** 1.87* 12.44* 3.19*** 4.95** 3.02*** 4.21

(3.84–6.88) (1.80–37.11) (3.42–4.40) (3.85–5.98) (2.08–2.96) (1.44–3.61) (1.12–3.14) (1.32–116.96) (2.65–3.85) (1.66–14.74) (2.17–4.21) (0.85–20.96)
Location
Rural (ref) 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Urban 1.18 1.13 1.00 1.04 1.16** 1.09 1.15 0.36 1.12 1.58 1.31* 1.73

(0.97–1.45) (0.63–2.02) (0.91–1.09) (0.88–1.24) (1.05–1.28) (0.84–1.42) (0.84–1.59) (0.07–1.83) (1.00–1.27) (1.00–2.51) (1.07–1.62) (0.81–3.66)

F-statistic for regional 
indicators 8.10 6.42 23.13 6.58 3.85 1.06 1.53 2.12 6.27 1.35 5.65 0.88
N 16,892 13,267 53,521 43,951 26,880 21,630 10,750 8,502 19,890 15,278 13,041 9,987

*p<0.05. **p<0.01. ***p<0.001. †For Haiti, age categories 40–44 and 45–49 were combined. Notes: Use category includes only sexually experienced women. All models control for region within country. na=not applicable.

WEB APPENDIX TABLE 7. Odds ratios (and 95% confidence intervals) from logistic regression analyses assessing associations between women’s characteristics and having heard of or having ever used  
emergency contraception, Latin America and the Caribbean
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