
surveys fromparticipants using clinics with an emergent

access policy (odds ratio, 2.6; Table 4). Not surprisingly,

surveys in which participants reported not having

used birth control at each instance of intercourse in

the past 30 days were more likely to report emergency

contraception use that month than those reporting

consistent contraceptive use (2.0). Other characteristics

associated with emergency contraception use in the past

30 days included ‘‘other’’ race and ethnicity, compared

with non-Hispanic black identity (4.6); having a new sex

partner in the past 30 days (2.0); and using condoms, as

opposed to no method, as a main birth control method

in the past 30 days (1.8). The higher the baseline

familiarity with emergency contraception and the more

negative women felt about becoming pregnant in the

next 12 months, the higher the likelihood of emergency

contraception use in the past 30 days (2.0 and 1.4,

respectively).

DISCUSSION

In this study, even after measured possible confounding

influences were taken into account, women attending

clinics with a policy to provide emergency contraception

in advance of need were more likely to report emergency

contraception use in a given monthly survey than were

women who attended clinics providing the drug only on

an emergent basis. Most demographic characteristics

were not associated with emergency contraception use,

but reproductive behavior and attitudes were significant.

Having sex without birth control at least once in the

past 30 days was associated with emergency contracep-

tion use within the same time period. Unprotected sex in

the past 30 days was reported in 45% of surveys. Other

studies have indicated high proportions of participants

reporting unprotected sex (40%4) or unprotected sex

and withdrawal combined (54%5). Raine et al.4 showed

that in their advance provision group, emergency contra-

ception use was twice as likely among women who re-

ported unprotected sex as among others. Like Raine et al.4

and Walsh and Frezieres,5 we found that only a small

proportion ofwomenused emergency contraceptionmore

than once, even though unprotected sex was common.

It has been suggested16 that nonuse of emergency

contraception despite advance access may be due to

women’s underestimating the risk of unintended preg-

nancy and thereby their need for emergency contracep-

tion. However, in this study, perceived risk of pregnancy

was not related to frequency of unprotected sex or to use

of emergency contraception. Women with no main birth

control method—who are assumed to be at high risk of

unintended pregnancy—were less likely to use emergency

contraception than were those who used condoms as

their main method. That 44% of surveys from women

who had had unprotected sex gave no clear reason for

nonuse of emergency contraception suggests a degree of

ambivalence about pregnancy prevention.

Published rates of emergency contraception use vary.

In Scotland, Glasier and Baird6 estimated that 47% of

women given emergency contraception at study initiation

and 27% of those who were given the drug on an

emergent basis used it in a one-year period. In California,

Raine et al.4 found use rates over a six-month period to be

37% and 21%, respectively; Walsh and Frezieres5 found

rates of 19% and 12%, respectively, after 3–9 months.

Gold et al.,3 who studied women aged 15–20 in Pitts-

burgh, found that 17% of their advance access group and

13%of their controls used emergency contraception over

sixmonths. In our study, 25%of women attending clinics

with an advance access policy and 8% of those attending

clinics with an emergent access policy used emergency

contraception (over a maximum of 18 months). Differ-

ences in three important baseline characteristics may

explain why we observed a lower level of use than Raine

et al.4: Our cohort had a lower level of previous emer-

gencycontraception use (18%vs. 35%) and condom-only

TABLE 4. Odds ratios (and 95% confidence intervals) from
logistic regression analyses assessing associations between
emergency contraception use and selected participant
characteristics

Characteristic Odds ratio

Clinic’s emergency contraception access policy
Advance 2.63 (1.44–4.81)**
Emergent (ref ) 1.00

Race/ethnicity†
Non-Hispanic black (ref ) 1.00
Non-Hispanic white 0.65 (0.35–1.20)
Hispanic 0.84 (0.32–2.18)
Other 4.59 (2.30–9.16)***

Importance of religion†,‡ 0.81 (0.56–1.18)

Education†,‡ 0.70 (0.49–1.01)

Employment†,‡ 1.17 (0.89–1.54)

Income from partner†
Yes 1.37 (0.89–2.13)
No (ref ) 1.00

Perceived pregnancy probability†,§ 1.01 (1.00–1.02)

Familiar with emergency
contraception†,‡ 1.97 (1.37–2.85)***

Previously offered emergency contraception†
Yes 0.78 (0.44–1.32)
No (ref ) 1.00

New partner in past 30 days
Yes 2.03 (1.19–3.47)**
No (ref ) 1.00

Sex without birth control in past 30 days
Yes 2.00 (1.22–3.23)**
No (ref ) 1.00

Main birth control method in past 30 days
None (ref ) 1.00
Pill 1.36 (0.70–2.40)
Condom 1.83 (1.09–3.07)*
Injectable 0.99 (0.45–2.18)
Other 1.11 (0.34–3.58)

Feelings about pregnancy in
next 12 months‡ 1.35 (1.12–1.61)**

*p<.05. **p<.01. ***p<.001. †Data from intake survey. ‡Ordered categorical

variable. For a complete listofcategories, seeTable 3, page163.§Continuous

variable. Note: ref=reference group.
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