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Abstract
Background
Consumer awareness of emergency contraception is generally poor. School leavers
(Schoolies) engage in risky behaviours, including casual sex, alcohol and drug consumption.
Aim
To explore the awareness of an at-risk population of Schoolies regarding the use and
availability of emergency contraception.
Method
An electronic survey was self-administered by participants using Wi-Fi-connected iPads at
the Schoolies Wristband Distribution Centre, Surfers Paradise, on the first day of Queensland
Schoolies Week, November 2017. Outcomes measured were awareness of availability of
emergency contraception from a pharmacy; maximum time for effective use following
unprotected intercourse; and whether emergency contraception is harmful to the health of the
user.
Results
Schoolies completed 498 valid surveys. The majority were aged 17 years (83.5%) and 50.8%
were aware that emergency contraception is available from community pharmacies with
prescription and 36.7% that it is available without prescription; 18.5% were aware of the 72
or 120 hour effectiveness window, and 38.0% agreed it is not harmful. All questions were
associated with considerable uncertainty. Females were 1.8 to 3.2 times more likely than
males to provide an appropriate response to any emergency contraception statement.
Conclusion
Schoolies’ awareness of emergency contraception availability, effectiveness window and
safety was low. At-risk Schoolies may not access emergency contraception when indicated
due to fear of harm, uncertainty about its effectiveness window or lacking knowledge about
timely non-prescription access from community pharmacies. Targeted education may
improve current knowledge gaps. The misnomer ‘morning after pill’ should be abandoned for
the clinically appropriate term ‘emergency contraception’.
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Introduction
Consumer awareness of emergency contraception (EC) in Australia is traditionally poor.1-5
EC is any method used following unprotected sexual intercourse to prevent unintended
pregnancy, due to lack of contraception, contraceptive failure or sexual assault.1 Oral EC is
considered safe, effective and potentially cost-effective to consumers with positive public
health outcomes.6 Oral levonorgestrel has been available as a non-prescription emergency
contraceptive in Australia since 20047 and is approved for use as a 1.5 mg single dose for up
to 72 hours (three days) following unprotected intercourse.8 In February 2017, oral ulipristal
was also made available without prescription9 and is approved as a 30 mg single dose for up
to 120 hours (five days) following unprotected intercourse.8
Despite the non-prescription availability of levonorgestrel from community pharmacies since
2004, a 2011 national Australian survey identified that the majority of women were aware EC
existed but less than half knew that it was available from pharmacies without prescription.4 A
2009 study reported that Australian university students’ knowledge about the timing,
accessibility, action and side effects of EC was poor.1 Of interest is whether awareness has
changed with the current availability of two forms of EC, levonorgestrel and ulipristal, and
with effective use extended to three and five days respectively following unprotected
intercourse.
Tens of thousands of Australian school leavers, aged 16 to 18 years, celebrate high school
graduation by attending ‘Schoolies Week’ festivities on the Gold Coast, Queensland, during
November and December each year. Alcohol, other drug use, and sexual activity at this and
other Schoolies destinations is common10-15 and the risk of unintended pregnancy may be
quite high.10 Recent studies of Schoolies’ behaviours are lacking, however, the majority of
Gold Coast Schoolies in a 1995 study by Smith and Rosenthal reported getting drunk most or
every day or night, and about a third of females and almost half of males reported being
‘stoned’ at some point during Schoolies, while 39% reported having sex.10 Of those that
engaged in unprotected intercourse with casual partners 20.1% were uncertain whether any
form of contraception was used.10 Similar results were obtained by Maticka-Tyndale et al
three years later with 34.5% of males and 23.6% of females reporting that they had sex
during Schoolies Week.12 Of those having sex over 60% of the males and almost 40% of the
females engaged in sexual intercourse with a casual partner.12
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Research into Schoolies behaviour in Victoria and Western Australia also identified risks.
The use of alcohol and drugs by Rottnest Island Schoolies, Western Australia, increased the
risk of unprotected sex.15 Research into risky behaviours of Victorian Schoolies identified
that 21.1% experienced some form of alcohol-related harm, including unprotected sex.14
Illicit drug use was associated with six times the likelihood of engaging in unprotected casual
sex (OR=6.3, 95%CI 2.1-18.8).14 Alcohol and drug use were reported as reasons for
unwanted sex in a national survey of secondary students.16 The same survey found that 5% of
sexually active students ‘had sex that resulted in a pregnancy’.16
Given the risk of unprotected sex and potential unintended pregnancy, awareness of EC in the
Schoolies population is important in terms of public health risk assessment and management.
This is particularly relevant considering the expansion of non-prescription EC options in the
Australian context. The aim of the study was to investigate Queensland Schoolies’ awareness
of EC availability, effectiveness and safety.

Method
This study involved an online self-administered survey and was approved by the Griffith
University Research Ethics Committee (2017/566) and the Safer Schoolies Initiative.
Procedure
Data collection was conducted by the authors and four research assistants on 18 November
2017, the first day of the Queensland Schoolies Week at the Schoolies Wristband Distribution
Centre, Surfers Paradise. The Wristband Distribution Centre is a government-run outdoor
location that distributes requisite wristbands to Schoolies attendees once they are validated as
genuine school leavers. All Schoolies require a wristband to attend festival activities and 95%
of attendees (12,923 of a total 13,549) collected them from the Distribution Centre on the
first day of Schoolies week. Queensland Schoolies were approached in person as they moved
through and around the outdoor location area and invited to participate in the study.
Attendees within the vicinity of the researchers were approached. No further
inclusion/exclusion criteria were applied. Interested participants were subsequently handed an
iPad tablet device that was remotely Wi-Fi-connected to the internet. The device showed a
study information sheet with a link to a brief, anonymous, self-administered electronic survey
hosted in Lime Survey™. Survey design was purposefully brief to assist in the timely
completion by Schoolies attendees as they moved around the Wristband Distribution Centre.
4

Participants were offered a $5 (AUD) food voucher as a token of appreciation. Data
collection was ceased once 500 incentives were distributed.
Measures
The survey consisted of four demographic statements i.e. gender, age, cultural group and
whether they were a Schoolie or not, and three EC statements. Participants were asked to
select yes, no or uncertain in response to the EC statements. Statements pertaining to EC
were on the availability of EC tablets from a pharmacy, both with and without a prescription
(availability); maximum time for effective use following unprotected intercourse
(effectiveness window); and whether EC is harmful to the health of the user (safety). The
statements were developed considering the literature, the Australian context and the research
team expertise. The question on harm derived from a 2007 Australian study that investigated
men’s beliefs on contraception, in which 32% of respondents rated emergency contraception
worst of all contraceptive methods in relation to perceived harmfulness.17 The survey was
initially piloted with two academic colleagues and three adolescents of the target age group
who were not attending Schoolies. No changes were made.
Analysis
Survey data were extracted from the Lime Survey™ tool and imported into SPSSv22. Only
data from those self-identifying as Schoolies were included in the analysis. Responses that
included data that were questionable, e.g. age >90, were excluded.
Descriptive analyses were performed for all variables. Responses were compared based on
age, gender (male or female) and cultural group (Australian, New Zealander or Pacific
Islander or not) using the Chi-squared test with p<0.05 considered to be statistically
significant. Odds ratios and 95% confidence intervals were calculated for the number of
appropriate responses from males and females. Due to the availability of two EC options both
72 and 120 hours were considered to be appropriate responses to the maximum time after
unprotected sex that EC can be taken for it to be effective (effectiveness window).

Results
Five hundred and seventeen online surveys were completed, which represented 12.5% of the
4,151 Schoolies that checked in at the Wristband Distribution Centre during the period of
data collection (prior to 2pm on 18 November). As attendees were spread over a large
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geographical area and at times were gathered in large groups, it is difficult to determine the
exact response rate, however, very few Schoolies approached in person declined to
participate. Of the surveys completed 498 were included in the analysis. The majority of
respondents identified as Australian, New Zealander, or Pacific Islander and were 17 years of
age (Table 1).

Overall, the percentage of appropriate responses for each statement was (Table 2): 50.8%
available from community pharmacy with a prescription, 36.7% available from community
pharmacy without a prescription, 18.5% for the combined options of 72 and 120 hour
effectiveness windows, and 38.0% not harmful. Females were significantly (χ2 p≤ 0.001)
more likely than males to provide an appropriate response to any EC statement: OR (95% CI)
1.80 (1.26-2.58) available from community pharmacy with a prescription, 1.85 (1.27-2.68)
available from community pharmacy without a prescription, 2.34 (1.61-3.41) 72 or 120 hour
effectiveness window, and 3.20 (1.92-5.33) not harmful. Age and whether or not a person
identified as Australian, New Zealander or Pacific Islander were not associated with the
proportion of appropriate responses for any statement (χ2 p>0.05).

Discussion
Schoolies’ awareness of EC availability, effectiveness and safety was low. Approximately
half the respondents were aware that EC could be obtained from a pharmacy with a doctor’s
prescription, while just over a third knew that it was available from a pharmacy without a
prescription. There was considerable uncertainty associated with every statement.
Timely access to EC is closely related to its efficacy. Community pharmacies facilitate
prompt non-prescription EC access, providing an opportunity to meet an important
therapeutic need.8 Lack of awareness that EC can be obtained from a community pharmacy is
a barrier to timely provision of EC, increasing the risk of unintended pregnancy. Pharmacists
are able to assess a patient’s situation and potential risk, and offer patient-centred
management strategies, whether it involves medicines provision or referral to another health
professional, such as a medical doctor or sexual health clinic.
Approximately one in five Schoolies surveyed were uncertain about the effectiveness
window of EC. Half of the respondents indicated that the window of effectiveness was either
12 or 24 hours, which is concerning, although not as concerning as a study that showed 75%
6

of Australian university students thought EC could only be used 'the morning after”.1 This is
particularly relevant, given the recent reclassification of ulipristal to a non-prescription
medicine, which has essentially extended the effectiveness window for safe and effective use
from three to five days post-intercourse. These findings raise the question as to whether the
term ‘morning after pill’ is responsible for confusing those at risk from unintended
pregnancy.
More than a quarter of Schoolies believed EC was harmful to the user, with another third of
respondents unsure whether EC was harmful. This was slightly less than a 2017 study
regarding attitudes towards contraception of men using an online dating service, in which
32% of respondents thought that EC was harmful to the user and 37% were unsure.17 A
misbelief that EC is harmful may deter potential users from seeking the medicine. They may
believe that the potential risk of an unintended pregnancy outweighs the risk of the medicine.
The difference in knowledge between male and female Schoolies was significant for all EC
statements, with females up to 3.2 times more likely to choose the appropriate option. While
Calabretto (2009) found that females were significantly more likely than males to correctly
answer a question relating to the effectiveness window of 120 hours, she identified no
significant differences for availability either with or without a doctor’s prescription from
pharmacies. It should be noted that, at the time of the Calabretto (2009) study, levonorgestrel
was only approved in Australia for use up to 72 hours following unprotected intercourse,
even though it was thought to have some efficacy up to 120 hours. Calabretto suggested that
increased EC awareness in females may be because an unplanned pregnancy has a greater
impact on a woman than a man.1
Secondary schools have an important role to play in sexuality education. A 2010 report stated
that students identified school health programs as one of the most used sources of information
regarding sexual health; second only to the internet.18 It identified that sexuality education
was not taught in all Australian secondary schools or that the persons providing the education
may have had limited formal training or experience of teaching in this area.18 The dearth of
evidence-based information about EC from such an important source may contribute to
Schoolies’ lack of EC knowledge.
The Queensland Schoolies 2017 website provided advice to attendees about unprotected sex,
which recommended visiting ‘your local doctor, family planning clinic or sexual health clinic
for a sexual health check’.19 However, the advice did not include information relating to
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accessing EC or list community pharmacy as a resource, overlooking the rapid access to EC
through this source. Pharmacies are also an accessible source of free advice, provision of
support relating to sexual health and referral as necessary. Pharmacists’ provision of health
promotion services, including supply of hormonal contraceptives, is consistent with the
International Pharmaceutical Federation (FIP) definition of comprehensive pharmacy services
that contribute to harm reduction.20 Additionally, the provision of EC provides an ideal
opportunity for pharmacists to address chlamydia screening21-23 or other risky behaviours, for
example, alcohol screening with brief advice.24 The availability of EC through community
pharmacies therefore offers a range of public health benefits.
In June 2017 the Australian Therapeutic Goods Administration (TGA) approved a request to
allow direct-to-consumer advertising of ulipristal. This change took effect on 1 February
2018.25 It is hypothesised that this direct-to-consumer advertising will improve general
community knowledge of various aspects of EC. The ethical clearance of this project allows
for repetition of the data collection at future Schoolies to test this hypothesis.
Limitations
Data collection was conducted during a short time window and only included Queensland
Schoolies at the Gold Coast and, as such, may not reflect the knowledge of those not
attending these celebrations or Schoolies from other states. The risk profiles of Schoolies
attendees may also vary from school leavers who do not attend similar celebrations.
Conclusion
The lack of knowledge relating to EC availability, its window of effectiveness and safety in
an at-risk population is concerning. Schoolies may not access EC when needed due to fear of
harm, thinking that it would no longer be effective or not knowing about accessing it from a
community pharmacy in a timely manner. There may be ways to improve this situation, for
example, abandoning the misnomer of ‘morning after pill’ and replacing it with the clinically
appropriate term ‘emergency contraception’ especially in the media. Targeted education may
also help to address current knowledge gaps.
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Table 1: Participant demographics
Demographic Characteristic
n (%)
Gender
Male
232 (46.6)
Female
265 (53.2)
Other
1 (0.2)
Age
16
23 (4.6)
17
416 (83.5)
18
59 (11.8)
Cultural Group*
African
15 (3.0)
Asian, east or southeast, e.g. Vietnamese
7 (1.4)
Asian, sub-continent, e.g. Indian
7 (1.4)
Australian, New Zealander or Pacific Islander
440 (88.4)
European and United Kingdom
32 (6.4)
Middle Eastern
5 (1.0)
North American
2 (0.4)
South American
4 (0.8)
Other
2 (0.4)
* Respondents could indicate more than one option for cultural group hence total >100%
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Table 2: EC responses by gender, age and cultural group
Question
Response

Gender

Age (years)

Female
Male
16
17
18
n (%)
n (%)
n (%)
n (%)
n (%)
Tablets for emergency contraception are available from a community pharmacy/chemist shop with a prescription
Uncertain
61 (23.0)
74 (31.9)
7 (30.4)
114 (27.4)
15 (25.4)
No
51 (19.2)
58 (25.0)
3 (13.0)
88 (21.2)
18 (30.5)
Yes
153 (57.7)
100 (43.1)
13 (56.5)
214 (51.4)
26 (44.1)
Tablets for emergency contraception are available from a community pharmacy/chemist shop without a prescription
Uncertain
89 (33.6)
96 (41.4)
9 (39.1)
152 (36.5)
25 (42.4)
No
61 (23.0)
68 (29.3)
5 (21.7)
105 (25.2)
19 (32.2)
Yes
115 (43.4)
68 (29.3)
9 (39.1)
159 (38.2)
15 (25.4)
What is the maximum time after unprotected sex that a woman can take emergency contraception for it to be effective
Uncertain
40 (15.1)
58 (25.0)
5 (21.7)
82 (19.7)
11 (18.6)
12 hours
58 (21.9)
67 (28.9)
3 (13.0)
107 (25.7)
15 (25.4)
24 hours
63 (23.8)
61 (26.3)
8 (34.8)
103 (24.8)
13 (22.0)
48 hours
35 (13.2)
23 (9.9)
5 (21.7)
46 (11.1)
8 (13.6)
72 hours
61 (23.0)
18 (7.8)
1 (4.3)
67 (16.1)
11 (18.6)
120 hours
8 (3.0)
5 (2.2)
1 (4.3)
11 (2.6)
1 (1.7)
Emergency contraception is harmful to the health of the user
Uncertain
79 (29.8)
93 (40.1)
8 (38.4)
143 (34.4)
21 (35.6)
No
125 (47.2)
64 (27.6)
10 (43.5)
157 (37.7)
22 (37.3)
Yes
61 (23.0)
75 (32.3)
5 (21.7)
116 (27.9)
16 (27.1)

Australian/New Zealander/Pacific
Islander
Yes
Other
n (%)
n (%)
127 (28.9)
88 (20.0)
225 (51.1)

9 (15.5)
21 (36.2)
28 (48.3)

170 (38.6)
108 (24.5)
162 (36.8)

16 (27.6)
21 (36.2)
21 (36.2)

79
112
114
51
71
13

19
13
10
8
8
0

(18.0)
(25.5)
(25.9)
(11.6)
(16.1)
(3.0)

149 (33.9)
168 (38.2)
123 (28.0)

(32.8)
(22.4)
(17.2)
(13.8)
(13.8)
(0.0)

23 (39.7)
21 (36.2))
14 (24.1)

Appropriate answers are bolded
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