
Trends in Emergency Contraceptive Use Among Adolescents 
and Young Adults, 2006–2017

Sagar D. Mehta, M.D.a,b, Aniket D. Kulkarni, M.B.B.S., M.P.H.c,*, Karen Pazol, Ph.D., M.P.H.d, 
Emilia H. Koumans, M.D., M.P.H.c

a Department of Pediatrics, Emory University School of Medicine, Atlanta, Georgia

b Children’s Healthcare of Atlanta, Atlanta, Georgia

c Division of Reproductive Health, Centers for Disease Control and Prevention, Atlanta, Georgia

d Division of Human Development and Disability, Centers for Disease Control and Prevention, 
Atlanta, Georgia

Abstract

Purpose: In 2013, age restrictions for adolescents on over-the-counter access were removed for 

“Plan B One-Step”, a single oral medication option for emergency contraception use. Restrictions 

on generic options of the emergency contraceptive pill (ECP) were removed in 2014.

Methods: National Survey of Family Growth data were used to assess the prevalence of ever 

use of ECPs among sexually experienced female adolescents and young adults (AYA) aged 15–

24 years (2015–2017 sample), and trends in indicators of ECP use and acquisition (2006–2017 

samples). Prevalence estimates were obtained by age subgroups for 15–17, 18–19, and 20–24 

years. Statistical significance was determined using an alpha of .05 and 95% confidence intervals 

calculated around the point estimates.

Results: The weighted estimate of sexually experienced female AYA in the United States ranged 

from 13.3 million in 2006–2008 to 12.7 million in 2015–2017. The prevalence of ever ECP use 

was 18.2% (95% CI 15.7–21.1) and 31.8% (95% CI 26.9–37.1) in 2006–2008 and 2015–2017, 

respectively. Ever use in 2015–2017 varied by age group, number of lifetime opposite-sex partners 

and abortions, and experience of nonconsensual sex. In 2008–2010, 46.1% (95% CI 36.0–56.5) 

of respondents last obtained ECPs at community health or family planning clinics, and 31.8% 

(95% CI 22.9–42.2) last obtained ECPs at a pharmacy compared to 18.1% (95% CI 12.0–26.4) 

and 70.1% (95% CI 60.6–78.1) respectively in 2015–2017. Prevalence of provider counseling 
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about emergency contraception in female AYA regardless of prior sexual experience in the past 12 

months remained at or below 5% from 2006 to 2017.

Conclusion: Increasing access to ECPs over-the-counter may have contributed to notable 

increases in reported ever use of ECPs and in the receipts from a pharmacy among AYA between 

2006 and 2017. AYA may benefit if pharmacists and healthcare providers increase reproductive 

health counseling.
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The United States (U.S.) Food and Drug Administration approved the first oral emergency 

contraception (EC) method (“Plan B” in 1999 for use by prescription [1–3]. In the U.S., 

EC includes various forms of oral hormonal medications, including single medication 

pills containing only levonorgestrel or progestin (available as “Plan B One-Step,” “Take 

Action,” “Next Choice One Dose,” and “My Way”), combined medication pills (available by 

prescription as multiple doses of certain combined hormonal contraceptives) and ulipristal 

acetate pills (“Ella,” available by prescription), as well as the copper intrauterine device 

(IUD) (available with a medical procedure) [1,4,5].

EC can play a role in preventing unintended pregnancies when another contraceptive method 

is not used, or there is concern about method failure [1,4,5], and EC is included in the 

recommended treatments after a sexual assault [6]. However, the effectiveness of EC is 

related to the timing of use; single medication emergency contraceptive pill (ECP) options 

are levonorgestrel pills, labeled for use as soon as possible within 72 hours following 

unprotected intercourse, and ulipristal acetate within 120 hours; in addition, a copper IUD 

can be placed within 5 days of unprotected intercourse [1,4–6]. Efforts have been made to 

increase access to ECP [1–4,7]. In 2006, single medication options containing levonorgestrel 

were authorized for sale over-the-counter (OTC) for women ages 18 and older [1]. In 2009, 

the age at purchase for ECP was reduced to age 17, and in 2013, all age or point-of-sale 

restrictions for Plan B One-Step were removed, with the remaining age restrictions on 

generic options removed in 2014 [1–3].

Prior studies have examined the use of and counseling for EC among adolescent and young 

adults (AYA) (aged 15–24 years) [8–11], looked at trends in the urban-rural divide of EC 

use [12], and reported changes in EC use from 2008 to 2015 [13]. However, there does not 

seem to have been an examination of trends in ECP use among AYA with a particular focus 

on the location of purchase since age restrictions to OTC access were sequentially removed 

from 2006. The goal of this analysis is to explore population-based prevalence estimates in 

EC-related indicators from 2006 to 2017 among AYA and examine trends in ever use and 

location of acquisition of ECPs.

Methods

We used data from the National Survey of Family Growth (NSFG), a nationally 

representative continuous survey of noninstitutionalized women aged 15–44 years in U.S. 
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households, with later additions, including a survey of men aged 15–44 years. Respondents 

complete face-to-face interviews, with some data collection utilizing computer-assisted 

personal interviewing. Data are released in 2-year periods. Further details on the survey 

design, operations, weighting, and variance estimation are available [14].

Using 2015–2017 survey data, we examined prevalence in 2015–2017 of reports of ever 

ECP use and characteristics of AYA who reported ECP use among sexually experienced 

(defined as ever having had sexual intercourse with a male partner) females aged 15–24 

years. For our measure of ever use, we used the responses to the question: “Have you ever 

used emergency contraception, also known as ‘Plan B’, ‘Preven’, ‘Ella’, ‘Next Choice’, 

or ‘Morning after’ pills?” (From 2006 onward, this question added options as additional 

methods became available). Among sexually experienced AYA, we examined associations 

between ever use and demographic characteristics, sexual history and pregnancy history. 

We chose baseline demographic variables and additional variables closely related to sexual 

history, sexual activity and pregnancy history given our focus on EC. Demographic 

variables included respondent’s age (15–17,18–19, 20–24 years), race/ethnicity (Hispanic, 

non-Hispanic white single race, non-Hispanic black single race, and non-Hispanic Other 

or multiple race [includes American Indian or Alaska Native, Asian, or Pacific Islander]; 

classification based on 1997 OMB guidelines as collected and recoded by NSFG), percent 

of poverty level (≤200%, >200%), marital/living status (has ever married or cohabited 

vs. never married or cohabited), and current health insurance (private [includes Medigap], 

public [includes Medicaid, Medicare, CHIP, state-sponsored, military health, Indian Health 

Service, single-service plan or other government healthcare], and no insurance). Sexual 

history variables included age at first sexual intercourse (<15 years or 15 years and older), 

number of lifetime partners, any contraceptive method used at last sex in past 12 months, 

and infrequent sexual activity (respondents who reported “yes” to the question: were there 

“times when you were not having intercourse with a male at all for one month or more”). 

Nonconsensual sex was assessed among participants 18 and older using the question: “Have 

you ever been forced by a male to have vaginal intercourse against your will?” Pregnancy 

history questions assessed were the number of pregnancies, number of live births, and 

number of abortions.

We examined the prevalence of indicators of ECP use and acquisition in 2006–2008, 2008–

2010, 2011–2013, 2013–2015, and 2015–2017 using the NSFG survey data of 2006–2010, 

2011–2013, and 2013–2017. Specific measures included ever ECP use, frequency of use, 

reasons for use, the last place ECP was obtained, whether a prescription was used, and 

counseling for ECP. Among those who reported use, we examined responses to questions 

about the frequency of lifetime use of any EC method (one, two, three, or more times), 

whether use occurred in the previous 12 months and the reason for use. To assess the latter, 

respondents who had used ECP were asked, “Did you use emergency contraception because 

you were worried your birth control method would not work, you did not use birth control 

that time, or for some other reason?”; up to three responses per respondent were allowed. 

Where ECP was most recently obtained from was first asked in 2007 and revised to its final 

version in 2008. Therefore, from 2008 onward, we examined where ECP was most recently 

obtained from, grouping responses into private care clinic (private doctor’s office, HMO 

facility, employer or company clinic), community health clinic (community health clinic, 
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community clinic, public health clinic), family planning clinic (family planning or Planned 

Parenthood clinic), pharmacy or drug store, and other (consisting of school or school-based 

clinic, hospital or urgent care center, friend, partner or spouse, or mail order/internet). 

Whether ECP was most recently obtained by prescription was first asked in the 2008–2010 

cycle, so from the 2008–2010 cycle onward we assessed whether the most recent ECP was 

obtained with or without a prescription.

To measure the receipt of recent ECP counseling, we examined responses to a question for 

all female AYA regardless of the report of sexual activity or report of ECP use or visit to 

a healthcare provider in the past 12 months.: “In the past 12 months, have you received 

counseling or information about emergency contraception, also known as ‘Plan B’, or the 

‘Morning-after pill’?”. To measure receipt of ECP counseling in male AYA who had a visit 

to a doctor or healthcare provider in the past 12 months, we assessed responses to the 

following question: “During your visit in the past 12 months, did a doctor or healthcare 

provider talk with you about emergency contraception?” Counseling question to male AYA 

was included from 2011 to 2017.

To account for the multistage, probability-based complex survey design of NSFG, we used 

SAS and SAS-callable SUDAAN Version 9.3. NSFG-provided survey sampling weights 

were used to obtain estimates representative of AYA in U.S. households. For example, 

for the 2015–2017 survey data, we used the variable WGT2015_2017 as the weight. Chi-

squared tests were performed to assess the homogeneity of distribution across each of the 

population characteristics, sexual history, and pregnancy history categories. We assessed 

linear and quadratic trends across time for two primary variables of interest related to the use 

and acquisition of ECPs: ever ECP use and location of most recent ECP acquisition, using 

the weighted least squares method. If the quadratic term was significant, then p values for 

both the linear and quadratic terms were reported. However, if the quadratic term was not 

significant, a reduced model, including only the linear term, was fit, and only the linear p 
value was reported. Statistical significance was determined using an alpha of .05. Since this 

analysis used deidentified data, the Centers for Disease Control and Prevention deemed this 

study to be research not involving human subjects and therefore did not need review by an 

institutional review board.

Results

The weighted estimate of the total number of sexually experienced female AYA in United 

States in the 2015–2017 sample was 12,711,422, and it represented 64.8% (95% confidence 

interval [CI] 60.7–68.6) of all female AYA in that sample (Table 1). Of these sexually 

experienced female AYA, 9.9% (95% CI 7.0–13.9) were aged 15–17 years, 21.3% (95% CI 

16.7–26.7) were aged 18–19 years, and 68.8% (95% CI 62.3–74.6) were aged 20–24 years; 

49.9 (95% CI 42.4–57.4) self-reported as non-Hispanic white, single race, 23.8% (95% 

CI 17.7–31.2) self-reported as Hispanic, 15.8% (95% CI 11.8–20.8) self-reported as non-

Hispanic black, single race, and 10.5% (95% CI 7.5–14.5) self-reported as non-Hispanic 

other or multiple races; 51.9% (95% CI 46.2–57.6) had never married or co-habited; and 

81.2% (95% CI 76.1–85.3) had used a contraceptive at last sex; additional characteristics are 

in Table 1.
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In 2015–2017, 31.8% (95% CI 26.9–37.1) of sexually experienced AYA females reported 

ever using ECPs (Table 1). Prevalence of ever ECP use varied significantly by age, number 

of lifetime opposite-sex partners, number of abortions, and experience of nonconsensual 

sex. By age, 14.0% (95% CI 7.6–24.2), 21.2% (95% CI 14.0–30.9), and 37.6% (95% CI 

32.0–43.6) of 15–17, 18–19, and 20–24-year-old sexually experienced females had ever 

used ECP, respectively (Table 1). Ever ECP use increased with the increasing number 

of lifetime opposite-sex partners (Table 1). The prevalence of ever ECP use was 29.7% 

(95% CI 21.9–38.9) for those reporting no abortions, 61.8% (95% CI 40.0–79.8) for those 

reporting one abortion, and 71.6% (95% CI 27.1–94.5) for those reporting more than one 

abortion. Among AYA females aged 18 years and older who had experienced nonconsensual 

sex, 52.5% (95% CI 38.5–66.1) had ever used ECP compared to 30.7% (95% CI 25.6–36.4) 

who had not. However, there were no differences in ever ECP use by frequency of sexual 

activity. Infrequent sexual activity was defined as times when an AYA female was not having 

intercourse with a male at all, for one month or more in the past 3 years, or since the 

date of first sex. One-third of female AYA with infrequent sexual activity reported ever 

ECP use (33.4%, 95% CI 27.3–40.1), similar to the prevalence of ECP use among those 

reporting frequent sexual activity (27.0%, 95% CI 20.1–35.1). There were no differences by 

the number of pregnancies or live births (Table 1).

The weighted estimate of sexually experienced female AYA in the United States ranged 

from 13.3 million in 2006–2008 to 12.7 million in 2015–2017 (Table 2). Percentage of 

sexually experienced female AYA among all female AYA was 64.4% (95% CI 60.5–68.2), 

65.6% (95% CI 61.9–69.1), 65.9 (95% CI 62.0–69.6), 65.7 (95% CI 62.5–68.7), and 64.8% 

(95% CI 60.7–68.6) in 2006–2008, 2008–2010, 2011–2013, 2013–2015 and 2015e2017 

respectively. Reported ever ECP use among sexually experienced female AYA increased 

from 18.2% (95% CI 15.7–21.1) in 2006–2008 to 31.8% (95% CI 26.9–37.1) in 2015–2017 

(p value for linear trend<.001) (Table 2 and Figure 1). Trends stratified by age were also 

significant. The largest increase occurred in the 20–24 year age group (p < .001) (Figure 1), 

with an increase from 21.2% to 37.6%. Among 15–17-year-olds, ever use increased from 

8.9% to 14.0% (p = .021), and among 18–19-year-olds ever use increased from 14.4% to 

21.2% (p = .009). Prevalence of past year ECP use among ever EC users in 15–24-year-olds 

was 34.9% (95% CI 25.7–42.9) and 41.3% (95% CI 35.0–47.9) in 2008–2010 and 2015–

2017, respectively (Table 2); estimates over time and by age in the frequency of use is shown 

in Table A1.

In 2008–2010, 46.1% (95% CI 36.0–56.5) of AYA ECP users last obtained ECP at 

community health or family planning clinics, and in 2015–2017 that proportion was 18.1% 

(95% CI 12.0–26.4) (p value for linear trend <.001) (Figure 2, Table A2). Over the same 

time period, the proportion of AYA ECP users who last obtained ECP at a pharmacy or drug 

store increased from 31.8% (95% CI 22.9–42.2) to 70.1% (95% CI 60.6–78.1) (p value for 

linear trend<.0001). These trends were observed across all three age groups (Figure 2A–C). 

For example, the proportion of adolescent ECP users aged 15–17 years who most recently 

obtained ECP from a pharmacy or drug store increased from 8.8% (95% CI 1.5–37.6) in 

2008–2010 to 53.0% (95% CI 28.0–76.5) in 2015–2017 (p value for linear trend = .0008) 

(Figure 2A, Table A2). In 2008–2010, the proportion of AYA ECP users who reported 

obtaining their most recent ECP by prescription was 20.5% (95% CI 16.0–26.0), and in 
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2015–2017 it was 10.5% (95% CI 5.8–18.1). In contrast to the changes over time for ever 

use and location of acquisition, no apparent changes were noted in the reasons for use over 

the same period (Table 2)

In 2006–2008 and 2015–2017, the percentage of all AYA females (those with and without 

sexual experience) reporting counseling or information about EC in the past 12 months was 

5.0% (95% CI 3.9–6.5) and 3.7% (95% CI 2.3–5.7), respectively (Table 3). Percentage of 

AYA males reporting discussion about EC during a visit to a healthcare provider in the past 

12 months (Table 3) was 7.7% (95% CI 5.8–10.2) in 2011%–2013% and 10.1% (95% CI 

7.9–13.0) in 2015–2017.

In 2013–2015, the proportion of female AYA aged 18–24 years who had experienced 

nonconsensual sex was 19.5% (95% CI 16.3–23.0), and in the 2015–2017 sample, it was 

19.4% (95% CI 15.3–24.2). Among these AYA, the proportion who had ever used ECP in 

2013–2015 was 43.9% (95% CI 36.6–51.4), and in 2015–2017 was 49.4% (95% CI 36.8–

62.1).

Discussion

From 2006–2008 to 2015–2017, reported ever use of ECPs increased by 74.7% among AYA 

aged 15–24 years. These increases were not accompanied by the increased receipt of EC 

counseling, which might occur during routine health visits, or by increases in nonconsensual 

sex, an indication for EC use. The use of other contraceptive methods among this age 

group also increased around this same period, but not as markedly, with the exception of 

long-acting emergency contraceptive (LARC) methods [15,16]. During this same period, 

AYA increasingly reported obtaining ECP from pharmacies or drug stores (from 31.8% 

in 2008–2010 to 70.1% in 2015–2017). Concomitantly, since 2008, fewer AYA reported 

having last obtained ECPs from a community health or family planning clinic (from 46.1% 

in 2008–2010 to 31.8% (2015–2017). These findings may reflect the elimination of FDA 

age and point-of-sale restrictions to OTC access to some ECP while also allowing for a 

decreased burden of stigma and embarrassment associated with its acquisition [13].

A potential unintended consequence of the shift from clinics to pharmacies as the primary 

location of acquiring ECP may be fewer opportunities for contraceptive counseling from 

providers [1,13]. Reported past year receipt of counseling on ECPs among female AYA 

during the study period appeared to remain stable albeit low (ranging from 4% to 5%). 

Prior studies have found AYA females rely on a mix of Ob-Gyn, family physicians, and 

pediatricians as their main healthcare providers, and that in some estimates, only about 

half of the pediatricians regularly provide reproductive health services to patients [17]. 

These findings underscore the need for counseling about the full range of contraceptive 

options by healthcare providers, particularly pediatricians, during routine healthcare visits 

for adolescent females and males [5,18–20]. This is in line with American College 

of Obstetricians and Gynecologists (ACOG) guidelines recommending that contraceptive 

counseling, including routine discussion of ECP and provision of advance prescriptions for 

ECPs, should not be based on patients’ prior sexual activity [21]. Expansion of provider 

knowledge through training to increase comfort discussing contraceptive topics with AYA, 
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including current OTC status of ECP and other options, if available, may facilitate increased 

counseling [22]. Training and comfort on contraceptive topics could also enhance clinical 

providers’ ability to assess sensitive social topics and respond to patients’ sexual and 

reproductive health questions.

Retail settings may also offer additional venues to increase contraceptive counseling for 

ECP methods. In states that are providing direct access to hormonal contraception via 

pharmacists, the infrastructure needed to provide contraception counseling for EC is likely 

in place, although reimbursement for counseling may be a challenge [23,24]. In states 

with and without these provisions, additional efforts may be required to implement EC 

counseling services for OTC ECP products but could include counseling and referral for 

continuous contraception with increased efficacy. Some states that have initiated access to 

oral contraceptive pills through pharmacies have included requirements for information and 

materials to accompany the provision of ECP [23,24].

Despite promising findings regarding increasing use of ECPs, which may be related to 

increasing acquisition in retail settings, challenges with access persist [25–29]. Pharmacies 

may misunderstand the FDA changes to age restrictions and vary in the level of in-store 

accessibility and counseling provided, found to be particularly harmful to low-income and 

minority communities [30–33]. Many young people may not be aware that these methods 

are available without a prescription, and awareness and access vary by age, race/ethnicity, 

socioeconomic status, foreign-born status, and urbanicity [25,27]. Cost may also be a barrier 

since OTC ECP coverage by Medicaid varies by state, and higher income levels have been 

found to be associated with higher rates of EC use [13,31]. While prescribed ECPs may 

be covered by private insurance, provision of reproductive health services may be reported 

to parent(s) or guardian(s) if they are the source of the insurance, potentially presenting 

confidentiality concerns for AYA ([34]).

Limitations of the current study include that significance testing for trends was conducted 

only for two indicators (time and age) related to ECP use and acquisition. This approach 

minimizes concerns about multiple comparisons but limits conclusions we can draw about 

changes over time for other variables. We did not evaluate the use of the copper IUD since 

the question about ECP does not address the use of the copper IUD for EC. Bivariate 

analysis between ever ECP use and characteristics of AYA who reported ECP use may 

be biased due to potential confounding. Also, for bivariate analyses, limited sample sizes 

reduced power to detect differences and interactions between ECP use, age, sexual behavior, 

and pregnancy-related characteristics. Additionally, biases exist from self-reporting to NSFG 

across all survey years. Because NSFG is a national sample, we were unable to evaluate 

state differences in ECP use, which may be affected by local laws and regulations.

In summary, findings suggest increased use of ever ECP use among sexually experienced 

adolescents and young adults and changes in where they obtain ECP from 2006–2008 

to 2015–2017. Fewer report having last obtained ECP from community health or family 

planning clinics, and more purchased ECP at pharmacies or drug stores. Research on the 

implications of changes in receipt of ECP, and how to increase EC counseling among 

AYA are needed. Additional efforts, using existing tools that support youth-friendly, quality, 
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confidential care (34), may be beneficial for training various healthcare providers that serve 

adolescents and young adults to provide information to their patients. Finally, ongoing 

analysis of ECP use may improve our understanding of its relationship to unintended 

pregnancy and birth rates among AYA.
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IMPLICATIONS AND CONTRIBUTIONS

From 2006 to 2017, sexually experienced adolescents and young adults reported 

increased use of emergency contraception, from 18.2% to 31.8%, and most reported last 

purchase from pharmacies and without a prescription; possibly reflecting the elimination 

of FDA age restrictions for adolescents on over-the-counter access to emergency 

contraception starting in 2013.
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Figure 1. 
Prevalence of ever use of emergency contraceptive pills among sexually experienced 

adolescents (15–17-year-olds, 18–19-year-olds) and young adult females (20–24-year-olds) 

from the National Survey of Family Growth, by age group, 2006–2017.
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Figure 2. 
(A) Location of most recent emergency contraceptive pill (ECP) receipt among adolescent 

and young adult females aged 15–24 years who had used ECP from the National Survey of 

Family Growth, overall and by age group, 2008–2017. *who had used ECP. (B) Location of 

most recent ECP receipt among 15- to 17-year olds. *who had used ECP; ‡ Prevalence for 

Drug Store or pharmacy and Other for 2008–2010 do not meet National Center for Health 

Statistics standards of reliability as mentioned in the ‘2015–2017 NSFG User’s Guide, 

Appendix 6: Frequently Asked Questions (FAQ) about the NSFG’. § Prevalence for Other 

for 2015–2017 does not meet National Center for Health Statistics standards of reliability. 

(C) Location of most recent ECP receipt among 18- to 19-year olds. *who had used ECP; 

§ Prevalence for Community health or family planning clinics and Other for 2015–2017 do 

not meet National Center for Health Statistics standards of reliability. (D) Location of most 

recent ECP receipt among 20- to 24-year olds. *who had used ECP.

Mehta et al. Page 13

J Adolesc Health. Author manuscript; available in PMC 2024 April 01.

A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mehta et al. Page 14

Ta
b

le
 1

C
ha

ra
ct

er
is

tic
s 

of
 s

ex
ua

lly
 e

xp
er

ie
nc

ed
 f

em
al

es
 a

ge
d 

15
–2

4 
ye

ar
s 

an
d 

ev
er

 u
se

 o
f 

em
er

ge
nc

y 
co

nt
ra

ce
pt

io
n 

fr
om

 th
e 

N
at

io
na

l S
ur

ve
y 

of
 F

am
ily

 G
ro

w
th

, 

20
15

–2
01

7

C
ha

ra
ct

er
is

ti
c

U
nw

ei
gh

te
d 

n 
= 

10
29

E
ve

r 
us

ed
 e

m
er

ge
nc

y 
co

nt
ra

ce
pt

io
n 

pi
lls

W
ei

gh
te

d 
to

ta
l

%
 O

f 
to

ta
l

P
re

va
le

nc
e 

(9
5%

 C
I)

p 
va

lu
ea

To
ta

l
12

,7
11

,4
22

10
0

31
.8

 (
26

.9
–3

7.
1)

A
ge

 g
ro

up
<

.0
01

 
15

–1
7 

ye
ar

s
1,

26
2,

62
3

9.
9 

(7
.0

–1
3.

9)
14

.0
 (

7.
6–

24
.2

)

 
18

–1
9 

ye
ar

s
2,

70
7,

40
6

21
.3

 (
16

.7
–2

6.
7)

21
.2

 (
14

.0
–3

0.
9)

 
20

–2
4 

ye
ar

s
8,

74
1,

39
3

68
.8

 (
62

.3
–7

4.
6)

37
.6

 (
32

.0
–4

3.
6)

R
ac

e/
et

hn
ic

ity
0.

1

 
H

is
pa

ni
c

3,
02

7,
83

4
23

.8
 (

17
.7

–3
1.

2)
44

.0
 (

32
.5

–5
6.

1)

 
N

on
-H

is
pa

ni
c 

w
hi

te
, S

in
gl

e 
R

ac
e

6,
34

0,
06

12
49

.9
 (

42
.4

–5
7.

4)
29

.5
 (

23
.9

–3
5.

9)

 
N

on
-H

is
pa

ni
c 

bl
ac

k,
 S

in
gl

e 
R

ac
e

01
0,

09
7

15
.8

 (
11

.8
–2

0.
8)

21
.9

 (
14

.6
–3

1.
3)

 
N

on
-H

is
pa

ni
c 

O
th

er
 o

r 
M

ul
tip

le
 R

ac
eb

1,
33

3,
43

0
10

.5
 (

7.
5–

14
.5

)
29

.6
 (

15
.2

–4
9.

6)

Pe
rc

en
t o

f 
po

ve
rt

y 
le

ve
l

0.
4

 
≤ 

20
0

7,
10

9,
33

75
55

.9
 (

50
.6

–6
1.

1)
30

.3
 (

23
.7

–3
7.

8)

 
>

20
0

60
2,

08
6

44
.1

 (
38

.9
–4

9.
4)

33
.7

 (
28

.1
–3

9.
6)

M
ar

ita
l s

ta
tu

s
.0

7

 
E

ve
r 

m
ar

ri
ed

 o
r 

co
ha

bi
te

d
6,

11
2,

65
9

48
.1

 (
42

.4
–5

3.
9)

35
.7

 (
29

.3
–4

2.
7)

 
N

ev
er

 m
ar

ri
ed

 o
r 

co
ha

bi
te

d
6,

59
8,

76
4

51
.9

 (
46

.2
–5

7.
6)

28
.0

9 
(2

2.
2–

34
.9

)

C
ur

re
nt

 h
ea

lth
 in

su
ra

nc
ec

.1
7

 
Pr

iv
at

e
6,

30
4,

60
8

49
.6

 (
43

.5
–5

5.
7)

32
.1

 (
26

.5
–3

8.
4)

 
Pu

bl
ic

4,
38

2,
79

0
34

.5
 (

28
.7

–4
0.

7)
26

.7
 (

20
.6

–3
3.

8)

 
N

o 
in

su
ra

nc
e

2,
02

4,
02

5
15

.9
 (

12
.4

–2
0.

2)
41

.7
 (

27
.4

–5
7.

6)

A
ge

 a
t f

ir
st

 s
ex

ua
l i

nt
er

co
ur

se
.8

1

 
L

es
s 

th
an

 1
5 

ye
ar

s 
ol

d
2,

09
3,

69
1

16
.5

 (
13

.2
–2

0.
4)

33
.1

 (
21

.9
–4

6.
6)

 
15

 y
ea

rs
 o

ld
 o

r 
ol

de
r

10
,6

17
,7

31
83

.5
 (

79
.6

–8
6.

8)
31

.5
 (

26
.6

–3
6.

9)

U
se

d 
co

nt
ra

ce
pt

io
n 

at
 la

st
 s

ex
.1

7

 
Y

es
9,

67
6,

23
5

81
.2

 (
76

.1
–8

5.
3)

34
.4

 (
28

.8
–4

0.
4)

J Adolesc Health. Author manuscript; available in PMC 2024 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mehta et al. Page 15

C
ha

ra
ct

er
is

ti
c

U
nw

ei
gh

te
d 

n 
= 

10
29

E
ve

r 
us

ed
 e

m
er

ge
nc

y 
co

nt
ra

ce
pt

io
n 

pi
lls

W
ei

gh
te

d 
to

ta
l

%
 O

f 
to

ta
l

P
re

va
le

nc
e 

(9
5%

 C
I)

p 
va

lu
ea

 
N

o
2,

24
7,

00
3

18
.9

 (
14

.7
–2

3.
9)

26
.6

 (
17

.8
–3

7.
7)

L
if

et
im

e 
op

po
si

te
-s

ex
 p

ar
tn

er
s,

 n
<

.0
01

 
1

3,
16

0,
36

6
24

.9
 (

21
.5

–2
8.

6)
13

.1
 (

8.
4–

19
.9

)

 
2

1,
77

2,
20

9
13

.9
 (

11
.0

–1
7.

5)
25

.8
 (

17
.0

–3
7.

2)

 
3+

7,
77

8,
84

7
61

.2
 (

57
.0

–6
5.

3)
40

.7
 (

33
.7

–4
8.

1)

N
um

be
r 

of
 p

re
gn

an
ci

es
.0

84

 
0

8,
21

2,
20

7
64

.6
 (

59
.8

–6
9.

2)
30

.7
 (

24
.1

–3
8.

2)

 
1

2,
53

9,
81

4
20

.0
 (

16
.9

–2
3.

4)
25

.9
 (

17
.9

–3
5.

9)

 
2+

1,
95

9,
40

2
15

.4
 (

12
.4

–1
9.

1)
44

.0
 (

33
.1

–5
5.

5)

N
um

be
r 

of
 li

ve
 b

ir
th

s
.9

1

 
0

95
6,

98
8

22
.9

 (
16

.6
–3

0.
6)

35
.9

 (
21

.8
–5

2.
9)

 
1

2,
22

4,
91

5
53

.1
 (

44
.9

–6
1.

2)
36

.4
 (

26
.3

–4
7.

9)

 
2+

1,
00

7,
08

1
24

.0
 (

18
.0

–3
1.

3)
32

.4
 (

19
.0

–4
9.

3)

N
um

be
r 

of
 a

bo
rt

io
ns

.0
4

 
0

3,
47

4,
02

0
82

.9
 (

75
.3

–8
8.

6)
29

.7
 (

21
.9

–3
8.

9)

 
1

64
6,

83
2

15
.4

 (
9.

8–
23

.5
)

61
.8

 (
40

.0
–7

9.
8)

 
2+

68
,1

31
1.

6 
(.

6–
4.

2)
71

.6
 (

27
.1

–9
4.

5)

a C
hi

-s
qu

ar
e.

b N
on

-H
is

pa
ni

c 
O

th
er

 in
cl

ud
es

 A
m

er
ic

an
 I

nd
ia

n 
or

 A
la

sk
a 

N
at

iv
e,

 A
si

an
, o

r 
Pa

ci
fi

c 
Is

la
nd

er
.

c Pr
iv

at
e 

in
cl

ud
es

 M
ed

ig
ap

; p
ub

lic
 in

cl
ud

es
 M

ed
ic

ai
d,

 M
ed

ic
ar

e,
 C

H
IP

, s
ta

te
-s

po
ns

or
ed

, m
ili

ta
ry

 h
ea

lth
, I

nd
ia

n 
H

ea
lth

 S
er

vi
ce

, s
in

gl
e-

se
rv

ic
e 

pl
an

 o
r 

ot
he

r 
go

ve
rn

m
en

t h
ea

lth
ca

re
.

J Adolesc Health. Author manuscript; available in PMC 2024 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mehta et al. Page 16

Ta
b

le
 2

E
m

er
ge

nc
y 

co
nt

ra
ce

pt
iv

e 
(E

C
) 

us
e 

(e
ve

r 
us

e)
, r

ec
en

t u
se

, r
ec

ei
pt

 b
y 

pr
es

cr
ip

tio
n,

 a
nd

 th
e 

re
as

on
 f

or
 o

bt
ai

ni
ng

 c
on

tr
ac

ep
tiv

e 
se

rv
ic

es
 a

m
on

g 
se

xu
al

ly
 

ex
pe

ri
en

ce
d 

fe
m

al
es

 a
ge

s 
15

–2
4,

 f
ro

m
 th

e 
N

at
io

na
l S

ur
ve

y 
of

 F
am

ily
 G

ro
w

th
 (

N
SF

G
),

 2
00

6–
20

17

N
SF

G
 c

yc
le

20
06

–2
00

8
20

08
–2

01
0

20
11

–2
01

3
20

13
–2

01
5

20
15

–2
01

7

U
nw

ei
gh

te
d

n 
=

 1
38

6
n 

=
 1

53
4

n 
=

 1
33

4
n 

=
 1

25
2

n 
=

 1
02

9

W
ei

gh
te

d
N

 =
 1

3,
33

9,
96

9
N

 =
 1

3,
65

6,
12

3
N

 =
 1

3,
10

4,
32

8
N

 =
 1

3,
06

4,
61

7
N

 =
 1

2,
71

1,
42

2

C
ha

ra
ct

er
is

tic
, p

re
va

le
nc

e 
(9

5%
 C

I)

E
ve

r 
us

ed
 E

C
a

 
15

–2
4 

ye
ar

sb
18

.2
 (

15
.7

–2
1.

1)
21

.1
 (

17
.5

–2
5.

3)
29

.4
 (

25
.5

–3
3.

6)
30

.7
 (

26
.8

–3
4.

9)
31

.8
 (

26
.9

–3
7.

1)

 
15

–1
7 

ye
ar

sb
  8

.9
 (

5.
6–

13
.7

)
  6

.5
 (

3.
5–

11
.8

)
14

.5
 (

8.
2–

24
.4

)
20

.6
 (

13
.0

–3
1.

0)
14

.0
 (

7.
6–

24
.3

)

 
18

–1
9 

ye
ar

sb
14

.4
 (

10
.5

–1
9.

5)
18

.3
 (

12
.6

–2
5.

7)
26

.2
 (

18
.6

–3
5.

6)
25

.6
 (

18
.6

–3
4.

2)
21

.2
 (

14
.0

–3
0.

9)

 
20

–2
4 

ye
ar

sb
21

.2
 (

18
.1

–2
4.

7)
24

.6
 (

20
.3

–2
9.

6)
33

.2
 (

28
.4

–3
8.

3)
33

.6
 (

29
.1

–3
8.

5)
37

.6
 (

32
.0

–4
3.

6)

A
m

on
g 

ev
er

 E
C

 u
se

rs
, u

se
 in

 th
e 

pr
ev

io
us

 1
2 

m
on

th
s

 
15

–2
4 

ye
ar

s
c

34
.9

 (
27

.7
–4

2.
9)

33
.0

 (
26

.9
–3

9.
7)

39
.8

 (
33

.5
–4

6.
4)

41
.3

 (
35

.0
–4

7.
9)

 
15

–1
7 

ye
ar

s
57

.6
 (

26
.9

–8
3.

3)
65

.6
 (

40
.1

–8
4.

4)
56

.9
 (

28
.4

–8
1.

5)
63

.2
 (

35
.2

–8
4.

4)

 
18

–1
9 

ye
ar

s
45

.4
 (

25
.9

–6
6.

4)
39

.1
 (

24
.0

–5
6.

6)
56

.6
 (

37
.9

–7
3.

5)
53

.6
 (

28
.6

–7
6.

9)

 
20

–2
4 

ye
ar

s
31

.1
 (

22
.9

–4
0.

5)
28

.7
 (

21
.9

–3
6.

8)
34

.8
 (

27
.5

–4
2.

9)
37

.9
 (

29
.6

–4
7.

0)

R
ea

so
n 

fo
r 

us
in

g 
E

C
d

 
W

as
 w

or
ri

ed
 b

ir
th

 c
on

tr
ol

 m
et

ho
d 

w
ou

ld
 n

ot
 w

or
k

 
 

15
–2

4 
ye

ar
s

45
.8

 (
37

.4
–5

4.
5)

43
.1

 (
35

.1
–5

1.
5)

38
.9

 (
31

.3
–4

7.
2)

38
.8

 (
31

.6
–4

6.
5)

36
.8

 (
27

.8
–4

7.
0)

 
 

15
–1

7 
ye

ar
s

14
.1

 (
5.

0–
34

.0
)

33
.5

 (
10

.6
–6

8.
1)

17
.3

 (
6.

3–
39

.5
)

34
.0

 (
15

.4
–5

9.
5)

20
.0

 (
7.

4–
43

.9
)

 
 

18
–1

9 
ye

ar
s

30
.5

 (
14

.8
–5

2.
5)

41
.5

 (
27

.2
–5

7.
4)

35
.0

 (
19

.0
–5

5.
3)

28
.2

 (
16

.8
–4

3.
3)

44
.5

 (
22

.6
–6

8.
9)

 
 

20
–2

4 
ye

ar
s

51
.6

 (
40

.3
–6

2.
8)

44
.0

 (
35

.2
–5

3.
1)

41
.6

 (
32

.8
–5

1.
1)

41
.4

 (
33

.2
–5

0.
0)

36
.4

 (
27

.4
–4

6.
5)

 
Y

ou
 d

id
 n

ot
 u

se
 b

ir
th

 c
on

tr
ol

 th
at

 ti
m

e

 
 

15
–2

4 
ye

ar
s

47
.2

 (
38

.9
–5

5.
6)

50
.9

 (
43

.3
–5

8.
5)

46
.8

 (
38

.7
–5

5.
1)

45
.9

 (
38

.2
–5

3.
9)

51
.6

 (
40

.9
–6

2.
0)

 
 

15
–1

7 
ye

ar
s

58
.1

 (
38

.4
–7

5.
5)

51
.2

 (
22

.8
–7

8.
9)

43
.9

 (
17

.4
–7

4.
4)

44
.0

 (
18

.0
–7

3.
8)

75
.9

 (
53

.3
–8

9.
7)

 
 

18
–1

9 
ye

ar
s

45
.6

 (
26

.6
–6

6.
1)

46
.9

 (
32

.1
–6

2.
4)

49
.3

 (
30

.6
–6

8.
3)

42
.3

 (
26

.4
–5

9.
9)

30
.9

 (
17

.2
–4

8.
9)

 
 

20
–2

4 
ye

ar
s

46
.6

 (
36

.4
–5

7.
1)

52
.0

 (
43

.4
–6

0.
4)

46
.5

 (
37

.1
–5

6.
1)

46
.9

 (
38

.3
–5

5.
6)

53
.9

 (
42

.3
–6

5.
0)

 
O

th
er

 r
ea

so
n

 
 

15
–2

4 
ye

ar
s

12
.3

 (
7.

8–
19

.0
)

12
.9

 (
9.

0–
18

.2
)

24
.5

 (
18

.1
–3

2.
4)

19
.5

 (
13

.9
–2

6.
6)

18
.5

 (
10

.8
–2

9.
9)

J Adolesc Health. Author manuscript; available in PMC 2024 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mehta et al. Page 17

N
SF

G
 c

yc
le

20
06

–2
00

8
20

08
–2

01
0

20
11

–2
01

3
20

13
–2

01
5

20
15

–2
01

7

 
 

15
–1

7 
ye

ar
s

27
.8

 (
11

.8
–5

2.
6)

27
.3

 (
8.

3–
60

.8
)

38
.8

 (
16

.9
–6

6.
4)

22
.0

 (
9.

3–
43

.5
)

12
.1

 (
3.

5–
34

.4
)

 
 

18
–1

9 
ye

ar
s

23
.9

 (
10

.7
–4

5.
1)

23
.9

 (
12

.9
–3

9.
8)

32
.5

 (
15

.9
–5

5.
2)

30
.7

 (
16

.1
–5

0.
6)

24
.6

 (
9.

7–
49

.8
)

 
 

20
–2

4 
ye

ar
s

  8
.6

 (
4.

4–
16

.2
)

  9
.4

 (
6.

3–
13

.8
)

21
.5

 (
14

.8
–3

0.
1)

17
.0

 (
11

.6
–2

4.
2)

17
.8

 (
10

.2
–2

9.
1)

 
G

ot
 E

C
 w

ith
 p

re
sc

ri
pt

io
nd

 
 

15
–2

4 
ye

ar
s

c
20

.5
 (

16
.0

–2
6.

0)
16

.5
 (

10
.6

–2
4.

7)
13

.3
 (

9.
3–

18
.7

)
10

.5
 (

5.
8–

18
.1

)

 
 

15
–1

7 
ye

ar
s

23
.3

 (
8.

2–
50

.8
)

18
.5

 (
4.

9–
50

.3
)

23
.8

 (
5.

6–
62

.2
)

  9
.6

 (
3.

1–
26

.3
)

 
 

18
–1

9 
ye

ar
s

13
.1

 (
6.

1–
25

.9
)

12
.5

 (
6.

3–
23

.5
)

  8
.7

 (
3.

8–
18

.5
)

19
.5

 (
3.

1–
64

.6
)

 
 

20
–2

4 
ye

ar
s

22
.4

 (
16

.6
–2

9.
5)

17
.2

 (
10

.0
–2

8.
0)

13
.3

 (
9.

3–
18

.7
)

  8
.9

 (
5.

4–
14

.5
)

a Fo
r 

E
ve

r 
E

C
 u

se
, w

e 
us

ed
 th

e 
w

ei
gh

te
d 

le
as

t s
qu

ar
es

 m
et

ho
d 

to
 a

ss
es

s 
lin

ea
r 

an
d 

qu
ad

ra
tic

 tr
en

ds
 a

cr
os

s 
tim

e.
 I

f 
th

e 
qu

ad
ra

tic
 te

rm
 w

as
 s

ig
ni

fi
ca

nt
, t

he
n 

p 
va

lu
es

 f
or

 b
ot

h 
th

e 
lin

ea
r 

an
d 

qu
ad

ra
tic

 te
rm

s 
w

er
e 

re
po

rt
ed

. H
ow

ev
er

, i
f 

th
e 

qu
ad

ra
tic

 te
rm

 w
as

 n
ot

 s
ig

ni
fi

ca
nt

, a
 r

ed
uc

ed
 m

od
el

, i
nc

lu
di

ng
 o

nl
y 

th
e 

lin
ea

r 
te

rm
, w

as
 f

it,
 a

nd
 o

nl
y 

th
e 

lin
ea

r 
p 

va
lu

e 
w

as
 r

ep
or

te
d.

b p 
(l

in
ea

r)
 <

 .0
1.

c D
at

a 
ar

e 
m

is
si

ng
 f

or
 a

pp
ro

xi
m

at
el

y 
ha

lf
 o

f 
th

e 
E

C
 e

ve
r 

us
ed

 o
bs

er
va

tio
ns

 d
ur

in
g 

th
is

 c
yc

le
 b

ec
au

se
 th

is
 q

ue
st

io
n 

w
as

 a
sk

ed
 s

ta
rt

in
g 

ye
ar

 tw
o 

of
 th

e 
20

06
–2

00
8 

da
ta

 c
yc

le
.

d T
he

 q
ue

st
io

n 
as

ke
d 

of
 th

e 
re

sp
on

de
nt

 w
as

: “
D

id
 y

ou
 u

se
 e

m
er

ge
nc

y 
co

nt
ra

ce
pt

io
n 

be
ca

us
e 

yo
u 

w
er

e 
w

or
ri

ed
 y

ou
r 

bi
rt

h 
co

nt
ro

l m
et

ho
d 

w
ou

ld
 n

ot
 w

or
k,

 y
ou

 d
id

 n
ot

 u
se

 b
ir

th
 c

on
tr

ol
 a

t t
ha

t t
im

e,
 o

r 
fo

r 
so

m
e 

ot
he

r 
re

as
on

?”
 U

p 
to

 th
re

e 
re

as
on

s 
co

ul
d 

be
 c

ho
se

n.
 T

hi
s 

qu
es

tio
n 

w
as

 a
sk

ed
 to

 r
es

po
nd

en
ts

 w
ho

 h
ad

 e
ve

r 
us

ed
 E

C
.

J Adolesc Health. Author manuscript; available in PMC 2024 April 01.



A
uthor M

anuscript
A

uthor M
anuscript

A
uthor M

anuscript
A

uthor M
anuscript

Mehta et al. Page 18

Ta
b

le
 3

R
ep

or
ts

 o
f 

co
un

se
lin

g 
or

 in
fo

rm
at

io
n 

ab
ou

t e
m

er
ge

nc
y 

co
nt

ra
ce

pt
io

n 
(E

C
) 

in
 th

e 
pa

st
 1

2 
m

on
th

s 
fr

om
 f

em
al

es
 a

ge
d 

15
–2

4 
ye

ar
s 

in
 2

00
6–

20
08

, 2
00

8–

20
10

, 2
01

1–
20

13
, 2

01
3–

20
15

, a
nd

 2
01

5–
20

17
 a

nd
 r

ep
or

ts
 o

f 
ta

lk
 o

f 
E

C
 d

ur
in

g 
a 

vi
si

t t
o 

a 
he

al
th

ca
re

 p
ro

vi
de

r 
in

 th
e 

pa
st

 1
2 

m
on

th
s 

fr
om

 m
al

es
 a

ge
d 

15
–

24
 y

ea
rs

 in
 2

01
1–

20
13

, 2
01

3–
20

15
, a

nd
 2

01
5–

20
17

P
er

ce
nt

ag
e 

of
 a

do
le

sc
en

t 
or

 y
ou

ng
 a

du
lt

 f
em

al
es

a  
re

po
rt

in
g 

co
un

se
lin

g 
or

 in
fo

rm
at

io
n 

ab
ou

t 
E

C
 in

 t
he

 p
as

t 
12

 m
on

th
s

P
re

va
le

nc
e 

(9
5%

 C
I)

20
06

–2
00

8
N

 =
 2

0,
70

2,
26

1
20

08
–2

01
0

N
 =

 2
0,

82
3,

44
0

20
11

–2
01

3
N

 =
 1

9,
88

5,
43

4
20

13
–2

01
5

N
 =

 1
9,

89
8,

50
7

20
15

–2
01

7
N

 =
 1

9,
63

0,
92

4

15
–2

4 
ye

ar
s

5.
0 

(3
.9

–6
.5

)
5.

3 
(3

.6
–7

.7
)

  4
.5

 (
3.

3–
6.

1)
5.

3 
(4

.1
–6

.8
)

  3
.7

 (
2.

3–
5.

7)

15
–1

7 
ye

ar
s

2.
9 

(1
.8

–4
.6

)
3.

5 
(2

.0
–6

.0
)

  2
.6

 (
1.

5–
4.

8)
3.

4 
(2

.0
–5

.6
)

  3
.4

 (
.9

–1
2.

4)

18
–1

9 
ye

ar
s

6.
0 

(4
.0

–9
.1

)
5.

3 
(3

.4
–8

.1
)

  6
.8

 (
4.

3–
10

.7
)

3.
4 

(2
.1

–5
.4

)
  2

.5
 (

1.
3–

4.
9)

20
–2

4 
ye

ar
s

5.
8 

(4
.1

–8
.1

)
6.

4 
(4

.0
–1

0.
1)

  4
.6

 (
3.

0–
7.

2)
7.

0 
(4

.9
–1

0.
0)

  4
.3

 (
2.

9–
6.

2)

P
er

ce
nt

ag
e 

of
 a

do
le

sc
en

t 
or

 y
ou

ng
 a

du
lt

 m
al

es
b  

re
po

rt
in

g 
ta

lk
 o

f 
E

C
 d

ur
in

g 
a 

vi
si

t 
to

 a
 h

ea
lt

hc
ar

e 
pr

ov
id

er
 in

 t
he

 p
as

t 
12

 m
on

th
s

N
A

N
A

20
11

–2
01

3
N

 =
 1

5,
02

5,
89

9
20

13
–2

01
5

N
 =

 1
5,

46
6,

58
8

20
15

–2
01

7
N

 =
 1

5,
11

2,
82

1

15
–2

4 
ye

ar
s

  7
.7

 (
5.

8–
10

.2
)

7.
1 

(5
.2

–9
.6

)
10

.1
 (

7.
9–

13
.0

)

15
–1

7 
ye

ar
s

4.
74

 (
2.

9–
7.

6)
5.

3 
(3

.7
–7

.6
)

  6
.9

 (
4.

4–
10

.7
)

18
–1

9 
ye

ar
s

11
.8

 (
7.

7–
17

.6
)

8.
0 

(4
.8

–1
3.

1)
12

.5
 (

8.
2–

18
.7

)

20
–2

4 
ye

ar
s

  7
.9

 (
5.

3–
11

.8
)

8.
1 

(5
.0

–1
2.

9)
11

.4
 (

7.
8–

16
.3

)

a A
m

on
g 

al
l 1

5–
24

-y
ea

r-
ol

d 
fe

m
al

e 
re

sp
on

de
nt

s,
 r

eg
ar

dl
es

s 
of

 p
ri

or
 s

ex
ua

l e
xp

er
ie

nc
e 

or
 v

is
it 

to
 a

 h
ea

lth
ca

re
 p

ro
vi

de
r 

in
 th

e 
pa

st
 1

2 
m

on
th

s.

b A
m

on
g 

al
l 1

5–
24

-y
ea

r-
ol

d 
m

al
e 

re
sp

on
de

nt
s 

w
ho

 v
is

ite
d 

a 
he

al
th

ca
re

 p
ro

vi
de

r 
in

 th
e 

pa
st

 1
2 

m
on

th
s,

 r
eg

ar
dl

es
s 

of
 p

ri
or

 s
ex

ua
l e

xp
er

ie
nc

e.

J Adolesc Health. Author manuscript; available in PMC 2024 April 01.


	Abstract
	Methods
	Results
	Discussion
	References
	Figure 1.
	Figure 2.
	Table 1
	Table 2
	Table 3

