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Abstract

Background
Emergency contraception use has received little attention compared to other contraceptives (e.g., condoms), despite increased
use in most western countries. The present study aims to examine individual risk behavior and social characteristics of
adolescent emergency contraception use of women in late adolescence, a key developmental stage for risky sexual behaviors.

Methods
A total of 214 young women (ages 18–20) from the community-based “Tracking Opportunities and Problems in Childhood and
Adolescence” study self-reported their contraceptive use, sexual history (debut age, number of partners, sexually transmitted
infections, abortions), risk behaviors (externalizing behavior, alcohol use), and social factors (living arrangements, educational
status). Their mothers reported the young women’s socioeconomic background (family economy, education). Differences were
tested between groups that had never used emergency contraception, used it once, and used it many times.

Results
Over half of the sample had used emergency contraception. Emergency contraception users were a heterogeneous group. Multi-
time users of emergency contraception reported to have had more unprotected drunk sex than those having used emergency
contraception once or never, and they were younger when they �rst had sexual intercourse and had more sexual partners (both in
their lifetime and in the last year) than those who had never used emergency contraception. Emergency contraception use did
not differ in relation to social background, regular contraception use, or consequences of unprotected sex.

Conclusions
This is one of the few studies examining characteristics of groups based on different types of emergency contraception use
history in a community sample of women in their late adolescence. Findings revealed signi�cant differences in the pro�les of
multi-time, one-time, and non-users of emergency contraception in some factors, but no difference between groups based on
regular contraception use. The �ndings can provide researchers, practitioners, and policy makers with a more nuanced
perspective of emergency contraception users, thus strengthening counseling and planning prevention efforts.

Background
According to the World Health Organization (WHO), adolescent fertility regulation and prevention of unintended pregnancies is
one of the most important health-care issues of the 21st century (1). A common explanation for unintended pregnancies is
inconsistent or non-use of contraception. One of the most contemporary measures introduced to reduce unwanted adolescent
pregnancies is easy access to contraception, such as prescription-free emergency contraceptive pills, or “morning after pills” (1).
To reach sexually active young adult women, it is important to improve our knowledge about the users- and non-users of
emergency contraception.

Research has regarded emergency contraception use as both a risk-taking and a responsible behavior (2, 3). For example,
emergency contraception use has been found to typically not be used by those at risk of abortion (3), which could explain why
increased emergency contraception sales has not been associated with a decrease in abortion rates. It is therefore of great
importance to examine other characteristics associated with adolescent emergency contraception use.

The di�culty in identifying distinguishable patterns of contraceptive use may be related to the difference in sexual trajectories in
adolescence (4), or that different motivations for use might have the same behavioral expression. For example, non-use of
emergency contraception could be part of a consistent pattern of regular contraceptive use (because unprotected intercourse
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does not occur), but could also be part of a pattern of not using contraception at all. Measuring both regular and emergency
contraception use could therefore expand earlier research on adolescent contraceptive patterns. Few studies have, however,
studied and categorized the behavioral and social factors of both users and non-users of regular and emergency contraception.

The link between socioeconomic background and use of emergency contraception in adolescence is unclear. For example, high
parental and individual education level was associated with more emergency contraception use both in a Norwegian (3), and a
Dutch study (5). However, a large, population-based Finnish study, as well as a British study, found that high parental education
was associated with less emergency contraception use (6, 7). Unregular family structure (e.g., not living in a nuclear family) has
been linked with more use of emergency contraception as well (6).

Studies rarely distinguish between one-time and multiple use of emergency contraception, which might explain some
contradictory �ndings. One-time emergency contraception use may represent different motivations and contraceptive patterns
than multiple use does. By not measuring the frequency of use, it is possible that the heterogeneity of the emergency
contraception users is overlooked.

In line with the problem-behavior theory (8), which posits that risk behaviors might appear in clusters due to underlying
personality traits, research has found that problem behaviors (e.g., externalizing behavior, alcohol use) are linked with sexual risk
behaviors (e.g., inconsistent contraceptive use) (9–12). Early sexual intercourse debut age and multiple sexual partners have
often been understood as sexual risk behaviors (13). Early sexual initiation has been associated with multiple aspects of risk
behavior, including inconsistent use of regular contraception, pregnancy, and a greater number of sexual partners (14, 15). As
several studies have found that emergency contraception users report a higher total number of sexual partners (2, 16, 17), it is
reasonable to also expect an association of emergency contraception use with age at �rst sexual intercourse.

Alcohol use can be viewed as a risk behavior, and being intoxicated during intercourse has been associated with the use of
emergency contraception use both among Norwegian (18) and Finnish women (6). In contrast, an older Swedish study did not
�nd a strong direct link between alcohol use and emergency contraception use (19).

Norway has one of the highest emergency contraception pill consumption of the Nordic countries (20). In 2003, adolescent
women (age 15–19) were estimated to use more than 50% of all emergency contraception pills sold in Norway (21). The
research literature on emergency contraception use among adolescents is still scarce and often out-of-date, and �ndings are
contradictory.

The main aim was to examine to which degree sexual history (intercourse debut age, number of partners, sexually transmitted
infections, abortion), risk behaviors (externalizing behavior, alcohol use), and sociodemographic factors (own and mothers
educational level, living arrangement, family economy) characterize emergency contraceptive versus regular contraceptive (oral
contraceptives and condoms) users in young Norwegian women (ages 18–20). The second aim was to explore the differences
between one-time and multi-time emergency contraception use.

Methods
Design

The current study used data from the Tracking Opportunities and Problems in Childhood and Adolescence (TOPP) study, a
community-based longitudinal study of Norwegian children (22, 23). In 1993, Norwegian mothers were recruited to participate
when bringing the index child to a routine 18-month vaccination at a municipal child health center. In the �rst stage, 913 of 1,081
invited families participated (response rate 84%). The 19 health care areas included in the TOPP study were representative of the
overall diversity of communities in Norway; 28% of the families lived in large cities, 55% in small towns, and 17% in rural areas)
(23).

The study was approved by The Data Inspectorate and the Regional Committee for Medical Research Ethics (#S-04167). Study
participants did not give written or oral informed consent, as that was not a requirement at the time of data collection. This is a
requirement today, and the Regional Committee for Medical Research Ethnics in Norway have approved the study without
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informed consent (#S-04167/#2013/2052), due to respondents being given written information before and after each data
collection about 1) Current and future research �ndings and topics; 2) The con�dentiality of the participants; 3) The possibility to
skip questions, and 4) The right to withdraw from the study at any point. All analyses for the current paper used anonymous
cross-sectional data from the �nal wave (T8) in late adolescence/young adulthood (ages 18-20).     

The sample

The current study included young women aged 18-20 (n = 295) participating in 2011, when the TOPP questionnaires involved
sexual history and sexual risk behaviors. Of the participants, 216 of the 295 (73.2%) reported to have had heterosexual vaginal
intercourse. Two cases were removed from the sample due to inconsistent or missing responses, leading to a sample of 214
young women.

Attrition

Data from the health clinics showed that non-responding mothers did not differ from responding mothers in maternal age,
education, employment status, or marital status when joining the study (23).  Multiple logistic analyses of adolescent
participation showed that female gender and high maternal education predicted young adult participation in 2011 (24).
Variables such as maternal age, living with the father, maternal work status, and the family’s �nancial situation did not predict
young adult participation at 2011. The associations between variables at baseline compared to the last waves of the study did
not differ among drop-out versus remaining families, suggesting that estimated associations between variables are
generalizable (25).

Measurement

Experience and frequency of emergency contraception use was measured with the question “Have you ever used emergency
contraception?” with the response alternatives “Have not used” (0) and “Have used” (1), and the follow-up question: “If so, how
many times?” The response was used either as a continuous variable or categorized as: “Never used” (0), “Used once” (1), and
“Used two or more times” (2) (19) .

Use of regular contraception in the past year was measured by one question: “During the past 12 months, which type(s) of
contraception have you/your partner used?” with the possibility to tick one or several response alternatives: “No contraception,”
“Condom,” “Oral contraceptives/contraceptive injection,” “Other types,” and “I don’t know.” Responses of “Other types” and “I don’t
know” were excluded from further analysis. A new categorical variable was constructed: “Consistency of regular contraceptive
use the past year,” with three possible responses:  “No use” (0), “Inconsistent use” (1) (ticked both No contraception and one or
more of the methods of regular contraception), and “Consistent use” (2) (ticked of any kind of contraceptive method and did not
tick No contraception).

Use of contraception during last intercourse was measured by the question: “At last intercourse, which type(s) of contraception
did you/your partner use?” with the same response alternatives as the question about the past year. A categorical variable of
contraceptive use at last intercourse was computed as “Non-use” (0) or “Use” (1).

Participants were also asked if they had ever had unprotected intercourse/sex without condoms or any other contraceptives
while drunk (“Never” (0) “Once” (1), or “Two or more times” (2)).

Sexual history included self-reports about intercourse debut age, total number of sexual partners, number of sexual partners the
past year, abortion, and sexually transmitted infections (STIs). The question of STIs was formulated as follows: “Have you ever
received treatment for a sexually transmitted infection (venereal disease) such as chlamydia, herpes, genital warts or similar?”

Risk behaviors.

Externalizing behavior was measured with the TOPP Scale on Antisocial Behavior (TSAB; 24). The TSAB consists of 13 items
mapping domains of externalizing behavior, partly based on the model by Loeber et al. (26), and items from other Scandinavian
scales (27-29).  Items covered actions one had done or participated in during the past year (e.g., shirked school or work, been in a
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�ght, taken money from someone in one’s family without permission, stolen, or tried marihuana). Responses were rated on a 5-
point Likert scale from “Not done it” (0) to “Done it more than 10 times” (4). Cronbach’s alpha for TSAB in this study was 0.68. A
high mean score indicated more externalizing (antisocial) behavior the past year.

Alcohol use was measured by the Alcohol Use Disorder Identi�cation Test (AUDIT; 30), in order to identify excessive drinking and
risky consumption (31). The use of AUDIT in the adolescent population aged 14 to 18 is supported by research (32). Items were
rated on Likert scales in which higher response categories equaled drinking in higher frequencies and more units. In the current
study, only the total sum of scores was calculated, and a high mean score indicated more or less hazardous alcohol use. The
internal consistency in this study was a =.79.

Sociodemographic factors.

Educational attainment was measured by asking if participants attended or had �nished any education program, such as
“General studies at high school,” “Vocational high school,” “One to two years of higher education,” “Three years at college or
university,” or “Four or more years at university college or university.” 

Nine possible living arrangements were re-categorized into three possible responses:  “Live with mother and father” (1), “Live
with one parent/move between parents” (2), and “Live alone or with other than parents” (3).  

Maternal education (maternal reports) was categorized as “High school or less” (0) and “Higher education” (1).

Family economy (maternal reports). The four response alternatives were “We manage very poorly,” “We manage poorly,” “We
manage,” “We are well off.” These were re- categorized as “Poor or OK” (0) and “Good” (1).

Statistical analysis

Descriptive statistics using cross-tabulation with chi-square test, and correlations (Pearson's r) between study variables were
obtained. Effect size criteria used for correlations were as follows: between 0.10 and 0.30, small; 0.30-0.50, medium; >0.50, large
(33). A series of two-way between-groups analyses of variance (ANOVA) were carried out to examine the difference between
groups within regular contraception users and emergency contraception users.

Results
Most of the young women had their sexual debut at age 16 or later (56.5%; 121/214) The median number of total sex partners
was three, and the median for the past year was one. A minority reported a total of 10 or more lifetime sexual partners (12.8%; n 
= 27), having been pregnant (5.2%; n = 11), having had an abortion (4.2%; n = 9), and having been treated for an STI (9.8%; n = 
21). About half of the participants reported emergency contraception use (52.3%, n = 113). Of the emergency contraception
users, 47.8% (n = 54; i.e., 25% of the total sample) had used emergency contraception only once, and 52.2% (n = 59; i.e., 27% of
the total sample) were multi-time users (i.e., more than one-time use). A small proportion (8.8%, n = 10; 4.6% of the total sample)
had used emergency contraceptives 4–10 times. Most of the 216 adolescent women reported to be consistent users of regular
contraception, including during the past year (87.6%), at the time of last intercourse (88.7%), and when drunk (72.4%).

The distribution of maternal and adolescent characteristics, contraceptive behavior, abortion, and STIs across the emergency
contraception use groups is presented in Table 1.

Table 1. Distribution of sociodemographic characteristics and sexual history on emergency contraception use in young women
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  Emergency contraception use     

  Never Once Twice or more    

  % (n) % (n) % (n) χ2 φ/φc

Education status (n = 207)       5.39  

Vocational high school  19.4 (19) 18.9 (10)   7.2 (4)    

General studies at high school/higher education  80.6 (79) 81.1 (43) 92.8 (52)    

Maternal educational attainment (n = 164)     4.83  

High school or less  53.7 (44) 36.8 (14) 36.4 (16)    

Higher education  46.3 (38) 63.2 (24) 63.6 (28)    

Family economy (n = 159)       0.34  

   Poor or OK  48.1 (39) 42.9 (15) 48.8 (21)    

   Good  51.9 (42) 57.1 (20) 51.2 (22)    

Living arrangements (n = 216)       2.90  

With mother and father  51.5 (53) 50.0 (27) 45.8 (27)    

With one parent/move between parents  25.2 (26) 27.8 (15) 37.3 (22)    

Live alone or with other than parents  23.3 (24) 22.2 (12) 16.9 (10)    

Contraceptive behavior          

Contraceptive use last intercourse (n = 211)     0.10  

No  11.2 (11) 13.0 (7) 11.9 (7)    

Yes  88.8 (87) 87.0 (47) 88.1 (52)    

Contraceptive use past year (n = 209)       3.03  

None    5.0 (5)   3.8 (2)   1.8 (1)    

Inconsistent    6.1 (6) 11.3 (6) 12.3 (7)    

Consistent  88.9 (88) 84.9 (45) 85.9 (49)    

Unprotected while intoxicated (n = 214)       24.63*** .24

Never  84.3 (86) 57.4 (31) 65.5 (38)    

Once  11.8 (12) 33.3 (18) 13.8 (8)    

Twice or more times    3.9 (4)   9.3 (5) 20.7 (12)    

Consequences of unprotected sex          

Abortion (n = 215)       1.89  

No  97.1 (99) 92.6 (50) 96.6 (57)    

Yes    2.9 (3)   7.4 (4)   3.4 (2)    

Sexually transmitted infection (n = 215)       6.55  

No  94.1 (96) 81.5 (44) 91.5 (54)    

Yes    5.9 (6) 18.5 (10)   8.5 (5)    

Note. *** p ≤ .001. φ Effect size measure ‘phi’ for 2x2 contingency tables. φc Effect size measure ‘Cramer’s V’ for nominal and ordinal relations in

larger contingency tables. Maternal reports on own education level and family economy was measured in 2006-2008. All other variables were

self-reported by young women in 2011.

 

Multi-time users of emergency contraception reported to have had more unprotected drunk sex (p < .001) than those having used
emergency contraception once or never, with effect sizes ranging from small to medium. The frequency of emergency
contraception use did not differ in relation to sociodemographic background, living arrangements, contraceptive use, or
consequences of unprotected sex.
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Table 2. Descriptive statistic, and correlations (Pearson’s r) between regular/emergency contraception use with independent continuous

variables

        Regular contraceptive use the past

year

Emergency contraception use  (# times

used)

  Range M (SD) n r r2 r r2

Family economy  4 2.49

(0.57)

159 0.27** 0.07 -0.02 0.00

Externalizing behaviors 24 5.98

(4.66)

211 -0.20** 0.04 0.16 0.03

Sexual debut age 8 15.77

(1.41)

215 -0.02 0.00 -0.19** -0.04

Total number of sex partners 25 4.72

(4.52)

211 -0.15 0.02 0.34** 0.12

Number of sex partners the past

year

11 2.29

(1.95)

210 -0.19** -0.04 0.21** 0.04

Note.  ** p ≤ .01. Maternal reports of family economy was measured in 2008. All other variables self-reported by young women in 2011

 

Associations between study variables and regular and emergency
contraception use
Correlations between independent variables and regular contraception use are presented in Table 2. Having a good family
economy (r = .27; p < .01), less externalizing behaviors (r = − .20; p < .01), and a lower number of sexual partners during the past
year (r = − .19; p < .01), were associated with more consistent use of regular contraception. A different pattern emerged for
emergency contraception use, in which younger sexual debut age (r = − .19; p < .01) and higher number of sexual partners (in
total: r = .34; p < .01, and during the past year: r = .21; p < .01) were associated with more frequent use of emergency
contraception.

Table 3 about here
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Table 3
Comparison of means (ANOVA) between emergency contraception groups and regular contraception groups

  Emergency contraceptive use   Regular contraceptive use the past year  

  Group 1:

Never used

Group 2:

Used once

Group 3:

Twice or
more

  Group 4:

Never use

Group 5:
Inconsistent
use

Group 6:

Consistent
use

 

  n M
(SD)

n M
(SD)

n M
(SD)

F n M
(SD)

n M
(SD)

n M
(SD)

F

Externalizing
behavior

100 5.58
(4.27)

54 5.65
(4.38)

57 7.00
(5.44)

1.88 8 10.38
(8.58)

19 6.95
(4.92)

177 5.70
(4.30)

4.45

Alcohol use 97 9.85
(5.23)

53 9.17
(4.02)

55 11.53
(5.17)

3.38 8 10.25
(8.60)

19 11.79
(6.13)

171 10.06
(4.56)

1.05

Debut age1 102 16.05
(1.42)

54 15.83
(1.46)

59 15.22
(1.18)

6.91*** 8 15.50
(2.00)

19 16.16
(1.26)

181 15.74
(1.41)

0.89

Total number
of sex
partners2

100 3.43
(3.29)

53 5.08
(4.42)

58 6.60
(5.66)

8.95*** 8 7.50
(7.82)

19 5.89
(4.18)

177 4.57
(4.39)

2.20

Sex partners
the past year

100 1.92
(1.57)

53 2.53
(2.12)

57 2.70
(2.27)

3.56 6 3.67
(3.60)

19 3.21
(2.35)

179 2.22
(1.79)

3.78

Emergency
contraceptive
use

- - - - - - - 8 0.50
(0.76)

19 1.63
(1.89)

182 0.97
(1.30)

2.66

 

Externalizing behavior, alcohol use, sexual debut age, and number of sex
partners
Table 3 shows the difference in externalizing behavior, alcohol use, sexual debut age, total number of sexual partners, and
number of partners in the past year across the different emergency and regular contraceptive use groups. There was no
statistical difference between the three emergency contraception groups regarding externalizing behavior, alcohol use, and
number of partners in the last year. Multiple-time users of emergency contraception reported a younger sexual debut age (F(2,
215) = 6.91, p < .001) and a higher total number of sexual partners (F(2, 211) = 8.95, p < .001) than the group who had never used
emergency contraception.

There were no statistical differences in externalizing behavior, alcohol use, sexual debut age, or number of sex partners between
the three regular contraception groups. Because the group who reported not using any regular contraception in the past year was
very small (n = 8), the differences between two more balanced groups of contraception users (non/inconsistent use vs.
consistent use) were tested with the same variables with t-tests. The results from the t-test showed no signi�cant group
differences (results not shown).

Discussion
The current study aimed to examine to what degree sexual history, risk behaviors, and sociodemographic factors characterize
emergency and regular contraceptive use in young women aged 18–20. We found that emergency contraceptives were common
among young adult women in Norway, and the �ndings indicated that emergency contraception users were a heterogenous
group with a different risk factor pattern from regular contraceptive users.
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First, our �ndings showed that regular contraception is widely used by young women in Norway. Around half of the young
women in the study reported having used emergency contraception, and about half of these women had used it more than once.
The prevalence of emergency contraception use was similar to what was found in a Swedish study of university students (54%;
34) and in a Norwegian study of middle adolescents in 2001 (52%; 35), and it was somewhat higher than what was found
among young adults in 1998–2005 (34%; 3). In comparison, according to the Norwegian Institute of Public Health (36) there was
a general increase in the sale of emergency contraception doses in the time period between these older studies and our data
collected in 2011, whereas there was a decrease in the following years from 2011–2019.

Second, emergency contraception users were a heterogeneous group, with a somewhat different risk pro�le than regular
emergency contraception users. While more consistent regular contraception use was associated with less externalizing
behavior and better family economy, more frequent emergency contraception use was associated with younger sexual debut age
and higher total number of sex partners. Despite these differences, the two groups also overlapped (e.g., 51.6% of the consistent
regular contraception users the past year also reported having used emergency contraception at least once in their lifetime).
However, one caveat is that we lack information on the timing of emergency contraceptive use, and it is thus possible that this
occurred when the women were younger, and their regular contraceptive use was more inconsistent. Even so, there was a small
correlation between a higher number of sexual partners in the past year with both less consistent use of regular contraception in
the past year, and more frequent emergency contraception use. These �ndings indicate that the association between number of
sexual partners and contraceptive behavior occurred relatively recently. A possible explanation might be that inconsistent users
change partners frequently and therefore have many “�rst time” sexual encounters, which former studies have found are often
unprotected (37, 38).

Third, our �ndings highlight the importance of distinguishing between one-time and multi-time users of emergency
contraception. Multi-time users reported signi�cantly higher incidences of unprotected intercourse under the in�uence of alcohol,
with a higher number of sexual partners, and with a younger sexual debut age. These �ndings are in line with both a Belgian and
Finnish study (17, 39), but contrary to a Swiss study (37), which found no differences in sexual risk behaviors between one-time
and multi-time users. A possible explanation for more sexual risk behavior in multi-time users is that adolescents use emergency
contraception more often shortly after sexual debut, before they become e�cient users of regular contraceptives (40). For
example, a study by Chilman (41) found that inconsistent use of regular contraception was normal in the 6–12 months after
sexual debut. Another explanation might be that younger sexual debut age expresses a plurality of sexual risk behaviors, such as
multiple sexual partners, which might still be ongoing in late adolescence (41). There may also be differences in adolescent girls’
psychological pro�les that could explain our �ndings. A recent study by Jimenéz-Iglesias et al. (42) reported no differences
between non- and one-time users of emergency contraception, but found life satisfaction to be higher in one-time users, while
depression was higher in multi-time users.

Fourth, our �ndings supported the notion that emergency contraception use may re�ect a responsible behavior. For instance,
emergency contraception use (versus non-use) was not associated with a history of abortion or STIs in our study, an association
which has been reported in several other studies (see e.g. 16, 19, 39, 43). Our �ndings were in line with a previous study from
Norway (44), as well as a recent study from Spain (42) in which the authors concluded that one-time users had good
psychological resources that allowed them to make effective decisions in important moments (regarding contraception and
preventing pregnancy). It is possible that societal norms that accept adolescents as sexually active as long as pregnancy is
prevented (e.g., as has been found in Nordic countries), will include emergency contraception use as a responsible behavior (45).
Still, the relationship between psychological resources, abortion, STIs, and emergency contraception use needs to be explored
further.

We found that education level, family economy, and living arrangements did not signi�cantly differ between users and non-users
of emergency contraception, and that emergency contraception users were not more frequently drinking or partaking in
externalizing behaviors. In contrast, there was a link between a cluster of risk factors (poorer family economy, more externalizing
behavior, and more sex partners) and inconsistent use of regular contraception. Former studies have suggested that
externalizing behaviors (use of illicit drugs, aggression) are precursors to or in a cluster of other risk-taking behaviors (e.g., less
contraception use) (46, 47), or a part of a norm-breaking behavior as suggested by the problem behavior theory. The difference in
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risk behaviors and family background between regular and emergency contraception users suggests that the latter group is
represented by a different risk factor cluster compared to the regular contraception users.

Non- and one-time users of emergency contraception and consistent regular contraception users were the largest groups in our
study sample, and despite some differences, they overlapped to a great extent. Of the consistent regular contraception users,
more than half had used emergency contraception at least once in their life and often after having unprotected drunk sex. The
results indicate that emergency contraceptive use does not replace regular contraceptive use, which has been a concern (34).
Rather, the �ndings support the notion reported in several studies (46–48) that many young women tend to become more
consistent regular contraception users after having used emergency contraception once.

The �nding that adolescent consistent users of regular contraception occasionally have taken risks (e.g., had unprotected drunk
intercourse or used emergency contraception) give nuance to strict categorizations such as “use” versus “non-use,” and “risk-
taker” versus “responsible” (2, 3, 42). To summarize, young adult women seem to protect themselves from pregnancy to a great
extent, and want to be “better safe than sorry.”

Strengths and Limitations of the Current Study
The current study �lls a gap in the research �eld by examining characteristics of regular and emergency contraception use in late
adolescence and early adulthood. By measuring the use of contraception in the past year and total, rather than only at latest
intercourse, as well as one-time and multiple use of emergency contraception, we get a more comprehensive picture of
contraceptive use in young adult women. There are, however, also limitations that must be considered.

Poor recall, social desirability bias, and post hoc justi�cation may have impacted the responses on regular contraception
consistency. Previous �ndings indicate that individuals tend to overestimate their adherence to an oral contraceptive regimen
((49). In addition, there was a lack of the timing and contextualization of emergency contraception use in our questions (e.g.,
whether use was after �rst intercourse, when in a relationship or single, when sober or drunk, or the gender and characteristics of
the partner). For instance, previous Nordic studies suggest that having an older sexual partner is associated with more frequent
emergency contraception use (6, 18, 43).

Motivation for use and non-use of regular and emergency contraceptives was also not included (e.g., trying to become pregnant
or not). However, the participants are in their late adolescence and young adulthood, so only a minor percentage might be
planning to conceive.

Clinical and research implications
Future research should include emergency contraception use to comprehensively examine contraceptive behavior. Using detailed
categorizations of contraceptive use (e.g., one-time versus multiple use of emergency contraceptives) might help explain and
nuance the inconsistent results from previous research.                                     

Political initiatives should be taken to prevent social inequality in adolescent health. A Norwegian report found that supplying
young women with contraceptives free of cost increased the consistent use of regular contraceptives and bridged a great
proportion into user-independent contraceptives (e.g., contraceptive implants). The rate of unprotected intercourse, abortions and
emergency contraception use decreased (50). Former studies have found that limited access to emergency contraception was a
barrier of use (51), so in order to simplify access, it should be possible to acquire emergency contraception online. Online
provision of emergency contraception may be more convenient and less embarrassing for adolescents and enhance the safe use
of this time-sensitive contraception (52).

Conclusion
This is one of few studies about the link between adolescent emergency contraception use and both individual and
sociodemographic risk factors. A noteworthy result is that emergency contraception is a commonly used method among young
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adult women, and users are not a homogenous group. Findings revealed signi�cant differences in the pro�les of multi-time, one-
time, and non-users of emergency contraception on some factors (e.g., in sexual debut age and number of sex partners), but no
group difference in the consistency of regular contraception use. This implies that emergency contraception users might be both
“saints” (i.e., conscientiousness-driven one-time users with less risky sexual behavior) and “sinners” (i.e., multi-time users driven
by former risky sexual behavior), underscoring the need for more studies to include emergency contraception when studying
contraceptive behavior. The current study has important implications, suggesting that future research should also longitudinally
examine barriers to safe sex and pregnancy prevention for female adolescents.
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