
Emergency contraception’s status as a prescriptionmed-

ication in2002 (except inWashingtonState andCalifornia,

where women could access the method directly from

pharmacies beginning in 1997 and 2002, respectively)

may help explain why counseling was the strongest pre-

dictor of use, even after adjustment for several demo-

graphic and reproductive health characteristics. However,

clinician counseling likely will remain relevant even after

women are able to obtain emergency contraception with-

out a prescription, because without counseling or major

media campaigns, many women may remain unaware of

the change.30 While clinicians are often challenged by the

need to prioritize possible preventive health interven-

tions,31 the majority of U.S. women at risk for unplanned

pregnancies relyonhealthprofessionals for informationon

birth control,16 and brief clinician counseling is important

in promoting other health-related behaviors.32 Therefore,

the prevalence and societal costs of unintended pregnancy

and abortion suggest that emergency contraception coun-

seling should be a priority.

Our study sheds light on the overall contraceptive

behavior of emergency contraception users and helps

refute the popular misconception that when emergency

contraception is readily available, women substitute its use

for the use of routine contraception. Themajority of NSFG

respondents who had ever used the method said that they

had done so only once; this finding is consistent with

results of several other studies.33–36 Furthermore, use of

emergency contraceptionwas about equally attributable to

contraceptive failure and nonuse. Finally, at the multivari-

able level, women’s use of regular methods did not predict

their use of emergency contraception; data from France

support this finding,22 although a British study indicates

that emergency contraception use is associated with the

use of condoms rather than hormonal contraception.23

Several limitations are inherent in the analysis of cross-

sectional data from a national sample. No temporal

relationship can be established between variables, render-

ing interpretation of some of these findings challenging.

For example, emergency contraception use was measured

over a lifetime, while receipt of counseling was assessed

solely for the past 12months; it is impossible to determine

whether counseling preceded or followed use. Further-

more,womenwhohadusedemergencycontraceptionmay

have been more likely than never-users to remember

having been counseled about it by a health care provider.

Similarly, it is impossible to determine whether the

association between abortion and ever-use of emergency

contraception reflects that women obtaining abortions

often are counseled about emergency contraception and

use it subsequently or if use occurred prior to abortion.

Finally, abortion statistics in national data sets, including

the NSFG, should always be interpreted with caution

because of high levels of underreporting.37

To the best of our knowledge, this study provides the

most current national data on receipt of counseling about

and use of emergency contraception. However, several

societal changes that have occurred since the 2002NSFG

will likely affect use of emergency contraception in the

United States, particularly the 2006 shift in the method’s

status from prescription-only to behind-the-counter for

women aged 18 and older. However, because emergency

contraception remains available only by prescription for

women younger than 18, clinician counseling on the

method will likely remain an integral strategy for increas-

ing its use in this high-risk population.

If U.S. women’s use of emergency contraception is to

increase, theymust be aware that thismethodexists, feel it

is safe and effective, and know how to access it in a timely

fashion. Each of these aspects warrants further research

attention. Given the time pressures within which clini-

cians frequently work, as well as the competing demands

on their time to addressmultiple preventive health topics,

efforts areneeded to explore alternativeways of delivering

counseling. Initiatives to increase emergency contracep-

tion knowledge outside clinical settings should be

expanded to include the media and other broad-based

educational efforts to reach women at high risk for

unintended pregnancywho typically receive reproductive

health information from their clinicians. Recognizing that

a significant proportion of women who use emergency

contraceptiondo sobecause they are concerned about the

possibility of contraceptive failure, efforts to increase use

of this method must be coupled with efforts to increase

effective use of other contraceptives.

TABLE 3. Odds ratios (and 95% confidence intervals) from
logistic regression analyses assessing the associations be-
tween selected characteristics and women’s likelihood of
ever having used emergency contraception

Characteristic Odds ratio

Age
15–17 (ref ) 1.00
18–24 2.49 (0.53–11.56)
25–29 1.98 (0.39–10.03)
‡30 0.78 (0.15–3.96)

Education
£high school (ref ) 1.00
High school graduate 1.25 (0.66–2.36)
College graduate 3.97** (1.68–9.37)

Marital status
Never-married (ref ) 1.00
Ever-married 2.02** (1.30–3.13)

Age at first intercourse
<16 3.70** (1.76–7.78)
16–20 2.69* (1.27–5.70)
21–25 (ref ) 1.00

Ever had abortion
No (ref ) 1.00
Yes 3.39*** (2.35–4.90)

Received emergency contraceptive
counseling in past year
No (ref ) 1.00
Yes 11.72*** (6.20–22.15)

*p<.05. **p<.01. ***p<.001. Notes:Odds ratios are adjusted for all characteris-

tics in the table,whichwere included in themodelonthebasisof the resultsof

a stepwise elimination regression process. ref=reference group.
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