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Preface 
 

This project began with a wish to write about something meaningful to me and my peers. As I 

get older, contraception is often a topic of conversation among me and my friends. Many 

struggle to find a method that is right for them, balancing side effects and other health issues. 

As I entered my mid-twenties, contraception in relation to pregnancy became increasingly 

relevant, as several of my friends began family planning. With this in mind, I reached out to a 

seasoned supervisor, who I knew had many years of research on contraceptives under his 

belt. With his expert help and tireless guidance this project came about.  

 

I would like to thank a fellow student of mine, Helene Agejeva Jenssen, for fruitful 

discussions on the subject of contraception and for keeping my spirits up when writing was 

difficult. Lastly, I would like to extend my gratitude to my supervisor, Finn Egil Skjeldestad, 

for being my lighthouse in this project, guiding me through the dark.  

 

 

 

 

 

Tromsø, 30.05.21 

 

 

 

Martha Emilie Johannessen 
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Abstract 

Background and objective 
Short interpregnancy intervals (IPIs) are associated with low birthweight and preterm births, 

while long IPIs may increase the risk of pre-eclampsia and small for gestational age (SGA). 

IPIs among Norwegian women are not described in the literature. The aim of this study is to 

investigate interpregnancy intervals and use of hormonal contraception between first and 

second births, as well as second and third births of women in Norway. 

Methods 
This cohort study used data from the Norwegian Prescription Database (NorPD), the Medical 

Birth Registry of Norway (MBRN) and Statistics Norway. The study population comprised 

216 512 out of 903 704 deliveries in the MBRN between 2004-2018, and consisted of the 

first, second and third deliveries of Norwegian-born women with a spontaneous conception. 

Exposure group A represented the IPI of women with only two deliveries, while the first IPI 

of women with three deliveries was represented by group B1 and the second IPI by group B2. 

Statistical analysis was performed in SPSS version 27 with Chi-square test and T-test at 

significance level p<0.005. 

Results 
The average IPI length for study group A, B1 and B2 was 29.7, 23.7 and 32.6 months, 

respectively. Hormonal contraceptive use varied from 42.0% for group A, 30.2% for group 

B1, to 38.3% for group B2. Overall, 23.5% used POP, 8.5% used COC, and 3.9% used LNG-

IUD between pregnancies. Use of vaginal ring, the patch and implant was low (0.5-1.2 %). 

The mean time from delivery to first contraceptive method for each exposure group was 7.9, 

8.4 and 10.8 months. For older age groups, contraceptive use declines and IPIs are shorter. 

Proportions of no contraceptive use was high among all women with shorter IPIs. 

Conclusion 
Norwegian-born women had interpregnancy intervals just below two years to two years and 

eight months. Less than half of women used a hormonal contraceptive method between 

pregnancies. POP use was the most used method postpartum. The first hormonal 

contraceptive method is on average initiated 8-11 months postpartum. Older mothers had a 

lower hormonal contraceptive use and shorter IPIs compared to younger parturients. 
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Abbreviations 
 

IPI – interpregnancy interval  

SGA – small infant size for gestational age 

CHC – combined hormonal contraception  

COC – combined oral contraception 

POC – progesterone only contraception 

POP – progesterone only pill 

DMPA – Depo-medroxyprogesterone acetate injection 

LNG-IUD – Levonorgestrel-releasing intrauterine device 

WHO – World Health Organisation 

NorPD – Norwegian prescription database 

MBRN – Medical birth registry of Norway 

TSD – Tjeneste for Sensitive Data 
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Background 

Optimal interpregnancy intervals (IPIs) are favourable for both mother and child (1, 2). The 

World Health Organisation (WHO) (2005) states that “after a live birth, the recommended 

interval before attempting the next pregnancy is at least 24 months in order to reduce the risk 

of adverse maternal, perinatal and infant outcomes” (3). Short IPIs are particularly associated 

with low birthweight and preterm births, whereas IPIs of five years or more are proven to 

additionally increase risk of small infant size for gestational age and pre-eclampsia (3, 4). 

Although the official recommendation from the WHO defines the optimal IPI to be 2 years, 

other researchers advise an 18 month-interval as medically safe and to better reflect the real 

data (5). 

Studies suggest that the optimal IPI varies for different subgroups or according to the 

woman’s situation (2, 5, 6). Research on interpregnancy intervals and birth outcomes has 

largely been based on study populations from low- to middle-income countries, where a 

higher proportion of women are anaemic and malnourished before and throughout their 

pregnancies (7). This contributes to high rates of both maternal and perinatal morbidity and 

mortality. In high-income countries, such as Norway, most mothers are healthy and there are 

national programs for antenatal and prenatal care (7). Therefore, interpregnancy intervals 

shorter than 18 months might not pose a risk for well-nourished women under 35 years or for 

their infants (2, 7, 8). 

The key to control for individual interpregnancy intervals is postpartum contraception. 

According to Norwegian guidelines, the first postpartum visit is offered 6 weeks after 

delivery. It is intended for discussing topics related to the woman’s wellbeing, including 

contraception and future pregnancies (9). Otherwise, there are  no specifications of when to 

start contraceptive use after birth in national Norwegian guidelines (10). Research 

recommends bringing up the subject in antepartum visits closer to the estimated date of birth 

(11).  

Research from the United States suggests a lag between the time women resume intercourse 

and the time they start using contraception after delivery (12). Ovulation often begins before 

6 weeks postpartum and many women resume having sex before this time (13). In non-

breastfeeding women, ovulation may commence from 4 weeks postpartum and it is therefore 

recommended to resume contraceptive use 3 weeks after delivery (12, 14). For lactating 

women, it varies depending on the extent of breastfeeding. Ovulation begins 6 weeks after 
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supplemental feeding is introduced, but for women who fully breastfeed it is said that 

contraception should be used from 6 months postpartum (7).  

Most contraceptive methods can be used after pregnancy (7). The exception is contraceptives 

containing oestrogen, which should not be used until 3-6 weeks postpartum due to risk of 

venous thromboembolism (7, 13). Research after 2005 does not show that combined 

hormonal contraception (CHC) has any significant impact on the quantity or quality of 

breastmilk, nor on the infant’s growth (7, 13). Progestogen-only contraception (POC) does 

not seem to impact breastmilk or the child’s health, either (7). There are no restrictions on 

POC when administered as pills or implants after giving birth, regardless of breastfeeding. 

However, WHO recommends waiting 6 weeks after delivery before using injectables such as 

depo-medroxyprogesterone acetate (DMPA), out of concern about the effects on 

breastfeeding and the infant (7). 

According to the United Nations, oral contraceptives and condoms are the most commonly 

used contraceptive methods among women in developed countries (15, 16). Regarding the 

matter of women’s use of contraception in interpregnancy intervals, the literature in Norway 

is rather sparse. The aim of this study is to investigate interpregnancy intervals and use of 

hormonal contraception between first and second births, as well as second and third births.  

 

Materials and methods 

This cohort study used data from the Norwegian Prescription Database (NorPD), the Medical 

Birth Registry of Norway (MBRN) and Statistics Norway. The NorPD stores information on 

prescriptions and patients. The registry creates a pseudonymous ID for patients and 

prescribers, which can be used to follow the patient’s prescriptions. This gave us access to 

information on prescriptions dispensed at pharmacies by women across the country. We 

defined time to first contraceptive method as number of months from delivery to first 

contraceptive prescription, and categorized it into 4 groups (0-5 months, 6-11 mo., 12-17 

mo., 18-147 mo.). We examined the prevalence of women using hormonal contraception in 

the interpregnancy interval by identifying the first contraceptive method, first categorized as 

“any method” or “no method”. We then analysed for method choice among those using “any 

method”, categorized into 7 groups (combined oral contraceptives (COC), progesterone-only 

pill (POP), depo-medroxyprogesterone acetate injection, implant, patch, vaginal ring and 

levonorgestrel-releasing intrauterine device (LNG-IUD)).  
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The MBRN registers new-borns after gestational week 12. Each child of a multiple 

gestations-pregnancy is recorded separately. The registry also contains information on the 

new-born’s gestational age, the mother’s age at delivery, the method of conception in the case 

of assisted conception, the year and month of delivery, parity, and the mother’s marital status. 

An IPI is defined as the time from date of delivery until the last menstrual date of a 

subsequent pregnancy (17). When date for last menstruation was missing, an estimated date 

was calculated from the ultrasound determined delivery date and actual delivery date, and/or 

gestational age at delivery and/or birth weight percentiles. We categorized IPI (0-5, 6-11, 12-

17, 18-35, 36-59, and 60-179 months) and maternal age (13-19, 20-24, 25-29, 30-34, 35-39 

and 40-54 years) into six groups, and marital status into five groups (married, cohabitant, 

single, divorced/widowed or unknown).  

Statistics Norway provided information on maternal country of birth. The NorPD 

administrated the data merge between the different national health registries by creating a 

pseudonymous number from the personal 11-digit personal identification number. The data 

were stored and analysed at the TSD (Tjeneste for Sensitive Data) facilities, owned by the 

University of Oslo, operated and developed by the TSD service group. 

The study population consists of women in Norway who gave birth to their first, second and, 

for some, third child between 01.01.2004 and 31.12.2018. We had a follow-up time of at least 

12 months, until the end of 2019 for those who gave birth by the end of 2018. A total of 

903 704 deliveries were recorded in the MBRN in this period. We excluded women with only 

one delivery from 2004-2018 (n=264 052) and women with a first delivery of less than 22 

gestational weeks (n=4149). Deliveries with multiple gestations were only counted as one 

delivery, meaning that registration of the second twin, the second and third triplet, etc. was 

excluded (n=7480). We also excluded cases with invalid IDs (n=5255) and double 

registrations (n=6). Additionally, women with one or more deliveries prior to 2004 

(n=105 123) were excluded. This leaves us with an eligible study population of 282 212 

deliveries, accounting only for first, second and third delivery. Data on gestational age was 

missing from 28 of the first deliveries and 31 of the second deliveries, these were also 

excluded.  

Of the remaining deliveries, we identified Norwegian-born women with a spontaneous 

conception and excluded those who conceived through assisted reproductive technologies.  

The final study population comprised a total of 216 512 deliveries. We created three exposure 
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groups. Group A included women with only two deliveries, group B1 comprised women with 

three deliveries representing the 1st to 2nd delivery, whereas group B2 represented the 2nd to 

3rd delivery for B1 women. 

 

Statistical analysis 

Analysis was performed in SPSS version 27 by Chi-Square test and T-test at significance 

level p<0.005. 

 

Formal aspects 

The legal aspects of utilization of registry data were performed in accordance with national 

and European legislation (General Data Protection Regulation), The Regional Committee for 

Medical and Health Research Ethics North (Institutional Review Board number; 

IRB00001874 REK North, case no. 9997), The Norwegian Centre for Research Data (project 

no. 808142), the National Institute of Public Health (project no. PDB 2778), and Statistics 

Norway (case no. 21/0336).   

 

Results 

Study group A comprised of 131 124 women, whereas study group B1 and B2 comprised    

42 694 women. The mean age for study group A, B1 and B2 were 27.5, 25.7 and 28.5 years, 

respectively. Exposure group B1 had a significantly higher proportion of births in age group 

20-24 years compared to the other exposure groups (Table 1). Likewise, exposure group B2 

had mainly a higher proportion of births in age group 30-34 years (Table 1). For all three 

exposure groups the highest number of births was in age group 25-29 years. 

A third of the total cohort was married at delivery, while almost two thirds were cohabiting 

(Table 1). When comparing groups A and B1, we see that women with three deliveries were 

more often married at the first delivery than women who had two deliveries, only. For all 

three groups, very few women were single and almost none were divorced/widowed or 

recorded as unknown (Table 1). 

The average IPI length for study group A, B1 and B2 was 29.7, 23.7 and 32.6 months, 

respectively. Exposure group A had a significantly longer mean IPI, mainly in the 18-35- and 
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36-59-month categories (Table 2). On the other hand, group B1 had a higher proportion of 

IPIs between 6-11 and 12-17 months (Table 2). Women in group B2 had the longest mean IPI 

of the cohort, mainly from a quite high proportion of IPIs in the 36-59-month category. For 

all three study groups, the highest proportion of IPIs were in the 18-35-month category. Very 

few IPIs were 0-5 months long (Table 2).  

Less than half of the women in our cohort used any type of hormonal contraception between 

pregnancies. The numbers varied from 42.0% for group A, 30.2% for group B1, to 38.3% for 

group B2 (Table 2). The progesterone-only pill dominated as the first contraceptive method, 

at 23.5% for the whole cohort. 8.5% of the total cohort used COC, while 3.9% used LNG-

IUD. Lastly, vaginal ring, the patch and implant were barely used (Table 2).  

The mean time from delivery to first contraceptive method for each exposure group was 7.9, 

8.4 and 10.8 months. Time to first contraception was most similar for group A and B1. 

Exposure group A has the highest contraceptive initiation within the first 5 months 

postpartum of all groups (Table 2). There is a definitive increase in time to contraception for 

group B2 in all categories over 5 months (Table 2). On average, women with three deliveries 

wait about 3 months more to initiate contraception after their second delivery compared to 

after their first. Among women using hormonal contraception, more than half in each group 

initiated a method within the first 0-5 months after delivery (Table 2). 

The mean IPI is inversely associated with age (Table 3). The younger age groups have longer 

mean IPIs, while older age groups have shorter IPIs. For instance, teen mothers in exposure 

group A, B1 and B2 have a mean IPI of 46.4 (SE 0.43), 34.2 (SE 0.44), and 40.7 (SE 1.77) 

months, whereas mothers 30-34 years old have a mean IPI of 26.3 (SE 0.08), 19.0 (SE 0.13) 

and 30.2 (SE 0.15) months (Table 3). The results were significant, except for ages 35-39 and 

40-54 in group B1 and ages 40-54 in group B2.  

Overall, contraceptive use declines with increasing age for the whole cohort. 58.3% of 

teenagers (13-19 years) have a first prescription for hormonal contraception between births. 

On the other end, the same is true for only 13.5% of 40-54-year olds (Table 4). In fact, the 

proportion of women initiating contraceptive use declined with roughly 7-10% for each age 

group (Table 4). When determining method choices for the age groups, a few differences are 

revealed. In general, the use of all methods decreases with increasing age. COC is the only 

method that increases in use in the oldest age group (Table 4). The youngest age group has a 
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higher use of COC than of POP (+1.5%). All other age groups use POP most. LNG-IUD also 

decreases in use with age, albeit only slightly for the three youngest age groups (Table 4).  

The proportions of women with no contraceptive use were high among those with shorter 

IPIs. From 0-5 month-intervals to 12-17 months, non-use declines from 90.2% to 70.2% 

(Table 5).  

 

Discussion 

This study examined the relationships between interpregnancy interval and hormonal 

contraception. The mean IPIs of our cohort ranged from just under two years to two years and 

eight months. The first IPI of women with three deliveries was on average 6 months shorter 

than the first IPI of women who only had two deliveries. Proportions of women with no 

contraceptive use were high among those with shorter IPIs. Less than half of women used a 

hormonal contraceptive method between pregnancies. The most used method was POP, 

followed by COC and LNG-IUD. Contraceptive use declined with increasing age. The first 

hormonal contraceptive method is on average initiated 8-11 months postpartum.   

The mean IPIs of our exposure groups ranged from 23.7 months to 32.6 months. A US-study 

reported the mean overall IPI as 23.8 months in 1999 (18). Another US-study from Missouri 

on Pregnancy spacing among women delaying initiation of childbearing during 1987-1997 

reported a mean IPI between the first and second pregnancy to be 29.9 (SE 23.6) months (6). 

This is similar to the mean IPIs of women with only two deliveries in our study (29.7 

months).  

Our findings demonstrated that the first IPI of women with three deliveries is on average six 

months shorter than that of women with two deliveries. The second IPI of women with three 

deliveries is about 9 months longer than the first IPI, which is in line with an Australian study 

that also reported the first IPI to be shorter than the second (2). One can speculate that women 

with three deliveries wish to have more than 2 children, and that they plan to have the 

pregnancies closely spaced. This is supported by the fact that the lowest contraceptive use is 

seen in the first IPI of women with three deliveries, compared to women with two deliveries 

(-12%). In addition, women with three deliveries initiate childbearing at an earlier age 

compared to women with two deliveries, only.  
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In general, we have found that older women have shorter IPIs regardless of parity status. This 

is in line with the study from Missouri where IPIs declined as maternal age at first pregnancy 

increased (P<0.0001) (6). It has also been documented in other studies on the subject (6, 19, 

20). As older women have fewer fertile years left to have their desired number of children, 

they are in a sense biologically pushed to have shorter IPIs and do not initiate hormonal 

contraception as often as younger parturients.   

The WHO recommends two years as the optimal interpregnancy interval (3). In our cohort, 

all women over 34 years have mean IPIs under 24 months (Table 3). Furthermore, women 

with three deliveries have first IPIs shorter than two years from the age of 25-29 years. 

Researchers often define a short IPIs as less than 18 months. 30% of our total cohort has an 

IPI under 18 months, this corresponds to the 36% of American women with IPIs shorter than 

18 months (1).  

In our cohort, 39% of the parturients used a hormonal contraceptive method in their IPI. This 

is lower than US-findings of 60-70% overall contraceptive use postpartum (1, 21-23). Two 

US studies found 37% hormonal method-use, which is similar to our results (21, 22). In line 

with our findings, the postpartum use of implants and LNG-IUDs was 4-7% in three US 

studies (1, 22, 23).  

Norwegian national guidelines recommend breastfeeding in the child’s first year of life, and 

states that fulltime breastfeeding in the first six months is favourable for the infant (24). In 

2013, 81% of women were breastfeeding by 4 months postpartum, and 35% by 12 months  

(25). It is probable that this is the reason for the high proportion of women using POP in our 

study, as oestrogen-containing contraceptives is contraindicated while breastfeeding (7). 

Teenage mothers are the only group in our study to choose COC more often than POP as the 

first method after birth. This could be because young mothers breastfeed their infants less 

often and for a shorter time than older women (26).  

In the general Norwegian population and other Nordic countries, the most used hormonal 

contraceptives are COC, followed by LNG-IUD (15, 27). As shown in this study, the 

postpartum population differs significantly from the general population regarding use of 

hormonal contraception. 

Women in our cohort generally initiate contraceptive use 9 months postpartum. This is later 

than US women, who initiate hormonal contraception after 3-4 months on average (1).  
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A very high proportion of women with short IPIs do not use any hormonal contraception. 

90% of those who give birth within 5 months do not use a hormonal method, the same is true 

for 80% of women who give birth within the first year postpartum (Table 5). This only 

applies to a small proportion of the cohort, as only 2% have IPIs under 6 months and 10% 

have IPIs under 12 months. We have also seen that over half of those using a contraceptive 

method between pregnancies initiate use within 5 months of delivery. We assume that women 

with shorter IPIs wish to space their pregnancies closely and therefore choose to not use any 

contraception after delivery.  

One of the strengths of this study is that our findings are novel to postpartum contraceptive 

use. Other strengths include a large study population that is based on the general population. 

However, excluding women born abroad affects the generalisability of our results. Migrant 

women stood for 14 510 out of the total 52 979 living infants born in Norway in 2020. They 

also have more deliveries than Norwegian born women, with a fertility rate of 1.68 vs. 1.48 

(28, 29). Thus, the findings from this study are generalisable to Norwegian-born women with 

two to three deliveries. 

This study is registry-based. When using a prescription registry as basis for contraceptive use, 

one relies on the assumption that redeemed prescriptions are in fact used. This is not 

necessarily the case. Women may pick up contraceptives and not use them or use 

contraceptives left over from before their pregnancy. Other limitations this entails is lack of 

data on barrier and withdrawal methods, breastfeeding and lactational amenorrhea. Although 

this study doesn’t include a variable on breastfeeding, progesterone-only contraception may 

indicate breastfeeding.  

In recent years, maternal age is seen to increase as fertility rates decline in the Norwegian 

population (30). There is currently no reason to believe that this development will turn 

around. In light of our findings, it is likely that rates of shorter interpregnancy intervals will 

persist and even increase in the future. The topic of interpregnancy intervals and hormonal 

contraception will continue to be relevant and further research on the subject is needed. 

 

Conclusion  

Norwegian-born women with two deliveries waited on average two years and five months 

after their first delivery to become pregnant again. Those with three deliveries spaced their 
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first two pregnancies almost two years apart, and their last pregnancy two years and eight 

months after their second delivery. Less than half of the women used a hormonal method 

between pregnancies. Use of the POP was dominant, followed by COC and LNG-IUD. The 

first contraceptive method was on average initiated 9 months postpartum. Older mothers had 

a lower hormonal contraceptive use and shorter IPIs compared to younger parturients.  
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Appendix 

Tables 

Table 1  Characteristics of the exposure groups (mean, range, percentage)  

 

 Exposure groups 

 Pregnancy interval 

1st to 2nd delivery 

Pregnancy interval 

2nd to 3rd delivery 

 

Total 

 Status at 1st delivery Status at 2nd delivery  

 No 3rd delivery A 3rd delivery   

Age     

Mean (range) 27.5 (13-54) 25.7 (13-43) 28.5 (16-48) 27.3 (13-54) 

 N=131124 N=42694 N=42694 N=216512 

 % % % % 

13-19 yrs. 3.6 7.0 0.6 3.7 

20-24 yrs. 22.5 31.7 17.0 23.2 

25-29 yrs. 41.0 42.8 41.7 41.5 

30-34 yrs. 26.7 16.7 34.1 26.2 

35-39 yrs.  5.9 1.7 6.2 5.1 

40-54 yrs. 0.4 0.0 0.3 0.3 

     

Marital status     

Married 25.5 31.2 45.6 30.6 

Cohabitant 67.5 59.4 49.7 62.4 

Single 6.1 8.7 4.1 6.2 

Divorced/widow 0.1 0.1 0.1 0.1 

Unknown 0.7 0.6 0.5 0.6 
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Table 2  Interpregnancy interval, 1st contraceptive prescription, time to 1st prescription 

by exposure group (mean, range, %)  

 Exposure groups 

 Pregnancy interval 

1st to 2nd delivery 

Pregnancy interval 

2nd to 3rd delivery 

 

Total 

 Status at 1st delivery Status at 2nd delivery  

 No 3rd delivery A 3rd delivery   

Interpregnancy 

interval (mo.) 

    

Mean (range) 29.7 (0-170) 23.7 (0-151) 32.6 (0-149) 29.1 (0-170) 

 N=131124 N=42694 N=42694 N=216512 

 % % % % 

0-5 mo. 1.5 3.2 3.2 2.2 

6-11 mo. 8.4 14.8 9.3 9.9 

12-17 mo. 17.1 23.9 13.6 17.7 

18-35 mo. 46.8 42.7 37.5 44.2 

36-59 mo.  18.4 11.0 25.5 18.3 

60-170 mo. 7.7 4.4 10.9 7.7 

     

1st contraceptive 

method 

    

No method 58.0 69.8 61.7 61.1 

Any method 42.0 30.2 38.3 38.9 

Method choice     

COC 8.9 6.6 8.9 8.5 

POP 26.0 19.0 20.3 23.5 

Vaginal ring 1.2 0.9 1.5 1.2 

Patch 0.7 0.7 0.8 0.7 

Implant 0.6 0.3 0.6 0.5 

Depot-Provera 0.6 0.6 0.7 0.6 

LNG-IUD 4.0 2.1 5.5 3.9 

     

Months to 1st 

contraceptive 

method 

 

N=55009 

% 

 

N=12895 

% 

 

N=16372 

% 

 

N=84276 

% 

0-5 mo. 66.1 64.2 51.1 62.9 

6-11 mo. 13.4 13.9 17.0 14.2 

12-17 mo. 7.3 7.9 10.9 8.1 

18-147 mo. 13.2 14.0 20.9 14.8 

     

 Mean (range) 7.9 (0-139) 8.4 (0-122) 10.8 (0-125) 8.6 (0-139) 
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Table 3 Mean interpregnancy interval in months by age and exposure group                                       

  (SE-standard error) 

 

 Age group (yrs) 

 13-19 20-24 25-29 30-34 35-39 40-54 Total 

Exposure 

group 
Mean (SE) Mean (SE) Mean (SE) Mean (SE) Mean (SE) Mean (SE) Mean (SE) 

A 46.6 (0.43) 34.6 (0.14) 28.8 (0.08) 26.3 (0.08) 22.6 (0.15) 20.9 (0.60) 29.7 (0.05) 

B1 34.2 (0.44) 26.6 (0.17) 22.0 (0.10) 19.0 (0.13) 15.7(0.33)* 16.6 (2.40)* 23.7 (0.08) 

B2 40.7 (1.77) 37.7 (0.29) 33.8 (0.16) 30.2 (0.15) 23.2 (0.29) 16.5 (0.98)* 32.6 (0.10) 

 

*Not significant 

 

  



Side 15 av 29 

 

 

Table 4 First prescription of hormonal contraception by age (%) (entire study 

population) 

 

 Age group (yrs) 

 13-19 20-24 25-29 30-34 35-39 40-54 Total 

 N=7984 N=50309 N=89813 N=56656 N=11104 N=646 N=216512 

First prescription % % % % % % % 

No method 41.7 51.4 60.5 69.4 79.4 86.5 61.1 

Any method 58.3 48.6 39.5 30.6 20.6 13.5 38.9 

Method choice        

COC 22.5 14.0 7.5 4.4 2.0 4.6 8.5 

POP 21.0 24.6 25.4 21.5 15.8 7.7 23.5 

Vaginal ring 2.0 1.7 1.2 0.8 0.4 0.3 1.2 

Patch 2.9 1.5 0.5 0.2 0.1 0.2 0.7 

Implant 1.9 1.0 0.4 0.2 0.2 0 0.5 

Depot-Provera 3.4 1.2 0.4 0.2 0.1 0 0.6 

LNG-IUD 4.7 4.6 4.1 3.4 2.0 0.6 3.9 
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Table 5 Contraceptive method by interpregnancy interval, for the entire study 

population (%) 

 

  IPI-group (mo) 

 0-5 6-11 12-17 18-35 36-59 60-170 Total 

Total N=4725 

% 

N=21334 

% 

N=38420 

% 

N=95690 

% 

N=39713 

% 

N=16630 

% 

N=216512 

% 

No use 90.2   80.3   70.2   59.3   51.4   40.1   61.1   

COC 1.6   2.2   3.3   7.4   14.2   22.4   8.5   

POP 7.0   15.7   23.1   26.4   23.6   21.8   23.5   

Vaginal ring 0.3   0.4   0.5   1.1   1.9   3.0   1.2   

Patch 0.3   0.3   0.4   0.6   1.2   2.0   0.7   

Implant 0.1   0.1   0.3   0.5   0.7   1.1   0.5   

Depo-Provera 0.1   0.1   0.2   0.4   1.2   2.3   0.6   

LNG-IUD 0.4   0.8   1.9   4.2   5.7   7.3   3.9   
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