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OBJECTIVE: To assess pharmacy participation in and

accessibility of pharmacist-prescribed contraception

after legislation effective in the state of Utah in 2019.

METHODS: A secret-shopper telephone survey was

used to assess participation in pharmacist-prescribed

contraception. Geospatial analysis was used to map the

distribution of participating pharmacies by population

characteristics.

RESULTS: Of all operating Class A retail pharmacies in

Utah, 127 (27%) were providing pharmacist-prescribed

contraception 1 year after implementation of the Utah

standing order. Oral contraceptive pills were widely

accessible (100%); however, other allowed methods

were not (vaginal ring 14%; contraceptive patch 2%).

Consultation fees and medication costs varied widely.

Participating pharmacies were mainly concentrated in

population centers. Assuming access to a personal

vehicle, urban areas with a high percentage of Hispanic

people (Utah’s largest minority race or ethnicity group)

have access to a participating pharmacy within a 20-

minute driving distance. However, access in rural areas

with a high percentage Hispanic or other minority were

limited. We identified 235 (40%) census tracts with a high

proportion of Utah’s residents living below the poverty

line or of minority race or ethnicity who also had low

access to pharmacist-prescribed contraception.

CONCLUSIONS: Although the pharmacy-based model

is intended to increase access to contraception, practical

availability 1 year after the authorization of pharmacist-

prescribed contraception in Utah suggests that this

service does not adequately serve rural areas, particu-

larly rural areas with a high proportion of minorities and

those living below the federal poverty line.

(Obstet Gynecol 2021;138:871–7)
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Recent family planning research has largely focused
on increasing access to and use of long-acting

reversible contraceptives.1,2 Although use of these
methods has increased, short-acting reversible meth-
ods, such as the oral contraceptive pill, remain the
most commonly used reversible contraceptive meth-
ods in the United States.3,4 Despite recent declines,
45% of U.S. pregnancies are unintended,5 with 95%
attributable to inconsistent, incorrect, or nonuse of
contraceptives.6 Lack of reliable access contributes
to inconsistent or nonuse of contraception.7,8

In the United States, access to hormonal contra-
ception typically involves an initial visit with a health
care professional. However, a required health care
visit may pose logistical difficulties (time for appoint-
ments, scheduling difficulties, costs, other issues) that
can function as a barrier to contraceptive use.9,10

Among a nationally representative sample of U.S.
adult women aged 18–44 years at-risk for unintended
pregnancy, 29% of those who had tried to obtain
a hormonal contraception prescription reported
difficulties in either obtaining or refilling that
prescription.10
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Pharmacist-prescribed contraception has been
proposed as one method for increasing access to
contraceptives by offering more convenient locations,
extended hours of operation, and ability to avoid gaps
when away from home.7,11–13 Among a sample of
English-speaking U.S. adult women at risk for unin-
tended pregnancy, 54% reported choosing their cur-
rent contraceptive method because it did not require a
prescription.11 Among the same sample, 41% of those
not using contraception indicated they would begin
using a hormonal method if it were readily available
at a pharmacy without a prescription.11 These findings
suggest that a widely deployed pharmacist-prescribed
contraceptive model could increase the overall use
and consistency of more effective hormonal contra-
ceptive methods.

Utah is home to 3.2 million people, including
nearly 700,000 females of reproductive age.14 Utah is
predominately made up of White people who are not
Hispanic (77.8%). Hispanic people comprise the
largest minority population in Utah (14.4%) with all
other race or ethnic groups comprising less than 3% of
the population.15 Utah has a higher fertility rate than
the United States overall (64.8 vs 59.1 live births per
1,000 females of reproductive age) with a relatively
low proportion of pregnancies reported as unintended
(21.2% from 2016 to 2018).16 Similar to the United
States overall, a higher percentage of live births in
adolescents (59%) and young adults (18–19 years;
48.1%) are considered by their mothers to be
unintended.16

In 2019, the Utah State Health Department
issued a standing order authorized by the State
Legislature (2018 Senate Bill 184) allowing
pharmacist-prescribed contraception. Under the
order, pharmacists who are licensed under the
Pharmacy Practice Act and have received special
training are able to prescribe oral contraceptive pills,
vaginal rings, or contraceptive patches to adult
women who have completed a self-assessment indi-
cating no contraindications to contraception. The
self-assessment (available at: https://dopl.utah.gov/
pharm/hormonal_contraception_questionnaire.pdf)
complies with the U.S. Selected Practice Recommen-
dations for Contraceptive Use, 2016. After the initial
30-day prescription, the pharmacist is minimally
required to evaluate side effects and patient concerns
at 3 months, 12 months, and then annually for 4
years for as long as the patient desires to continue
the prescription. Prescriptions continuing longer
than 36 months require evidence that the patient
has been seen by a primary care or women’s health
professional within the previous 2 years.17

The purpose of the current study was to evaluate
pharmacy participation in and patient accessibility to
pharmacist-prescribed contraception, 1 year after the
standing order was issued. Specifically, we sought to
1) determine the percentage of pharmacies that had
completed the requirements for participation, 2)
determine realized accessibility through a secret-
shopper method, and 3) evaluate the geographic
distribution of participating pharmacies.

METHODS

We used a secret shopper telephone survey to assess
pharmacy response to individuals inquiring about
pharmacist-prescribed contraception. This method
was modeled after similar research conducted in
California.18 This study does not meet the require-
ments for human subject research and was therefore
exempt from institutional review board approval, as
confirmed by the Brigham Young University Institu-
tional Review Board.

Three female research assistants were trained in
the secret-shopper technique and results of the phar-
macy contact were recorded in an online survey form.
Contacts were made from June 25 to July 17, 2020.
We attempted to contact by telephone all of the
pharmacies identified by the Utah Health Department
as enrolled in contraceptive prescribing (n5173) as of
June 25, 2020. Because we assumed that women seek-
ing contraceptives directly from a pharmacy may be
unaware of the enrollment list provided by the state
health department, we additionally contacted an
approximately 15% random sample of nonenrolled
pharmacies (n550) to assess the response. If the phar-
macy did not answer, the caller tried again on differ-
ent days during normal business hours. If the
pharmacy did not answer after three attempts, it was
considered uncontactable.

Callers posed as adult women interested in
obtaining contraception and opened the conversation
by stating that they had heard they could get
contraception at a pharmacy without a prescription.
Based on the response to this question, callers assessed
the availability of contraceptive methods, screening
expectations, any restrictions, and associated costs
while maintaining natural conversation. A generalized
script is shown in Appendix 1, available online at
http://links.lww.com/AOG/C485. Pharmacies that
stated they did not provide contraceptive prescribing
were asked for a referral to a participating pharmacy.

Data at the census tract level for population,
poverty, race, and ethnicity were compiled from the
2018 5-Year U.S. Census Bureau American Commu-
nity Survey. A census tract is a small geographic
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region, typically subdivisions of a county or equiva-
lent entity, with a population size between 1,200 and
8,000 people. Census tracts are defined by the U.S.
Census Bureau for the purposes of taking a decennial
census and establishing a stable set of geographic units
for the presentation of statistical data.19 Race and eth-
nicity were considered in this study as persons
of minority race or ethnicity have an increased likeli-
hood for unmet contraceptive need, even when con-
trolling for poverty.20 Shapefiles indicating land
ownership, major cities, major lakes, and major road-
ways were compiled from the Utah Automated
Graphic Reference Center. A shapefile is a set of data
formatted so that geographic layers can be read into a
geographic information system. It contains all the
information about map projections, boundaries, fea-
tures, and data associated with those features. Data for
location of pharmacies were collected from Rxope-
n.org.21 Results from the secret shopper calling data
were merged with pharmacy locations to classify all
pharmacies in Utah as either participating or nonpar-
ticipating under the pharmacist-prescribed contracep-
tion standing order.

For both the enrolled and nonenrolled pharma-
cies, proportions were calculated to describe phar-
macy participation, screening criteria, and service

costs. All proportions were calculated overall as well
as stratified by pharmacy characteristics (ie, rural vs
nonrural; independent vs chain). Rural or nonrural
classification was based on methodology and data
from the U.S. Census Bureau.22

ArcGIS Pro 2.6.1 was used to generate service
areas of 5-, 10-, and 20-minute driving distances
around participating pharmacies. The service areas
were overlaid on six maps each displaying different
demographic characteristics of Utah: population den-
sity (calculated as people per square mile), percent
below the federal poverty line, percent minority race
or ethnicity (calculated as total population minus
percent White-only race), percent Hispanic, percent
Black or African American, percent Native American,
and percent of females of reproductive age in the
population without health insurance. We calculated
the proportion of all persons who live within a 20-
minute drive of a participating pharmacy, as well as
the proportion of persons living below the federal
poverty line or of minority race or ethnicity.

We further created a raster map of the density of
participating pharmacies across Utah using the kernel
density function in ArcGIS Pro. A raster map stores
data according to pixels in a map, rather than within a
polygon file such as a political boundary. Raster maps

Fig. 1. Flowchart for pharmacy
sampling and participation.
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are commonly used for display of maps that change
continually across space, such as elevation or temper-
ature. Kernel density determines the spatial density of
points using a method of calculating proximity of
features (pharmacies) within a certain area of each
pixel on the map. We turned the resulting raster into a
highly dense grid of points, spatially joined the points
to the census tracts, and averaged the density of
participating pharmacies within each census tract. We
also calculated the proportion of Utah’s residents
below the federal poverty line, reproductive-aged
females without health insurance, all minority popu-
lations and percent of the total Hispanic, Native
American, and Black populations using data from
the 2018 5-Year U.S. Census Bureau American Com-
munity Survey for each census tract. We plotted cor-
relations between pharmacy density and population
demographic variables for each census tract as a
method of identifying census tracts with limited access
to participating pharmacies and high proportions of
marginalized persons who are most likely to experi-
ence difficulty accessing contraceptives, specifically,
those living below the federal poverty line, females
without health insurance, and racial and
ethnic minorities. Finally, we identified census tracts
that were in the top quartile for at least one of our
marginalized groups and also had a low density of
participating pharmacies to identify underserved
areas.

RESULTS

Of the 173 pharmacies identified as enrolled in the
program by the Utah State Health Department, 163
could be reached. The remaining 10 pharmacies were
permanently closed, unreachable, or duplicates. Of
the 163 contactable, enrolled pharmacies, 127 indi-
cated that they were participating in contraceptive
prescribing. These 127 enrolled and participating
pharmacies comprise 28% of all operating Class A

retail pharmacies in Utah. Of the 127 participating
pharmacies, most were classified as chain (n5102;
80%) and most were nonrural (n595; 75%) (Fig. 1).
All stated that the oral contraceptive pill was available
through the pharmacist-prescribed contraceptive pro-
gram, whereas only 14% and 2%, respectively, stated
that they offer the vaginal ring or the contraceptive
patch. Most (91%) indicated that a self-screening
assessment would be required and 38% mentioned
that blood pressure screening would be required.
The remaining pharmacy classifications and descrip-
tive information can be viewed in Table 1.

Pharmacist consultation fees varied widely across
the participating pharmacies, ranging from $0 to $70.
Only 2% (n53) of the pharmacies provided a no-cost
consultation; 22.8% reported a consultation fee
between $20 and $29, the majority (58.3%) reported
a fee between $30 and $39%, and 12% reported fees
of more than $40. There was no difference in consul-
tation fees by rural compared with nonrural location.
The reported monthly medication costs varied across
pharmacies. Approximately half (n560; 47%) re-
ported an estimated cost of $20 per month, 13% re-
ported less than $20 per month, 9% reported more
than $20 per month, and one third (31%) stated only
that the cost of the medication, “depends on
insurance.”

Among the 36 enrolled pharmacies that indicated
they were not participating in the program, five stated
that they normally offer these services, but had
temporarily stopped because of the coronavirus
disease 2019 (COVID-19) pandemic. When asked,
approximately half (n519; 53%) provided an alterna-
tive pharmacy or clinic where contraceptives could be
obtained.

Of the randomly selected sample of 50 non-
enrolled pharmacies, 47 were contactable. Of these,
44 (94%) indicated that they do not provide contra-
ception without a prescription from a physician (as

Table 1. Pharmacy Classification, Method Availability, Prescription Length, and Screening Procedures for
Participating Pharmacies

Pharmacy Type n

Available Contraceptive
Methods Length of Prescription

Screening Requirements
Mentioned

Oral Pill Vaginal Ring Patch 1 mo 3–6 mo 1 y Self-Screening Blood Pressure

Chain, nonrural 86 86 (100) 10 (12) 1 (1) 10 (12) 32 (37) 43 (50) 78 (91) 34 (40)
Independent, nonrural 9 9 (100) 2 (22) 0 1 (11) 3 (33) 5 (56) 8 (89) 3 (33)
Chain, rural 16 16 (100) 3 (19) 1 (6) 3 (19) 1 (6) 11 (69) 15 (94) 5 (31)
Independent, rural 16 16 (100) 3 (19) 1 (6) 3 (19) 5 (31) 8 (50) 15 (94) 6 (38)

Total 127 127 (100) 18 (14) 3 (2) 17 (13) 41 (32) 67 (53) 116 (91) 48 (38)

Data are n (%) unless otherwise specified.
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was expected) and three (7%) indicated that they do
provide that service. Similar to the first sample, half
(n522; 50%) provided an alternative pharmacy or
clinic when asked. The sample of nonenrolled phar-
macies was classified as follows: chain and nonrural
(n522), independent and nonrural (n517), chain and
rural (n53), and independent and rural (n55).

Each of the three nonenrolled pharmacies that
indicated participation was classified as independent
and nonrural. All three offer a year-long prescription
of the oral pill; one also offers the transdermal patch
and another the vaginal ring. All three pharmacies
explained the self-screen and blood pressure screen-
ing that would be necessary. The pharmacist consul-
tation fees for each were $0, $25, and $35; the
monthly medication fee was $10 for two pharmacies
and $19 for the other.

Appendices 2–10 (available online at http://links.
lww.com/AOG/C485) provide descriptive spatial
information regarding land designation, Utah popula-
tion density, and the geographic distribution of the
population by sociodemographic characteristics.

Appendix 11 (available online at http://links.lww.
com/AOG/C485) shows the participating pharmacies
with 5-, 10-, and 20-minute one-way driving distances
marked. Participating pharmacies clustered around
population centers and were more prevalent where
the percent below the federal poverty line and the
percent minority were lower. Assuming access to a
personal vehicle, urban census tracts (eg, West Valley
City) with a high percentage of Hispanic people
(Utah’s largest minority race or ethnicity group) have
access to a participating pharmacy within a 20-minute
driving distance. However, access in rural areas with a
high percentage Hispanic or other minority were lim-
ited. Tracts with a concentration of Black residents are
in more urban areas and generally have coverage
within a 20-minute one-way drive by car. However,
tracts with the highest proportions of Native Ameri-
can populations (Southeast corner of Utah and in the
East side of Utah in Uinta County), particularly res-
ervation lands, have very little or no access to
pharmacist-prescribed contraceptives.

Appendices 12 and 13 (available online at http://
links.lww.com/AOG/C485) provide graphs and
details on the spatial analysis used to identify areas
that had lower pharmacy density and more marginal-
ized populations. The identified census tracts were
mapped and are displayed in Figure 2. A total of
235 (40%) census tracts had a high proportion of
Utah’s residents living below the poverty line or
of minority race or ethnicity and also had low access
to pharmacist-prescribed contraception. These census

tracts were almost entirely rural, though some were
suburban and highly populated (in the Provo-Orem
area).

DISCUSSION

The majority of unintended pregnancies are attribut-
able to inconsistent, incorrect, or nonuse of contra-
ception,6 highlighting the continued need for
increased access to effective contraceptive methods.
The most progressive initiative for increasing the
accessibility of oral contraceptive pills is changing
from a prescription-only model to an over-the-
counter model. However, these efforts have stalled
at the federal level.9 In lieu of over-the-counter

Fig. 2. Census tracts (n5235) that were in the lower par-
ticipating pharmacy density group and were in the top
quartile for percentages of one of Utah’s marginalized
groups (minority race or ethnicity, percentage of females
without health insurance, and percent below the poverty
line). Map created with ESRI 2021. ArcGIS Pro: Release
2.8.2. Data from State of Utah, Utah Automated Graphic
Reference Center. Available at: https://gis.utah.gov/and
United States Census Bureau. American Community Survey
2018 5-Year Estimates Public Use Microdata Sample File.
Washington, DC. Accessed at: https://www.census.gov/
programs-surveys/acs/microdata/access.2018.html.
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contraception, a pharmacist-prescribed contraception
model has been implemented in 16 states and the
District of Colombia.23

The promise of the pharmacist-prescribed model
is increased access owing to extended hours, more
convenient locations, ability to obtain medications
more quickly, and reduced time commitment.7,11–13

Research in four states identified convenience factors
as the most common reasons for using pharmacy
access.24 However, these benefits are partially depen-
dent on wide-spread participation by pharmacies.
One year into the program, Utah pharmacy participa-
tion was low, with fewer than 30% of retail pharmacies
participating. This proportion is greater than observed
after 1 year in California (5.1%; 2017),18 but less than
recent estimates in Oregon (46%; 2019).25 The low
implementation rate is in part due to a lack of partic-
ipation among the largest pharmacy chains (Wal-
greens, CVS, Walmart, Rite Aid), which make up a
substantial portion of all pharmacies.

We did not attempt to assess pharmacy staff
awareness of the policy; however, anecdotally, some
pharmacists or responding technicians stated that no
pharmacies in Utah were able to prescribe contracep-
tion and others said that they were legally able to
prescribe only contraceptive pills, both of which are
false. Pharmacy staff knowledge varied. Several indi-
cated that it was their first time answering these
questions and others gave incorrect information, had
to review procedures before answering, or did not
know and did not attempt to find an answer. Although
training of pharmacists is required, pharmacy techni-
cians are often the gatekeepers. Inconsistency in
responses suggests some pharmacy staff are not aware
of policies and procedures even in participating
pharmacies and pose a barrier to persons accessing
the service.

Research in Oregon and California found that
those seeking contraception from a pharmacist were
younger and more likely to be uninsured than those
who received their prescription in a clinic.26 In 2018,
12.6% of women aged 19–44 years were uninsured.27

Affordable options for contraception that do not require
insurance are needed. Additionally, young adults, who
have the highest rate of unintended pregnancy,5 may be
hesitant to seek sexual and reproductive health care
using parental insurance owing to privacy concerns.28

Pharmacist-prescribed contraception may increase
access by providing privacy for insured dependents
and affordability for the uninsured.

Pharmacy consultation fees, required at the initial
screening by most pharmacies, averaged $30–40.
Combined with the average cost of contraception

($20), out-of-pocket cost for uninsured patients aver-
aged $50–60 for an initial 1-month supply. Unlike
appointments with physicians, nurse practitioners, or
physician assistants, pharmacist consultation fees are
generally not covered by insurance. Even if the
patient has insurance coverage for the medication,
the consultation fees may be a barrier to service
utilization.

The Utah standing order permits pharmacy
contraceptive access only for women aged 18 years
and older, ignoring the significant need for safe,
effective contraception for adolescents. This is partic-
ularly important because 59% of live births among
persons younger than 18 years in Utah result from
unintended pregnancies in those younger than 18
years.16 The legislation also requires patients to see a
health care professional every 2 years. This suggests
that lawmakers see this service as a temporary solu-
tion to lapsing insurance coverage. It is unclear how
this 2-year limit will be tracked and enforced or the
proportion of users who may be affected.

The majority of Utah’s census tracts that were
home to a high proportion of minority persons, those
living in poverty, or females without insurance had
low access to participating pharmacies. Even within
census tracts that have participating pharmacies
within a 5-, 10-, or 20-minute drive, persons relying
on public transportation may have significantly longer
travel times. This analysis suggests that persons living
in rural communities, those living in poverty,
and minorities may not currently see significant
increases in accessibility.

Despite relatively low participation in Utah, there
is reason to believe that this model may be effective in
reducing contraceptive use gaps and unintended
pregnancies. Research in Oregon observed that in
the first 24 months, pharmacist-prescribed contracep-
tion averted 51 unintended pregnancies and saved
$1.6 million dollars among the Medicaid popula-
tion.29 More research is needed to understand the
effects of pharmacist-prescribed contraception on
broader populations.

This research assessed pharmacy participation
and the geographic distribution of participating phar-
macies. This approach has advantages over prior
research, which examined the percentage of all
pharmacies that participated, but did not consider
the geographic proximity to persons in need of
contraception. This study did not consider awareness
of potential users or resident uptake; thus, accessibility
is defined only as geographic proximity rather than
considering awareness and other barriers to service
utilization.
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Future research is needed to explore both general
awareness of the policy and the user experience for
pharmacist-prescribed contraception in Utah. Addi-
tionally, program effectiveness should be considered
in terms of outcomes such as reducing contraceptive
use gaps and averting unintended pregnancies.
Research is needed to understand the barriers to
pharmacy participation to inform public health initia-
tives aimed at expanding the number of participating
pharmacies, particularly in rural areas.
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