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Abstract: Pharmacist contraception services are growing across the United States. Several states
have authorized pharmacists to prescribe contraception, and the interest in other states continues to
grow. Opposition to these practices exists and centers on discussions related to safety, training, cost,
and fragmentation of care. We review these arguments and provide evidence refuting these concerns.
Pharmacist-prescribed contraception increases access to care, and patients express interest in utilizing
this service at the pharmacy. Pharmacists follow evidence-based recommendations. Counseling on
preventative services and referral to other providers is part of contraception care by pharmacists.
Training programs have been developed to equip both pharmacy students and pharmacists with the
knowledge, skills, and tools needed to successfully provide these services. This article can serve as
a guide for pharmacists and advocates when discussing pharmacist-prescribed contraception with
policymakers, patients, and other healthcare professionals.

Keywords: contraception; birth control; pharmacist; public health services; contraception access;
pharmacist prescribing; contraception services; birth control pharmacy

1. Introduction

Since 2013, 13 states and jurisdictions in the United States (U.S.) have been successful in passing
legislation allowing for pharmacist-prescribed contraception, also known as pharmacy access to
contraception. These include California, Colorado, the District of Columbia, Hawaii, Idaho, Maryland,
Minnesota, New Hampshire, New Mexico, Oregon, Utah, Virginia, and West Virginia. In 2019 alone,
15 states introduced legislation to allow for pharmacist-prescribed contraception; however, only 1 state
was successful in their efforts to pass pharmacist-prescribed contraception [1]. In total, at least 31 states
have considered legislation allowing for pharmacist-prescribed contraception services. With only 25%
of states currently having provisions for autonomous pharmacist-prescribed contraception, efforts
to expand patient access to contraception could be significantly hampered [2]. Further expansion of
pharmacist-prescribed contraception in other states could provide a route to help meet the Healthy
People 2030 objectives related to preventing unintended pregnancy and increased contraceptive use [3].
One-third of U.S. adults have reported difficulty accessing contraception, but one of the least common
barriers is access to a pharmacy [4].

Pharmacy 2020, 8, 176; doi:10.3390/pharmacy8040176 www.mdpi.com/journal/pharmacy

http://www.mdpi.com/journal/pharmacy
http://www.mdpi.com
https://orcid.org/0000-0002-5638-3851
https://orcid.org/0000-0001-9564-1094
http://www.mdpi.com/2226-4787/8/4/176?type=check_update&version=1
http://dx.doi.org/10.3390/pharmacy8040176
http://www.mdpi.com/journal/pharmacy


Pharmacy 2020, 8, 176 2 of 11

Inaccurate and ill-informed policies are often cited by opponents of pharmacist-prescribed
contraception. A recent example is an article in the Healthcare Ethics Committee Forum (HEC
Forum), which described pharmacist-prescribed contraception as a “band-aid” [5]. Another objection
to pharmacist-prescribed contraception has been voiced by certain physician groups, as this is seen
as an expansion of the pharmacist’s scope of practice. The American Medical Association opposes
independent prescribing by pharmacists “without appropriate physician supervision” [6]. We advocate
for evidence-based policies to expand patient access to contraception services. In this commentary,
we will lay out commonly encountered opposition arguments from states that have worked on
pharmacist-prescribed contraception efforts, many of which often lack evidence to support their
argument. A team of experts in pharmacy-based health policy and advocacy built consensus on the
commonly encountered arguments, based on experience working to advance pharmacist-prescribed
contraception. Evidence for rebuttal was based on a literature search to identify supporting articles for
pharmacist-prescribed contraception. The arguments addressed include (1) safety concerns, (2) patients
foregoing health screenings, (3) limited long-acting reversible contraception access, (4) availability of
services and concerns for pharmacists’ refusal, (5) pharmacist training, (6) patient utilization, (7) cost,
(8) over-the-counter access, and (9) the support of other healthcare providers. For these commonly
encountered opposition arguments, we will provide evidence and rationale that pharmacists and other
patient advocates can utilize to alleviate these concerns.

2. Evidence against Opposition to Pharmacist Contraception Services

2.1. Safety

One argument against pharmacist-prescribed contraception is the safety of the process, as
hormonal contraception can lead to adverse effects. According to the Center for Disease Control
and Prevention (CDC) U.S. Special Practice Recommendations for Contraceptive Use (U.S. SPR),
the only examination or test needed prior to initiating combined hormonal contraceptives (CHC)
is blood pressure assessment. Progestin-only pills (POP) do not have any requirements, thoughit
may be helpful to measure baseline weight and body mass index (BMI) for both CHC and POP
methods [7]. Pharmacists are trained to perform blood pressure assessments. A 2019 study found
that 98.3% of pharmacists surveyed were comfortable measuring blood pressure [8]. Additionally,
it is recommended that providers identify specific medical conditions or characteristics listed in the
U.S. Medical Eligibility Criteria for Contraceptive Use (U.S. MEC) [9]. This can be achieved with
a simple screening questionnaire that patients complete with their health history information prior
to or while talking with their provider about methods of contraception, similar to immunization
screening questionnaires.

When patients have contraindications to forms of pharmacist-prescribed contraception, referral
to another healthcare provider is indicated. After a simulated contraception activity, 100% of
pharmacy students reported feeling confident in their ability to refer patients to a physician when
necessary [10]. Pharmacists refer patients for necessary health screenings and contraindications
to hormonal contraception [11]. Among patients seeking pharmacist-prescribed contraception in
California and Oregon for hormonal contraception, 7% were referred appropriately to a primary care
provider based on the U.S. MEC. Elevated blood pressure was the main referral indication [12].

A study including the Oregon Medicaid population concluded that pharmacists are safely
following prescribing protocols and identifying contraindications to contraception. Of the patients who
received contraception, 5% had a U.S. MEC Category 3 or 4 medical condition that was not identified
during pharmacist screening. This frequency of error is similar to that of clinicians’ (5% to 8%) seen in
a 2011 study of contraception contraindications [13,14]. A study of telehealth providers found that 7%
of appointments were noncompliant with the U.S. MEC [15]. Telehealth has grown exponentially in
the past 10 years, giving patients another method for accessing contraceptive care. These programs
utilize a questionnaire to determine a patient’s medical eligibility similar to that used by pharmacists



Pharmacy 2020, 8, 176 3 of 11

when prescribing contraception. Physicians, nurse practitioners, and physician assistants prescribe
contraception for patients who utilize these services. The relatively low error rate of all three access
models demonstrates safety for patients with or without a physician.

Concerns are often raised about pharmacists not having access to patients’ full medical records
and the accuracy of patient’s filling out medical questionnares to determine contraception eligibility.
Whenpatient’s responses to screeningquestionnaires were compared with the documentation of their
healthcare providers, there was an overall agreement of 96%. Interestingly, patients tended to be more
likely to report contraindications such as smoking, irregular bleeding, and possible pregnancy than
their providers [11]. This shows that patientsare accurately and honestly filling out questionnaires
provided by pharmacists, and these questionnaies adequately identify medical eligibility criteria.
These formscan provide the necessary information for a pharmacist to determine patients’ eligilibity
for contraception.

2.2. Patients Will Forego Recommended Health Screenings

Access to pharmacist-prescribed contraception has raised concerns that patients will forego
necessary health screenings. Table 1 summarizes recommendations by expert organizations regarding
women’s health screenings. The frequency of screening is often misunderstood and places a barrier to
contraception access. The American College of Obstetricians and Gynecologists (ACOG) states, “pelvic
and breast exams, cervical cancer screening, and sexually transmitted infections (STI) screening are not
required before initiating hormonal contraception and should not be used as reasons to deny access to
hormonal contraception” [16]. Table 1 includes recommendations for well-woman health screenings.

Table 1. Recommended well-woman health screenings [17–22].

Pap Test Pelvic Exam Clinical Breast
Exam

Sexually Transmitted
Infections

Screening
Recommendation

Every 3 years for
those aged 21–65;

every 5 years
starting at age 30

with hrHPV

Shared
decision-making

with patient; perform
when indicated by
medical necessity

Every 1–2 years
for women aged
25–39 years old;

annually for
women over 40

Test based on age and
risk factors 1

Supporting
Organizations

ACOG, ASCCP,
SGO ACOG, USPSTF ACOG, NCCN CDC

Abbreviations: hrHPV = high-risk human papillomavirus, ACOG = American College of Obstetricians and
Gynecologists, ASCCP = American Society for Colposcopy and Cervical Pathology, SGO = Society of Gynecologic
Oncology, USPSTF = United States Preventative Services Task Force, NCCN = National Comprehensive Cancer
Network, CDC = Centers for Disease Control and Prevention. 1 Chlamydia and gonorrhea for those less than 25
years old and sexually active or 25 and older with risk factors; Human immunodeficiency virus (HIV) for all women
ages 13–64 and those who desire sexually transmitted infection (STI) screening.

In a study that compared women who utilized a family planning clinic versus those who bought
over-the-counter (OTC) oral contraceptives in Mexico, most patients utilizing OTC contraception had
received a Papanicolaou (Pap) test in the last 3 years (90.8%), as well as a pelvic exam (88.5%), clinical
breast exam (88.9%), and STI screening (71.7%) [23]. This observed rate for receiving a Pap test is
higher than the most recent national average from 2015 among women 21–65 years old (81%) [24]. STI
screening had the lowest rate among OTC users, but in comparison, a 5-year study published in 2010
found that chlamydia screenings over 5 years only occurred in 26% of patients [25]. This evidence
shows that more accessible models are not steering patients away from preventative health screenings.
Additionally, data from California and Oregon showed that 89% of users who utilized pharmacy
contraception services had visited their primary care provider within the last year [12].

Another medical area resulting in a concern for patients foregoing regular screening is telehealth.
These programs are comparable to pharmacy access, as neither require a face-to-face visit with a
physician, except telehealth is already implemented and widely utilized. It does not involve a
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blood pressure measurement. Although the concern for foregoing regular health screenings is valid,
pharmacists prescribing contraception present an opportunity to educate patients on proper screening
at every visit and refer to a provider when necessary.

2.3. Long-Acting Reversible Contraception Access

In the United States, pharmacist-prescribed contraception does not include long-acting reversible
contraception (LARC), which some opponents cite as a disadvantage that may deter the use of LARC
methods. Pharmacists provide comprehensive methods counseling and are well positioned to refer
patients and educate them on the benefits of LARC, making this an asset to pharmacist-prescribed
contraceptive services rather than a drawback. In a study in the United Kingdom, the number of women
receiving a copper intrauterine device (IUD) for emergency contraception increased by three-fold after
counseling and referral by a community pharmacist [26]. Pharmacists are able to educate patients on
all forms of LARC and make necessary referrals for placement.

Many physicians and other contraception providers do not provide LARC services, requiring
them to refer patients for this care as well. Although 80–90% of obstetrics–gynecology providers
report placing LARC, availability by other specialties is significantly lower. Among internal medicine
and pediatric physicians, this decreases to 26% [27,28]. In the American Board of Family Medicine
2019 residency graduate follow-up survey, only 45% of physicians reported currently practicing IUD
insertion and removal and 48% reported current practices using subdermal implant contraception [29].
The growing area of telecontraception has also been studied, and it was found that LARC was only
mentioned as a contraception option to patients by two of nine companies studied [15]. Referrals to
the necessary healthcare providers for LARC are essential and not limited to pharmacist-prescribed
contraception services.

While LARC methods are highly effective and safe, a majority of patients continue to choose oral
contraception over other non-surgical methods [30]. Patients most commonly choose short-acting
methods due to ease of access, low cost, privacy, and freedom to stop use without involving a healthcare
provider [31]. For people who prefer short-acting methods, pharmacists can meet their desire for
improved access and low costs. Pharmacists can continue to educate on the safety and effectiveness
of LARC and refer when appropriate, while providing short-acting contraceptives to patients with
those preferences.

2.4. Availability and Pharmacist Adoption

Concerns have been raised that pharmacists will not engage in contraception prescribing even if
policy allows. Pharmacists have been interested in the ability to provide direct access to hormonal
contraception for many years. In 2009, 85% of pharmacists in a nationwide survey expressed interest in
prescribing hormonal contraception [32]. One year after implementing legislation in Oregon, 63% of zip
codes in Oregon had a pharmacist certified to provide contraception services [33]. In a two-year period
in Oregon, 162 pharmacists prescribed contraception for 367 patients on Medicaid. This resulted in over
1300 claims for contraception. Within the first four months of implementation of the statewide protocol,
there were an average of 40 Medicaid claims per month for pharmacist-prescribed contraception. This
grew to 60 claims per month by month seven. Pharmacists prescribed 10% of all transdermal and oral
contraception products for Medicaid patients [13]. Data from Oregon and New Mexico reveal that
these services are provided in both rural and urban settings [34]. Nearly 400 pharmacists employed by
one supermarket pharmacy chain were prescribing hormonal contraception with an average of nearly
five prescriptions per pharmacist in a six-month period [12]. Prevalent evidence exists to support
pharmacists’ interests in contraception prescribing, as well as their commitment to do so after states
have passed the necessary legislation.

Some of the main barriers pharmacists experience concerning their participitation in prescribing
contraception include training, payment for pharmacist services by health plans, and workflow [35].
Several of these factors have been addressed in current protocols or additional efforts by states have
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been made to ensure pharmacists are recognized as healthcare providers. Training programs have
been included in several state protocols to increase pharmacist engagement and participation, with
pharmacists feeling increased comfort with prescribing after their training sessions (p < 0.004) [36].It is
important to write policies that are evidence-based and allow flexibility based on the location of the
pharmacist. Use of a mandatory reporting form or rigid algorithm may lead to a lack of uptake by all
pharmacy locations. Avoiding age restrictions, contraception method restrictions, use of a mandatory
intake form or documentation system, and other unecessary elements will allow for broader uptake
and implementation of pharmacy contraception services.

Pharmacies generally offer extended hours and do not require an appointment for contraception.
Nationwide, over 3000 pharmacies are currently offering these services [37]. This number continues
to grow and contraception access and availability will increase as more states implement policies
allowing pharmacists the authority to prescribe contraception.

2.5. Pharmacist Training

A lack of pharmacist training in prescribing contraception has been cited as another argument.
Pharmacists are highly trained and serve as the medication experts on the healthcare team. The
entry level degree is the Doctor of Pharmacy degree and students learn how to take patient histories
and perform health screenings, study components of medical diagnoses, and learn to develop
assessments and plans for patients that include nonpharmacological and pharmacological treatments.
Contraception education is provided in pharmacy schools and as continuing education for pharmacists.
In a simulation-based contraception prescribing activity, the majority of pharmacy students (88.9%)
found the prescribing protocol simple to follow. Over half of the students (55.6%) did not find the
process of prescribing contraception challenging. After completion of the activity, 88.9% of pharmacy
students felt confident prescribing contraception if state law were to allow this service [9].

Among a survey of community pharmacists in the United States, 77% agreed that pharmacists are
well-trained to provide contraception. In a survey designed to assess pharmacists’ readiness to prescribe
contraception, over half (57%) of pharmacists, who by state law cannot prescribe contraception, still
felt adequately trained and competent in providing contraception services [38]. Interestingly, the
self-perception of participants practicing in states that do allow pharmacists to prescribe contraception
was no different than the self-perception of participants practicing in states that do not allow pharmacists
to prescribe contraception (p = 0.239) [39].

In states with standing orders or statewide protocols for pharmacist-prescribed contraception,
all require completion of a training program. California accepts in-state curriculum-based training
programs [40]. Existing literature has highlighted gaps in contraception education among medical
schools and training programs for nurse practitioners [41,42]. Pharmacists are well-equipped to provide
this service, and several training programs exist for additional education opportunites when needed.

2.6. Patient Utilization

The question of whether patients will want to use the pharmacy for contraception has been raised.
Several studies have found that patients appreciate the convenience and accessibility of pharmacies,
which drives pharmacy utilization to access contraception services [43–46]. In a California study, 87%
of patients reported they were likely to return to the pharmacy, 90% would refer a friend, and 95%
reported overall satisfaction with pharmacist-prescribed contraception [46]. Among a survey of
Michigan college students, 46% responded they were extremely likely and 26% were moderately likely
to obtain contraception from a pharmacist. The main reasons cited for this were convenience, less
time than a traditional office visit, and easier adherence [47]. In a national telephone survey of adult
women, 68% of them stated they were likely to use contraception services provided by pharmacists.
Uninsured and low-income women were more likely to report as potential users. In the same survey,
66% of women already on hormonal contraception were likely to use pharmacist-provided services and
42% of women not on any form of contraception reported they were likely to begin using hormonal
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contraception if provided by pharmacists [45]. Patients in four states were surveyed regarding their
reasons for utilizing pharmacist-prescribed contraception. The two most common answers were that
an appointment was not required or their previous prescription lapsed [48].

Qualitative studies have shown 97% of interviewed adolesents from California and 56% of
interviewed adolescents from Indiana are supportive and interested in contraception prescribed
by pharmacists. Both groups of study participants appreciated the convenience and accessibility
of receiving care in a pharmacy setting. Adolescents have also noted in qualitative studies that
pharmacists are likely more educated on the various forms of contraception [43,44].

The privacy offered in a pharmacy setting is often stated as a barrier to patient utilization; however,
many pharmacies have adapted to allow for private patient counseling spaces. It is essential that the
pharmacist and patient have access to a private area. Pharmacies without access to private patient
counseling areas may require structural changes to address privacy concerns. Despite potential
concerns for privacy, patients are utilizing pharmacist-prescribed contraception services in states with
legislation in place.

In 2019, one supermarket-based pharmacy chain in California and Oregon provided contraception
services to over 2000 patients within a 6.5-month time period [12]. In Oregon, after two years of
statewide protocol implementation, 10% of Medicaid patients received a contraceptive prescription
through a pharmacist, with most patients being new users [9]. After recieving 12 months of pharmacist
prescribed-contraception services, 96.8% of patients (ages 13–55 years of age) felt comfortable with
continuing their contraceptive services with a pharmacist [11]. Patients have been proven to be
comfortable, as well as satisfied with their participation in the services. At a 1-month follow-up
of patients receiving pharmacist-prescribed contraception, 97.7% reported feeling satisfied with the
service and 97.1% stated they would refer the service to their friends [11]. In addition to all the
qualitative benefits, there has also been an improvement in health outcomes. A cost-effective analysis
of the services offered in Oregon found 158 quality-of-life-years were gained per 198,000 women [49].

2.7. Cost

Out-of-pocket cost is a major concern for patients, but states with active protocols for
pharmacist-prescribed contraception have continued to provide cost-effective care while also gathering
the support of public insurance and commercial insurance companies. Medication cost is covered
by insurance, regardless of the prescriber. Insurance coverage for the patient visits is a concern, as
pharmacists are not able to bill for medical services in all states. California addressed this through
successful legislation in 2016, which requires the state Medicaid program to pay for pharmacist
contraception services [50]. The District of Columbia, Maryland, and Oregon included coverage of
pharmacist services in their bills [1,51]. Other states, such as Washington, New Mexico, Virginia, and
West Virginia, have passed payment parity legislation, which requires insurers to pay pharmacists for
services provided if the insurer pays other healthcare providers for the service [52–55]. The cost of
contraception when prescribed by a pharmacist was covered by insurance in over 50% of pharmacies
in a study of contraception availability in New Mexico and Oregon [34].

Additionally, insurance coverage for dispensing 12 months of contraception at once should
be available to all patients. Patients who are able to receive the entire year of contraception in
one fill are more likely to continue their method [56]. Pharmacists more frequently prescribed a
6-month or more supply of contraception at one time compared to other providers in one study [57].
Pharmacist-prescribed contraception does significantly positively impact access to contraception care.

While insurance coverage is a coveted factor of contraception services for many, research indicates
it may not be necessary for all at-risk groups. An adolescent-aged qualitative study participant stated
other adolescents may prefer a cash option to receive contraception services [43]. Pharmacist-prescribed
contraception is cost effective and reduces healthcare costs. In 2019, pharmacist-prescribed
contraception in Oregon was estimated to prevent 51 unintended pregnancies and saved $1.6 million
dollars at only 24 months post-implementation [49]. The cost savings of hormonal contraception access
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in pharmacies is expected to greatly exceed the cost expenses, and as data emerges, pharmacists can
approach insurance companies to expand coverage of these services.

2.8. Over-the-Counter Access

Several practitioners and physicians associations argue that the most effective way to offer
contraceptive services to patients is over-the-counter (OTC). ACOG cites that robust literature
demonstrates the ability of women to self-screen for contraindications to hormonal contraception,
based on the U.S. MEC [16]. While OTC access is an important goal, pharmacist prescribing is seen
as a parallel effort to provide patients options. There are several barriers that may prevent OTC
contraception from being effective and must be addressed.

The biggest concern is loss of insurance coverage if contraception becomes OTC. Patients in
lower socioeconomic classes are at higher risk and may not be able to afford contraception without
insurance coverage. This notion was confirmed when the biggest concern among women with public
insurance was potential cost [58]. Insurance coverage would need to be mandated in order to maximally
increase access.

Another concern is the immediacy of access once one product is approved. Creating an OTC
product or switching from prescription to OTC is a difficult and lengthy process. Each OTC product
switch is handled separately by the Food and Drug Administration (FDA) and may take longer
than the 10-month targeted timeframe [59]. This means the switch to OTC contraception will not be
immediate, nor will it apply to all forms of self-administered hormonal contraception. Instead, each
pharmaceutical company would have to file applications and be approved for each product separately.
In contrast, after pharmacist-prescribed contraception legislation was passed in Oregon, rules were
enacted and pharmacists were prescribing within five months [60]. Pharmacist-prescribed services
could be a bridge to the OTC model and facilitate increased access until a more inclusive approach is
solidified. Pharmacist-prescribed contraception can also continue to be an option for patients who
desire the service even after OTC contraception is available.

With the push for OTC contraception access, some argue that pharmacist-prescribed contraception
is only a temporary solution, or in some cases, replaces one barrier with another. Removal of all barriers
for contraception is the ultimate goal, as patients have proven to be competent at self-screening and
identifying the necessity of provider consultation [11]. In addition to pharmacy access to contraception,
this includes OTC access to self-administered hormonal contraception, ensuring insurance coverage
for all methods, removal of age restrictions for contraception access, expanding access to care through
telehealth and other modalities, and promoting comprehensive reproductive health education for
all providers.

2.9. Other Healthcare Provider Support

Some have questioned the support of physicians regarding pharmacist-prescribed contraception.
The American College of Obstetricians and Gynecologists (ACOG) and American Academy of Family
Physicians have issued policy statements supporting OTC access to contraception [16,61]. In October
2019, the ACOG updated their statement to read “pharmacist-provided contraception may be a
necessary immediate step to increase access to contraception” [16]. Physicians have supported
legislation for pharmacist-prescribed contraception; the Oregon representative who authored the
successful legislation in 2015 is a physician [62]. Physicians have testified in support of state legislation,
in addition to other healthcare providers. The author of the successful California legislation was
an optometrist.

Physicians, nurse practitioners, nurse midwives, and physician assistants in California supported
pharmacist-prescribed contraception in one study. Compared to prescription-only, behind-the-counter,
and OTC, pharmacist-prescribed contraception was the most supported method [63]. In a national
survey of providers, 76% of physician respondents were in favor of pharmacist-prescribed hormonal
contraception [64]. More physicians supported pharmacist-initiated contraception over behind-the-counter
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or over-the-counter access. A majority of providers also felt comfortable referring patients to a pharmacist.
Pharmacists are essential members of the healthcare team and communicate regularly with other providers.
In all states with pharmacist-prescribed contraception, the pharmacist notifies the patient’s primary care
provider if contraception is prescribed or refers the patient for further care.

3. Next Steps for Further Research

Although existing literature overwhelmingly supports pharmacist-prescribed contraception,
further data from states implementing this service is desired. Additional research on the relationships
of cost and health plan coverage, policy approaches to pharmacist-prescribed contraception
(i.e., collaborative practice agreement, standing order, statewide protocol, independent prescriptive
authority), and outcomes would further inform future policy efforts. Data from other countries
could also aid in policy efforts on an international scale, as pharmacists in four provinces in Canada
can prescribe contraception [65]. A case has also been made in the United Kingdom to allow
self-administered hormonal contraception to be available directly from pharmacists [66].

We encourage pharmacists across the country to engage policymakers in discussions about
contraceptive access. In states that permit pharmacist-prescribed contraception, removing barriers to
insurance coverage and implementation in rural and underserved communities is vital. For those in
states without this service, it is important to engage key stakeholders, such as health insurance plans,
physicians and other healthcare providers, pharmacist associations, and public health and patient
advocates. Focusing on evidence and avoiding emotional dialogue and unproven arguments will aid
in discussions. Providing examples of data and outcomes from other states will help further make the
case for pharmacist-prescribed contraception. Consideration must be given to payment mechanisms
for patients. Additionally, policies should allow for pharmacists to utilize the full extent of their
knowledge and training and avoid unnecessary restrictions on pharmacists. Policymakers should also
permit flexibility with regards to documentation, as pharmacist practice locations vary in the type of
electronic health record and/or pharmacy system utilized.

4. Conclusions

Opposition arguments to pharmacist-prescribed contraception are often not evidence-based. It is
important to focus on evidence related to both contraception and pharmacist contraception care.
Pharmacists are highly accessible and trained healthcare providers. They are uniquely positioned to
reach patients who may not have a cost-effective or accessible method for obtaining contraception.
Patients also prefer the convenience of pharmacist-prescribed contraception. Pharmacists can refer
patients for follow-up care, such as LARC methods and other routine health screenings. Utilizing all
available members of the healthcare team to improve contraceptive access and care should be the center
of these discussions. Patients benefit when all healthcare providers are permitted to practice at the top
of their education and training. We encourage stakeholders to collaborate on pharmacist-prescribed
contraception policies with state pharmacy associations and Birth Control Pharmacist.

Author Contributions: Conceptualization, S.R., C.M.M. and V.V.; data collection, M.M., C.S., C.M.M., S.R., V.V.,
and A.J.S.; writing—original draft preparation, M.M., C.S., C.M.M., and V.V.; writing—review and editing, M.M.,
C.S., S.R., V.V., A.J.S., and C.M. All authors have read and agreed to the published version of the manuscript.

Funding: This research received no external funding.

Conflicts of Interest: The authors declare no conflict of interest.



Pharmacy 2020, 8, 176 9 of 11

References

1. Rafie, S.; Landau, S. Opening New Doors to Birth Control: State Efforts to Expand Access to Contraception in
Community Pharmacies. Birth Control Pharmacist, 2019. Available online: https://birthcontrolpharmacist.com
(accessed on 29 June 2020).

2. Kooner, M.; Joseph, H.; Griffin, B.; Lynch, S.; Vest, K.; Stewart-Lynch, A.; Weaver, K. Hormonal contraception
prescribing by pharmacists: 2019 update. J. Am. Pharm. Assoc. 2020, in press. [CrossRef] [PubMed]

3. U.S. Department of Health and Human Services. Healthy People 2030. Available online: www.health.gov/

healthypeople/ (accessed on 19 August 2020).
4. Grindlay, K.; Grossman, D. Prescription birth control access among U.S. women at risk of unintended

pregnancy. J. Womens Health 2016, 25, 249–254. [CrossRef] [PubMed]
5. Bendtsen, K. Bills as band-aids: Hopes and challenges of expanding pharmacists’ prescriptive authority to

include contraceptives. HEC Forum. 2019, 31, 295–304. [CrossRef] [PubMed]
6. American Medical Association. Evaluation of the Expanding Scope of Pharmacists’ Practice D-35.987.

Available online: https://policysearch.ama-assn.org/policyfinder/detail/pharmacist?uri=%2FAMADoc%
2Fdirectives.xml-0-1178.xml (accessed on 16 September 2020).

7. Curtis, K.M.; Jatlaoui, T.C.; Tepper, N.K.; Zapata, L.B.; Horton, L.G.; Jamieson, D.J.; Whiteman, M.K. U.S. Selected
Practice Recommendations for Contraceptive Use, 2016. MMWR Recomm. Rep. 2016, 65, 1–66. [CrossRef]

8. Vu, K.; Rafie, S.; Grindlay, K.; Gutierrez, H.; Grossman, D. Pharmacist intentions to prescribe hormonal
contraception following new legislative authority in California. J. Pharm. Pract. 2019, 32, 54–61. [CrossRef]

9. Curtis, K.M.; Tepper, N.K.; Jatlaoui, T.C.; Berry-Bibee, E.; Horton, L.G.; Zapata, L.B.; Simmons, K.B.;
Pagano, H.P.; Jamieson, D.J.; Whiteman, M.K. Medical Eligibility Criteria for Contraceptive Use, 2016.
MMWR Recomm. Rep. 2016, 65, 1–104. [CrossRef]

10. Lynch, S.E.; Griffin, B.L.; Vest, K.M. Assessment of a simulated contraceptive prescribing activity for pharmacy
students. Curr. Pharm. Teach. Learn. 2018, 10, 178–184. [CrossRef]

11. Gardner, J.S.; Miller, L.; Downing, D.F.; Le, S.; Blough, D.; Shotorbani, S. Pharmacist prescribing of hormonal
contraceptives: Results of the Direct Access study. J. Am. Pharm. Assoc. 2008, 48, 212–221. [CrossRef]

12. Lu, S.; Rafie, S.; Hamper, J.; Strauss, R.; Kroon, L. Characterizing pharmacist-prescribed hormonal contraception
services and users in California and Oregon pharmacies. Contraception 2019, 99, 239–243. [CrossRef]

13. Anderson, L.; Hartung, D.M.; Middleton, L.; Rodriguez, M.I. Pharmacist provision of hormonal contraception
in the Oregon Medicaid population. Obstet. Gynecol. 2019, 133, 1231–1237. [CrossRef]

14. Grossman, D.; White, K.; Hopkins, K.; Amastae, J.; Shedlin, M.; Potter, J.E. Contraindications to combined
oral contraceptives among over-the-counter compared with prescription users. Obstet. Gynecol. 2011, 117,
558–565. [CrossRef]

15. Jain, T.; Schwarz, E.B.; Mehrotra, A. A Study of Telecontraception. N. Engl. J. Med. 2019, 381, 1287–1288.
[CrossRef] [PubMed]

16. American College of Obstetricians and Gynecologists. Over-the-Counter Access to Hormonal Contraception:
ACOG Committee Opinion, Number 788. Obstet. Gynecol. 2019, 134, e96–e105. [CrossRef] [PubMed]

17. American College of Obstetricians and Gynecologists. ACOG Committee Opinion No. 754: The Utility of
and Indications for Routine Pelvic Examination. Obstet. Gynecol. 2018, 132, e174–e180. [CrossRef] [PubMed]

18. Saslow, D.; Solomon, D.; Lawson, H.W.; Killackey, M.; Kulasingam, S.L.; Cain, J.; Garcia, F.A.; Moriarty, A.T.;
Waxman, A.G.; Wilbur, D.C.; et al. American Cancer Society, American Society for Colposcopy and Cervical
Pathology, and American Society for Clinical Pathology screening guidelines for the prevention and early
detection of cervical cancer. CA Cancer J. Clin. 2012, 62, 147–172. [CrossRef]

19. Guirguis-Blake, J.M.; Henderson, J.T.; Perdue, L.A. Periodic Screening Pelvic Examination: Evidence Report
and Systematic Review for the US Preventive Services Task Force. JAMA 2017, 317, 954–966. [CrossRef]

20. Bevers, T.B.; Helvie, M.; Bonaccio, E.; Calhoun, K.E.; Daly, M.B.; Farrar, W.B.; Garber, J.E.; Gray, R.;
Greenberg, C.C.; Greenup, R.; et al. Breast Cancer Screening and Diagnosis, Version 3.2018, NCCN Clinical
Practice Guidelines in Oncology. J. Natl. Compr. Cancer Netw. 2018, 16, 1362–1389. [CrossRef]

21. Committee on Practice Bulletins—Gynecology. Practice Bulletin Number 179: Breast Cancer Risk Assessment
and Screening in Average-Risk Women. Obstet. Gynecol. 2017, 130, e1–e16. [CrossRef]

22. Centers for Disease Control and Prevention. Sexually transmitted diseases treatment guidelines, 2015.
MMWR Recomm. Rep. 2015, 64, 1–137.

https://birthcontrolpharmacist.com
http://dx.doi.org/10.1016/j.japh.2020.01.015
http://www.ncbi.nlm.nih.gov/pubmed/32144081
www.health.gov/healthypeople/
www.health.gov/healthypeople/
http://dx.doi.org/10.1089/jwh.2015.5312
http://www.ncbi.nlm.nih.gov/pubmed/26666711
http://dx.doi.org/10.1007/s10730-019-09380-w
http://www.ncbi.nlm.nih.gov/pubmed/31396763
https://policysearch.ama-assn.org/policyfinder/detail/pharmacist?uri=%2FAMADoc%2Fdirectives.xml-0-1178.xml
https://policysearch.ama-assn.org/policyfinder/detail/pharmacist?uri=%2FAMADoc%2Fdirectives.xml-0-1178.xml
http://dx.doi.org/10.15585/mmwr.rr6504a1
http://dx.doi.org/10.1177/0897190017737897
http://dx.doi.org/10.15585/mmwr.rr6503a1
http://dx.doi.org/10.1016/j.cptl.2017.10.013
http://dx.doi.org/10.1331/JAPhA.2008.07138
http://dx.doi.org/10.1016/j.contraception.2018.12.002
http://dx.doi.org/10.1097/AOG.0000000000003286
http://dx.doi.org/10.1097/AOG.0b013e31820b0244
http://dx.doi.org/10.1056/NEJMc1907545
http://www.ncbi.nlm.nih.gov/pubmed/31553843
http://dx.doi.org/10.1097/AOG.0000000000003473
http://www.ncbi.nlm.nih.gov/pubmed/31568364
http://dx.doi.org/10.1097/AOG.0000000000002895
http://www.ncbi.nlm.nih.gov/pubmed/30247363
http://dx.doi.org/10.3322/caac.21139
http://dx.doi.org/10.1001/jama.2016.12819
http://dx.doi.org/10.6004/jnccn.2018.0083
http://dx.doi.org/10.1097/AOG.0000000000002158


Pharmacy 2020, 8, 176 10 of 11

23. Hopkins, K.; Grossman, D.; White, K.; Amastae, J.; Potter, J.E. Reproductive health preventative screening
among clinic vs. over-the-counter oral contraceptive users. Contraception 2005, 106, 483–491.

24. Watson, M.; Benard, V.; King, J.; Crawford, A.; Saraiya, M. National assessment of HPV and Pap tests:
Changes in cervical cancer screening, National Health Interview Survey. Prev. Med. 2017, 100, 243–247.
[CrossRef] [PubMed]

25. Heijne, J.; Tao, G.; Kent, C.; Low, N. Uptake of regular chlamydia testing by US women: A longitudinal study.
Am. J. Prev. Med. 2010, 39, 243–250. [CrossRef] [PubMed]

26. Clement, K.M.; Mansour, D.J. Improving uptake of the copper intrauterine device for emergency contraception
by educating pharmacists in the community. J. Fam. Plann. Reprod. Health Care 2014, 40, 41–45. [CrossRef]
[PubMed]

27. Olson, E.M.; Kramer, R.D.; Gibson, C.; Wautlet, C.K.; Schmuhl, N.B.; Ehrenthal, D.B. Health Care Barriers to
Provision of Long-Acting Reversible Contraception in Wisconsin. WMJ 2018, 117, 149–155.

28. Greenberg, K.B.; Makino, K.K.; Coles, M.S. Factors associated with provision of long-acting reversible
contraception among adolescent health care providers. J. Adolesc. Health. 2013, 52, 372–374. [CrossRef]

29. American Board of Family Medicine. 2019 National Graduate Survey Report. Available online: https://www.
theabfm.org/research/national-family-medicine-residency-graduate-reports. (accessed on 25 June 2020).

30. Centers for Disease Control and Prevention National Center for Health Statistics. Contraceptive Use.
Available online: https://www.cdc.gov/nchs/fastats/contraceptive.htm (accessed on 29 June 2020).

31. Tibaijuka, L.; Odongo, R.; Welikhe, E.; Mukisa, W.; Kugonza, L.; Busingye, I.; Nabukalu, P.; Ngonzi, J.;
Asiimwe, S.B.; Bajunirwe, F. Factors influencing use of long-acting versus short-acting contraceptive methods
among reproductive-age women in a resource-limited setting. BMC Womens Health 2017, 17, 25. [CrossRef]
[PubMed]

32. Landau, S.; Besinque, K.; Chung, F.; Dries-Daffner, I.; Maderes, N.M.; McGhee, B.T.; Foster, D.G. Pharmacist
interest in and attitudes toward direct pharmacy access to hormonal contraception in the United States.
J. Am. Pharm. Assoc. 2009, 49, 43–50. [CrossRef]

33. Rodriguez, M.I.; Biel, F.M.; Swartz, J.J.; Anderson, L.; Edelman, A.B. Pharmacists’ experience with prescribing
hormonal contraception in Oregon. J. Am. Pharm. Assoc. 2018, 58, 608–613. [CrossRef]

34. Rodriguez, M.I.; Garg, B.; Williams, S.M.; Souphanavong, J.; Schrote, K.; Darney, B.G. Availability of
pharmacist prescription of contraception in rural areas of Oregon and New Mexico. Contraception 2020, 101,
210–212. [CrossRef]

35. Rafie, S.; Richards, E.; Rafie, S.; Landau, S.C.; Wilkinson, T.A. Pharmacist Outlooks on Prescribing Hormonal
Contraception Following Statewide Scope of Practice Expansion. Pharmacy 2019, 7, 96. [CrossRef]

36. Lio, I.; Remines, J.; Nadpara, P.A. Pharmacists’ comfort level and knowledge about prescribing hormonal
contraception in a supermarket chain pharmacy. J. Am. Pharm. Assoc. 2018, 58, S89–S93. [CrossRef] [PubMed]

37. Birth Control Pharmacies. Available online: https://www.birthcontrolpharmacies.com/ (accessed on 29 June 2020).
38. Rafie, S.; Cieri-Hutcherson, N.E.; Frame, T.R.; Griffin, B.; Harris, J.B.; Horlen, C.; Shealy, K.; Stein, A.B.;

Stone, R.H.; Vest, K.; et al. Pharmacists’ perspectives on prescribing and expanding access to hormonal
contraception in pharmacies in the United States. J. Pharm. Pract. 2019. [CrossRef] [PubMed]

39. Stone, R.H.; Rafie, S.; Griffin, B.; Shealy, K.; Stein, A.B. Pharmacist self-perception of readiness to prescribe
hormonal contraception and additional training needs. Curr. Pharm. Teach. Learn. 2020, 12, 27–34. [CrossRef]
[PubMed]

40. California Board of Pharmacy Self-Administered Hormonal Contraception Protocol for Pharmacists.
Available online: https://www.pharmacy.ca.gov/publications/hormonal_contraception_protocol_rphs.pdf
(accessed on 1 July 2020).

41. Steinauer, J.; LaRochelle, F.; Rowh, M.; Backus, L.; Sandahl, Y.; Foster, A. First impressions: What are preclinical
medical students in the US and Canada learning about sexual and reproductive health? Contraception 2009,
80, 74–80. [CrossRef]

42. Simmonds, K.; Cappiello, J.; Hoyt, A. Sexual and reproductive health content in nurse practitioner transition
to practice training programs. Contracept. X 2019, 1, 100005. [CrossRef]

43. Wilkinson, T.A.; Miller, C.; Rafie, S.; Laudau, S.C. Older teen attitudes toward birth control access in
pharmacies: A qualitative study. Contraception 2018, 97, 249–255. [CrossRef]

44. Meredith, A.H.; Vahary, E.B.; Wilkinson, T.A.; Meagher, C.G.; Vielott, T.; Ott, M.A. Adolescents’ Perceptions
of Contraception Access through Pharmacies. Pharmacy 2020, 8, 53. [CrossRef]

http://dx.doi.org/10.1016/j.ypmed.2017.05.004
http://www.ncbi.nlm.nih.gov/pubmed/28502575
http://dx.doi.org/10.1016/j.amepre.2010.05.011
http://www.ncbi.nlm.nih.gov/pubmed/20709256
http://dx.doi.org/10.1136/jfprhc-2012-100472
http://www.ncbi.nlm.nih.gov/pubmed/23645564
http://dx.doi.org/10.1016/j.jadohealth.2012.11.003
https://www.theabfm.org/research/national-family-medicine-residency-graduate-reports.
https://www.theabfm.org/research/national-family-medicine-residency-graduate-reports.
https://www.cdc.gov/nchs/fastats/contraceptive.htm
http://dx.doi.org/10.1186/s12905-017-0382-2
http://www.ncbi.nlm.nih.gov/pubmed/28376779
http://dx.doi.org/10.1331/JAPhA.2009.07154
http://dx.doi.org/10.1016/j.japh.2018.06.020
http://dx.doi.org/10.1016/j.contraception.2019.11.005
http://dx.doi.org/10.3390/pharmacy7030096
http://dx.doi.org/10.1016/j.japh.2018.05.005
http://www.ncbi.nlm.nih.gov/pubmed/30006191
https://www.birthcontrolpharmacies.com/
http://dx.doi.org/10.1177/0897190019867601
http://www.ncbi.nlm.nih.gov/pubmed/31390938
http://dx.doi.org/10.1016/j.cptl.2019.10.005
http://www.ncbi.nlm.nih.gov/pubmed/31843161
https://www.pharmacy.ca.gov/publications/hormonal_contraception_protocol_rphs.pdf
http://dx.doi.org/10.1016/j.contraception.2008.12.015
http://dx.doi.org/10.1016/j.conx.2019.100005
http://dx.doi.org/10.1016/j.contraception.2017.11.008
http://dx.doi.org/10.3390/pharmacy8020053


Pharmacy 2020, 8, 176 11 of 11

45. Landau, S.C.; Tapias, M.P.; McGhee, B. Birth control within reach: A national survey on women’s attitudes
toward and interest in pharmacy access to hormonal contraception. Contraception 2006, 74, 463–470. [CrossRef]

46. Rafie, S.; Wollum, A.; Grindlay, K.; Zora, V. Patient experiences with pharmacist prescribing of hormonal
contraception in California. J. Am. Pharm. Assoc. 2019, 59, e134–e135.

47. O’Connell, M.B.; Samman, L.; Bailey, T.; King, L.; Wellman, G.S. Attitudes of Michigan female college students
about pharmacist prescribing birth control in a community pharmacy. Pharmacy 2020, 9, 99. [CrossRef]

48. Rodriguez, M.I.; Edelman, A.B.; Skye, M.; Darney, B.G. Reasons for and experience in obtaining pharmacist
prescribed contraception. Contraception 2020. [CrossRef] [PubMed]

49. Rodriguez, M.I.; Hersh, A.; Anderson, L.B.; Hartung, D.M.; Edelman, A.B. Association of pharmacist
prescription of hormonal contraception with unintended pregnancies and Medicaid costs. Obstet. Gynecol.
2019, 133, 1238–1246. [CrossRef] [PubMed]

50. California Legislative Information: AB-1114 Medi-Cal: Pharmacist Services. Available online: https://leginfo.
legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201520160AB1114 (accessed on 20 August 2020).

51. Legislative Information Management System (LIMS): D.C. AT 22-246. Available online: https://lims.dccouncil.
us/downloads/LIMS/37359/Signed_Act/B22-0106-SignedAct.pdf (accessed on 22 August 2020).

52. Washington State Legislature: SB 5557. Available online: https://app.leg.wa.gov/billsummary/?BillNumber=
5557&Year=2015&Initiative=false (accessed on 26 June 2020).

53. New Mexico Legislature: HB42. Available online: https://www.nmlegis.gov/Legislation/Legislation?
Chamber=H&LegType=B&LegNo=42&year=20 (accessed on 27 June 2020).

54. Virginia’s Legislative Information System 2020 Session HB1506 Pharmacists. Initiating Treatment with and
Dispensing and Administering of Controlled Substances. Available online: https://lis.virginia.gov/cgi-bin/

legp604.exe?201+sum+HB1506 (accessed on 23 August 2020).
55. West Virginia Legislature: Senate Bill 787. Available online: http://www.wvlegislature.gov/Bill_Status/bills_

history.cfm?year=2020&sessiontype=RS&input=787 (accessed on 27 June 2020).
56. White, K.O.; Westhoff, C. The effect of pack supply on oral contraceptive pill continuation: A randomized

controlled trial. Obstet. Gynecol. 2011, 118, 615–622. [CrossRef]
57. Rodriguez, M.I.; Edelman, A.B.; Skye, M.; Anderson, L.; Darney, B.G. Association of pharmacist prescription

with dispense duration of hormonal contraception. JAMA Netw. Open 2020, 3, e205252. [CrossRef] [PubMed]
58. Grossman, D.; Grindlay, K.; Li, R.; Potter, J.E.; Trussell, J.; Blanchard, K. Interest in over-the-counter access to

oral contraceptives among women in the United States. Contraception 2013, 88, 544–552. [CrossRef] [PubMed]
59. FAQs about Rx-to-OTC Switch. CHPA. Available online: https://www.chpa.org/SwitchFAQs.aspx#howlong

(accessed on 24 June 2020).
60. Rodriguez, M.I.; Anderson, L.; Edelman, A.B. Prescription of Hormonal Contraception by Pharmacists in

Oregon: Implementation of House Bill 2879. Obstet. Gynecol. 2016, 128, 168–170. [CrossRef]
61. American Academy of Family Physicians: Over-the-Counter Oral Contraceptives. Available online:

https://www.aafp.org/about/policies/all/otc-oral-contraceptives.html (accessed on 7 July 2020).
62. Association of State and Territorial Health Officials: Oregon Authorizes Pharmacists to Prescribe Hormonal

Birth Control. Available online: https://www.astho.org/Programs/Maternal-and-Child-Health/Documents/
Oregon-Authorizes-Pharmacists-to-Prescribe-Hormonal-Birth-Control/ (accessed on 10 July 2020).

63. Rafie, S.; Haycock, M.; Yen, S.; Harper, C.C. Direct pharmacy access to hormonal contraception: California
physician and advanced practice clinician views. Contraception 2012, 86, 687–693. [CrossRef]

64. Rafie, S.; Kelly, S.; Gray, E.K.; Wong, M.; Gibbs, S.; Harper, C.C. Provider opinions regarding expanding
access to hormonal contraception in pharmacies. Womens Health Issues 2016, 26, 153–160. [CrossRef]

65. Canadian Pharmacists Association. Community Pharmacists in Canada Contraception Prescribing.
Available online: https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Contraception-
Infographic.pdf (accessed on 16 September 2020).

66. London School of Economics. Improving Access to Contraception. Available online: https://www.lse.
ac.uk/business-and-consultancy/consulting/assets/documents/Improving-Access-to-Contraception.pdf
(accessed on 16 September 2020).

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1016/j.contraception.2006.07.006
http://dx.doi.org/10.3390/pharmacy8020099
http://dx.doi.org/10.1016/j.contraception.2020.05.016
http://www.ncbi.nlm.nih.gov/pubmed/32502494
http://dx.doi.org/10.1097/AOG.0000000000003265
http://www.ncbi.nlm.nih.gov/pubmed/31135740
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201520160AB1114
https://leginfo.legislature.ca.gov/faces/billTextClient.xhtml?bill_id=201520160AB1114
https://lims.dccouncil.us/downloads/LIMS/37359/Signed_Act/B22-0106-SignedAct.pdf
https://lims.dccouncil.us/downloads/LIMS/37359/Signed_Act/B22-0106-SignedAct.pdf
https://app.leg.wa.gov/billsummary/?BillNumber=5557&Year=2015&Initiative=false
https://app.leg.wa.gov/billsummary/?BillNumber=5557&Year=2015&Initiative=false
https://www.nmlegis.gov/Legislation/Legislation?Chamber=H&LegType=B&LegNo=42&year=20
https://www.nmlegis.gov/Legislation/Legislation?Chamber=H&LegType=B&LegNo=42&year=20
https://lis.virginia.gov/cgi-bin/legp604.exe?201+sum+HB1506
https://lis.virginia.gov/cgi-bin/legp604.exe?201+sum+HB1506
http://www.wvlegislature.gov/Bill_Status/bills_history.cfm?year=2020&sessiontype=RS&input=787
http://www.wvlegislature.gov/Bill_Status/bills_history.cfm?year=2020&sessiontype=RS&input=787
http://dx.doi.org/10.1097/AOG.0b013e3182289eab
http://dx.doi.org/10.1001/jamanetworkopen.2020.5252
http://www.ncbi.nlm.nih.gov/pubmed/32432710
http://dx.doi.org/10.1016/j.contraception.2013.04.005
http://www.ncbi.nlm.nih.gov/pubmed/23664627
https://www.chpa.org/SwitchFAQs.aspx#howlong
http://dx.doi.org/10.1097/AOG.0000000000001474
https://www.aafp.org/about/policies/all/otc-oral-contraceptives.html
https://www.astho.org/Programs/Maternal-and-Child-Health/Documents/Oregon-Authorizes-Pharmacists-to-Prescribe-Hormonal-Birth-Control/
https://www.astho.org/Programs/Maternal-and-Child-Health/Documents/Oregon-Authorizes-Pharmacists-to-Prescribe-Hormonal-Birth-Control/
http://dx.doi.org/10.1016/j.contraception.2012.05.010
http://dx.doi.org/10.1016/j.whi.2015.09.006
https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Contraception-Infographic.pdf
https://www.pharmacists.ca/cpha-ca/assets/File/cpha-on-the-issues/Contraception-Infographic.pdf
https://www.lse.ac.uk/business-and-consultancy/consulting/assets/documents/Improving-Access-to-Contraception.pdf
https://www.lse.ac.uk/business-and-consultancy/consulting/assets/documents/Improving-Access-to-Contraception.pdf
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Evidence against Opposition to Pharmacist Contraception Services 
	Safety 
	Patients Will Forego Recommended Health Screenings 
	Long-Acting Reversible Contraception Access 
	Availability and Pharmacist Adoption 
	Pharmacist Training 
	Patient Utilization 
	Cost 
	Over-the-Counter Access 
	Other Healthcare Provider Support 

	Next Steps for Further Research 
	Conclusions 
	References

