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Abstract

Objective: Increasingly, states authorize pharmacists to prescribe hormonal contraception to
patients without a prescription from another healthcare provider. The purpose of this review is
to investigate pharmacist and patient perspectives on pharmacist-prescribed contraception in the
United States.

Study design: We searched Medline, Embase, PsyclInfo, CINAHL, Scopus, and the Cochrane
Library from inception through July 10, 2019. We included qualitative and mixed-methods studies,
quantitative surveys, observational studies, and randomized trials in the United States. Risk of bias
was assessed using tools for quantitative and qualitative studies.

Results: Fifteen studies met inclusion criteria, including studies on pharmacists and student
pharmacists (n=9), patients (n=5), and both (n= 1). Study samples ranged from local to
national. Studies had moderate to high risk of bias, primarily due to low response rates and
lack of validated instruments. Most pharmacists (57-96%) across four studies were interested
in participating in pharmacist-prescribed contraception services. Among patients, 63—97% across
three studies supported pharmacist-prescribed contraception, and 38—-68% across four studies
intended to participate in these services. At least half of pharmacists across four studies

felt comfortable prescribing contraception, though pharmacists identified additional training
needs. Pharmacists and patients identified several reasons for interest in pharmacist-prescribed
contraception services, including increasing patient access, reducing unintended pregnancies,
and offering professional development for pharmacists. They also identified barriers, including
payment, time and resource constraints, liability, and patient health concerns.
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Conclusions: Most pharmacists and patients across 15 studies were interested in expanded
access to contraception through pharmacist-prescribed contraception. Findings on facilitators and
barriers may inform implementation efforts.

Implications: Pharmacist-prescribed contraception is a strategy to expand patient access
to contraception. Reducing barriers to implementation could improve participation among
pharmacists and patients.
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1. Introduction

Pharmacist-prescribed contraception laws and policies allow pharmacists to prescribe
hormonal contraception (HC) to eligible patients. Pharmacists can safely prescribe
contraception with appropriate screening for contraindications, and HC is generally safe
for most women [1,2]. These laws and policies aim to improve access to contraception,
as nearly 30% of US women have experienced difficulties obtaining, filling, or refilling
a prescription [3,4]. Barriers include cost of a clinic appointment, lack of insurance, and
challenges scheduling or attending an appointment [3,4].

In 2003, researchers demonstrated the success of pharmacist-prescribed contraception
models in Washington through broad collaborative drug therapy agreements in place since
1979 [3]. In 2016, Oregon became the first state to implement legislation specific to
pharmacist-prescribed contraception [5]. As of July 2020, 12 states and the District of
Columbia (DC) have legislation specific to HC that authorizes pharmacist prescribing.
Where HC-specific laws exist, pharmacist-prescribed contraception may occur through
prescriptive authority under statewide protocols or collaborative practice agreements (CPAS)
(Table 1) [6-11]. Statewide protocols allow pharmacists to prescribe medications under
criteria defined by a state body, such as a Board of Pharmacy [12]. CPAs allow medication
prescribing through a more formal arrangement, in which pharmacists partner with
physicians or other authorized prescribers who broadly oversee their prescriptive authority
[12]. Eleven states and DC allow pharmacist-prescribed contraception through statewide
protocols, and one state through an HCspecific CPA (Tennessee) [6-11]. Two additional
states have a broad CPA (Washington) or restricted prescriptive authority for pharmacists
(Idaho) that allow for pharmacist-prescribed contraception, though contraception is not
specified in their authorities [6-8,11].

In most of these states, pharmacists are required to complete a board-approved or pharmacy
school-based training to participate [6,11]. Before prescribing contraception, pharmacists
must provide a risk assessment screening to patients and measure their blood pressure

to determine medical eligibility [6]. All states authorize pharmacists to prescribe the pill
and patch; others also authorize the ring and injectables. Some states authorize pharmacist-
prescription for only patients ages 18 years and older; others have no specified age or
product limitations (Table 1) [6-11].
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Early research suggests that pharmacist and patient participation in pharmacist-prescribed
contraception services so far is relatively low [13-15]. For these services to improve access
to contraception, both pharmacists and patients must be interested in participating, and
barriers to participation must be minimized. The purpose of this systematic review is to
understand pharmacist and patient perspectives on pharmacist-prescribed contraception in
the United States. The results may help inform implementation of these laws and policies to
improve access to contraception.

2. Methods

We report this systematic review according to Preferred Reporting Items for Systematic
reviews and Meta-Analyses (PRISMA) guidelines [16]. The protocol for the review
was published on the PROSPERO database in April 2019 (Registration Number:
CRD42019130051) [17].

2.1. Search strategy and eligibility criteria

We searched Medline, Embase, PsycInfo, CINAHL, Scopus, and the Cochrane Library from
database inception through July 10, 2019. We also searched references of relevant articles
and protocols published on PROSPERO. We contacted authors of conference abstracts
published online to identify additional published studies of interest. Only articles written in
English were included, as the research intervention focused on the United States. Search
strategies were developed in collaboration with a reference librarian (Table A.1).

We included primary reports of qualitative and mixed-methods studies, quantitative surveys,
observational studies, and randomized trials. Conference abstracts, case reports and series,
editorials, letters, and nonpublished results were excluded. We included only studies
conducted in the United States. Studies were included from any US locality and state,
encompassing those with and without implemented pharmacist-prescribed contraception.

We searched for studies that assessed pharmacist or patient perspectives on pharmacist-
prescribed contraception. The pharmacist population included practicing pharmacists,
student pharmacists, and pharmacy managers in the United States. The patient population
included adult and adolescent women in the United States. The interventions of interest
were policies and laws, including statewide protocols and CPAs, on pharmacist-prescribed
contraception in the United States. We excluded studies exclusively on levonorgestrel
emergency contraceptive pills, which have been FDA-approved for over-the-counter sale
since 2013.

The outcomes for pharmacists and patients were: (1) interest in, (2) motivators for,

(3) comfort with, and (4) barriers to pharmacist-prescribed contraception. “Interest”
included outcomes related to support for and intention to participate in pharmacist-
prescribed contraception services. “Motivators” included motivators for participating in and
perceived benefits of pharmacist-prescribed contraception. “Comfort” for the pharmacist
population included comfort, confidence, and training needs around pharmacist-prescribed
contraception; “comfort” for the patient population included comfort and satisfaction
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with pharmacist-prescribed contraception. “Barriers” included barriers to participation and
implementation.

2.2. Quality assessment

To assess the quality of the evidence, we considered risk of bias and generalizability.

We used two risk of bias tools, one for quantitative and one for qualitative studies. For
quantitative cross-sectional surveys, we used a modified version of the Clarity/McMaster
“Risk of bias instrument for cross-sectional surveys of attitudes and practices” [18]. For
quantitative longitudinal surveys, we also considered follow-up rates. For qualitative studies,
we created a tool based on the Critical Appraisal Skills Programme (CASP) for qualitative
research and the Mildred Blaxter “Criteria for the evaluation of qualitative research papers”
[19,20]. For all study designs, we assessed selection bias (e.g. source of the sample, response
rate, and assessment of differences between responders and non-responders), information
bias (e.g. reliability and validity of data collection instruments and missing data), and
appropriateness of analytic technique. Each risk of bias domain was scored low, medium, or
high. Generalizability to the target population was assessed as good, fair, or poor.

2.3. Data synthesis

Abstract and full-text screening were completed by two authors (LE and AT), and
disagreements were resolved by KC, using Covidence [21]. LE independently extracted
data from each eligible study into prespecified evidence tables for pharmacist and patient
perspectives. AT or KC reviewed each article in the evidence tables. Quality was assessed
independently by two authors (LE and AT or KC), and disagreements were resolved by a
third reviewer (AT or KC).

Results were summarized narratively and in evidence tables. Meta-analysis was not
performed due to heterogeneity of the types of studies and outcomes.

The literature on this topic uses different terms for “pharmacist-prescribed contraception”,
such as “pharmacy access to contraception” or “pharmacist-provided contraception”. In this
paper, we use “pharmacist-prescribed contraception” or terms used in individual studies,
when describing their results.

3. Results

We screened 1212 abstracts identified by our database search, from which we assessed

121 full-text publications (Fig. 1). In the full-text review, 13 studies from 14 publications
met eligibility criteria; all others were excluded, primarily because they were not primary
studies or were unpublished conference abstracts. We identified two additional full texts
through references of relevant articles [22,23]. In total, 15 studies reported in 16 publications
met inclusion criteria [2,3,13,22-34]. Nine studies (from 10 publications) included only
pharmacists [13,24-32], five included only patients [3,22,23,33,34], and one included both
pharmacists and patients [2].

Contraception. Author manuscript; available in PMC 2024 July 28.



1duosnuen Joyiny 1duosnuey Joyiny 1duosnuen Joyiny

1duosnuep Joyiny

Eckhaus et al.

Page 5

3.1. Pharmacist perspectives

3.1.1. Overview—Of the 10 studies that included pharmacists [2,13,24-32], eight were
cross-sectional [24,26-31] or longitudinal [13,25] surveys, and two were interviews or focus
groups [2,32] (Table 2; full evidence tables can be found in online appendix A.2). Six
studies sampled participants from one state, [California (7= 3), Oregon (n7= 2), Ohio (n=
1)] [13,24,26,29,30,32], two sampled from one locality (metropolitan Seattle, Washington
and a pharmacy school in Illinois) [2,27], one sampled from multiple states [25], and one
was a national sample [31]. The sample populations included student pharmacists in two
studies [27-29] and practicing pharmacists in all other studies. Sample sizes ranged from
nine student pharmacists in Illinois to 2725 pharmacists in a national study [27,31].

Most studies (7= 7) included locations where pharmacist-prescribed contraception services
were not implemented at the time of data collection [24-31]. However, pharmacist-
prescribed contraception was in effect in two studies—a 2016 survey of Oregon pharmacists
certified to provide HC [13] and a study in which 8 of 36 California pharmacists reported
prescribing contraception during 2016-2017 interviews [32]. Another study evaluated a
2003-2005 pharmacy access to contraception intervention in metropolitan Seattle, in which
26 participating pharmacists prescribed contraception to eligible women [2].

The pharmacist studies had high [2,13,24,25,27,32] or moderate [26,28-31] risk of

bias. Risk of selection bias was high, primarily due to low response rates and lack of
information on non-responders. Response rates ranged from 14-82%, and most were lower
than 30%. Some studies sampled their entire population of interest or used probability
sampling and therefore had lower risk of sampling bias [13,24,26,28-32], while others
used nonprobability sampling that increased their risk of sampling bias [2,25,27]. Risk

of information bias was high because no studies reported reliability and validity of their
quantitative or qualitative instruments. Risk of bias in the data analysis was low because
most studies used appropriate descriptive and analytic techniques. Nine studies were likely
not generalizable to their target populations due to the use of non-probability sampling

or low response rates; one study may have been generalizable to its target population,
California student pharmacists who had completed HC curricula [28,29].

3.1.2. Interest—Six studies found overall high levels of pharmacist interest in or
intention to participate in pharmacist-prescribed contraception services [2,24,28,30-32]. In
a national survey, 85% of US pharmacists were interested in providing pharmacy access

to contraception [31]. In California studies, 65% of pharmacists and 96% of student
pharmacists expressed interest [28,30]; 73% of pharmacists were “very” or “somewhat”
likely to prescribe contraception under a statewide protocol [30]. In a qualitative survey after
implementation of the California law, 96% of pharmacists expressed interest in completing
HC training [32]. In Oregon, though 57% of respondents were interested in prescribing
contraception, only 39% intended to prescribe after legislation went into effect [24]. All 15
Seattle pharmacists who gave feedback on a pharmacy access to contraception intervention
wanted to continue providing contraception after study end [2].

In addition, five studies found that pharmacists were interested in several aspects of
contraceptive care [13,24,28,30,31]. Studies found that 61% and 73% of pharmacists were
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interested in managing side effects [13,24], 54-73% were interested in managing method
switching [24,30,31], and about 64% were interested in making formulation adjustments
[30,31]. Over half of Oregon pharmacists (54%) and California student pharmacists (60%)
were interested in prescribing to adolescents [13,28].

3.1.3. Motivators—Seven studies explored motivators for pharmacist interest in
pharmacist-prescribed contraception [13,24,26,28,30-32]. Most pharmacists in a national
survey (98%) and a California survey (90%) believed that pharmacy access was an
important public health issue [30,31]. Most pharmacists (94%) in a qualitative California
study believed that pharmacy access was an important health and community service
[32]. Across four studies, 61-97% of pharmacists believed that pharmacy access would
increase overall patient access to contraception [24,26,28,30]. Pharmacists (46% and 66%)
in two studies believed that pharmacist-prescribed contraception services may reduce
unintended pregnancies [24,26]. In Oregon and California studies that occurred after law
implementation, increasing access to contraception and reducing unintended pregnancies
were two of the most important motivators for pharmacists [13,32].

Nearly all pharmacists in a national survey (97%) and a California survey (91%) believed
that prescribing contraception was a professional development opportunity [30,31]. Most

of these US (97%) and California pharmacists (89%) would appreciate individual patient
contact in the context of prescribing HC [30,31]. However, before implementation of the
law in Oregon, only about 35% of pharmacists believed that prescribing contraception would
increase their job satisfaction [24]. In two qualitative assessments after implementation of
laws in Oregon and California, pharmacists generally were motivated to expand their scope
of practice [13,32].

Anticipated positive impact on their businesses and on the healthcare system also motivated
pharmacists. Pharmacists in a US survey (88%) and a California survey (77%) believed
that pharmacist-prescribed contraception could help increase business [30,31]. Several of
the pharmacists in these studies [US (59%) and California (44%)] believed the service
could help recruit pharmacists to work at their pharmacies [30,31]. Regarding impact on
the healthcare system, 47-96% of pharmacists across three studies thought that pharmacist-
prescribed contraception could strengthen the relationship between pharmacists and other
healthcare providers [24,30,31].

3.1.4. Comfort—Seven studies investigated pharmacist comfort and confidence with
prescribing contraception [2,13,25,27,29-31]. In two of these studies, pharmacists were
actively prescribing contraception [2,13]. In an Oregon study, 90% of pharmacists felt
comfortable prescribing and counseling on contraception one year after implementation

of the law [13]. In a Seattle intervention study, all 15 pharmacists who gave qualitative
feedback reported confidence in initiating, counseling on, and managing contraception [2].

In five studies, pharmacists reported on their comfort and confidence with prescribing
contraception, though pharmacist-prescribed contraception was not in effect in their
practice areas [25,27,29-31]. Among pharmacists in a six-state sample, 65% and 46% felt
comfortable prescribing contraception under a CPA or statewide protocol, respectively [25].
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Only about 40% of these pharmacists were comfortable incorporating pharmacist-prescribed
contraception services into their workflow [25]. Pharmacists in this sample felt most
comfortable prescribing OCs (64%) and least comfortable prescribing injectables (43%)
after completing HC training [25]. In samples of California student pharmacists and US
pharmacists, most respondents (91% and 95%, respectfully) were comfortable screening
patients for HC [29,31]. Across three studies, pharmacists and student pharmacists (63—
94%) felt confident knowing when to refer a patient to a physician [25,27,29].

Despite the overall high levels of confidence in prescribing contraception, many pharmacists
were interested in additional training. Among trained Oregon pharmacists surveyed after
law implementation, 25-59% were interested in additional training on different prescribing
and counseling topics [13]. Across several studies in locations without implemented laws,
pharmacists and student pharmacists reported interest in specific training topics, such as
identifying contraindications (46—-84%) [24,29-31], counseling (51-69%) [24,29,30], and
product selection (79-93%) [26,29-31]. Training for administering pharmacist-prescribed
contraception was cited as the most important resource needed by pharmacists in a six-state
study, and as a “must have” tool by 65% of pharmacists in Ohio [25,26].

3.1.5. Barriers—While many pharmacists were interested in and comfortable prescribing
contraception, six studies explored barriers to implementation [24,26,28,30-32]. Several
barriers were related to resource constraints. Lack of training was identified as a barrier

by about 70% of Oregon pharmacists [24]. Limited time was identified by 56-96%

of pharmacists and student pharmacists across three studies [28,30,31]. Limited staffing

was identified by 75% of Oregon pharmacists [24]. Lack of private counseling areas in
pharmacies was considered a barrier for some pharmacists across three studies (31-55%)
[24,26,31] and most California student pharmacists (91%) [29]. In qualitative interviews
with California pharmacists, limited time, limited staff, and lack of private counseling areas
were also described as barriers [32].

Pharmacists were concerned about economic barriers. Inadequate or lack of reimbursement
for prescribing contraception was a concern for 30-66% of pharmacists across three studies,
and lack of appropriate incentive structure was a concern for 89% of student pharmacists in
California [26,28,30,31]. Insurance reimbursement was reported as a barrier by pharmacists
in qualitative interviews after implementation of the California law [32]. Costs, such as those
to set up the service, were considered a barrier by 33% and about 55% of pharmacists in two
studies [24,31].

Pharmacists reported pharmacy-level and system-level barriers to implementation. Liability
was a concern for 45-88% of pharmacists across five quantitative studies and for
California pharmacists in one qualitative study [24,26,28,30-32]. Lack of access to patient
medical records was identified by some Ohio pharmacists (42%), most California student
pharmacists (93%), and California pharmacists in a qualitative study [26,28,32]. Resistance
from physicians was perceived as a barrier by 32-44% of pharmacists across three studies
[24,26,31].
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Regarding patient healthcare, 41% of Ohio pharmacists and 91% of California student
pharmacists were concerned that women might neglect other aspects of their care if seeking
contraception from a pharmacist [26,28]. A qualitative study also identified California
pharmacists’ concern that patients may replace clinic visits with pharmacy visits [32]. Many
pharmacists in California (76%) and national (88%) samples who reported disinterest in
prescribing contraception believed that a pelvic exam and/or Pap smear was necessary for
safely prescribing HC [30,31].

Four studies explored religious and personal beliefs and preferences. About 15% of Oregon
pharmacists perceived religious objections to be an issue [24]. Among pharmacists in two
studies who were disinterested in prescribing contraception, 21% and 54% reported that
personal or religious beliefs were important [30,31]. In this sample, 21% and 54% also
reported disinterest in providing any clinical service, not specific to contraceptive care
[30,31].

3.2. Patient perspectives

3.2.1. Overview—Of the six studies that included patients, four were cross-sectional
surveys [3,22,23,33], and two were interviews [2,34] (Table 3; full evidence tables can

be found in online appendix A.3). One study sampled from one state (California) [34],
one sampled from one locality (Seattle) [2], one sampled from multiple states [33], and
three were national samples [3,22,23]. Sample sizes ranged from 30 adolescent women

in California to 2,046 women at-risk for unintended pregnancy in a national survey
[23,34]. Four studies sampled women of reproductive age, ranging from 15 to 46 years
old [2,3,23,33], and two sampled only adolescent women, ranging from 14 to 19 years old
[22,34]. Pharmacist-prescribed contraception services were in effect in only one study, a
Seattle intervention study [2].

The patient studies had high [2,3,22,34] or moderate [23,33] risk of bias. Similar to the
pharmacist studies, the patient studies had high risk of selection bias. Four of six studies

had high risk of sampling bias because they used non-probability samples [2,22,33,34].
Response rates could not be calculated for three studies due to lack of clear sampling frames
[2,22,34]; response rates for the other three studies varied from 37% to 86% [3,23,33].
Similar to the pharmacist studies, risk of information bias was high due to unvalidated data
collection instruments, while risk of bias in the data analysis was low. Five studies were
likely not generalizable to their target populations due to the use of non-probability sampling
or low response rates; one study of patients in six states seeking abortions may have been
generalizable to its target population.

3.2.2. Interest—Five studies found an overall high level of patient support for and
interest in pharmacist-prescribed contraception [3,22,23,33,34]. Support ranged from 63%
in a national sample of women at-risk for unintended pregnancy [3] to 79% and 97%

in samples of adolescent women [22,34]. Interest among women in two national samples
ranged from 38% interested in pharmacy access to OCs to 68% interested in pharmacy
access to contraception [3,23]. Likelihood of using pharmacy access ranged from 57% of
teenage women in a national survey to 62% of women across six states seeking an abortion
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[22,33]. Factors associated with women’s interest in using pharmacy access included: being

low-income, being uninsured, prior problems obtaining a prescription, and prior unintended

pregnancy or pregnancy scare [3,33]. Studies found mixed results for association of race and
insurance status with likelihood of using pharmacy access [3,33].

A national sample investigated interest in pharmacist-prescribed contraception by current
contraceptive use and demographics [3]. Among women not using contraception, 41%

said they would begin using contraception if available through pharmacist-prescription.
Among women already using contraception, 66% said they would like to receive their
method through pharmacist-prescription. Among uninsured and low-income women not
using contraception, 47% and 40%, respectively, said they would begin using contraception
through these services [3].

3.2.3. Motivators—Three studies explored motivators for patient interest in pharmacist-
prescribed contraception [2,3,34] In a national sample, many women thought that pharmacy
access would be personally beneficial due to pharmacies’ convenient hours (85%) and
locations (84%) and not paying for a clinic visit [3]. Compared to white women, African
American and Latina women were more likely to believe that pharmacy access would be
personally beneficial [3]. In Seattle, women were motivated to participate in a pharmacy
access to contraception intervention because it was convenient (62%), and some did not wish
to have a pelvic exam to obtain contraception (30%) [2]. Adolescent women in a qualitative
study in California also described how pharmacies are convenient and accessible [34].

In addition to personal benefits, patients identified public health benefits. In a national
sample, 72% of women believed that pharmacy access would lead to fewer unintended
pregnancies; 72% believed that more low-income women would use contraception [3].
Adolescent women in a qualitative study in California believed that pharmacy access would
help normalize contraceptive use and enhance contraceptive decision-making [34].

3.2.4. Comfort—One study examined patient comfort and satisfaction with a pharmacy
access intervention in Seattle. At 1-month follow-up, 98% of participants were “satisfied”
or “very satisfied” with the pharmacist-prescribed contraception program and 98% felt that
the program was convenient. At 12-month follow-up, 97% were comfortable continuing to
receive contraception from a pharmacist after study end [2].

3.2.5. Barriers—While many women were interested in pharmacist-prescribed
contraception, two studies described their concerns. In a national sample, women were
concerned about patient health, including contraceptive safety (83%) and fewer women
getting Pap smears (77%) [3]. In a national survey of adolescent women, while 97%

of interested patients were willing to pay for pharmacist-prescribed contraception, only

36% were willing to pay over $20 [22]. Among adolescent women in California, some
interviewees reported that pharmacies should have confidential spaces and be youth-friendly
[34]. They also described the importance of patient safety, confidentiality from parents, and
limiting out-of-pocket costs [34].
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4. Discussion

Most pharmacists and patients across 15 US studies supported and were interested

in pharmacist-prescribed contraception. Pharmacists felt comfortable prescribing
contraception; patients who participated in a pharmacist-prescribed contraception
intervention were satisfied with the service. Pharmacists and patients were motivated

to participate for several reasons, including expanding access to contraception, reducing
unintended pregnancies, and expanding scope of practice for pharmacists. They also
identified barriers to participation. Pharmacists were concerned about reimbursement,
resource constraints, liability, and patient health; patients were concerned about costs,
confidentiality, and patient health. This US-focused systematic review on pharmacist-
prescribed contraception of all HC methods expands upon findings of a global systematic
review on pharmacy access and over-the-counter access to OCs [35].

Addressing the identified barriers may improve implementation of pharmacist-prescribed
contraception. This review described economic barriers, including patient out-of-pocket
costs and payment for pharmacist services [22,24,26,28,30-32,34]. One year after law
implementation, less than half of pharmacist-prescribed contraception visits in Oregon were
billed to insurance, and 68% of pharmacies in California had fees for service [13,15]. The
average fees were $40-45 [13,15]. Currently, few state laws require insurance to cover the
costs of the service. Improving insurance coverage may increase patient and pharmacist
participation.

We also identified resource constraints related to training, time, and physical layouts

of pharmacies [13,24-26,28-32,34]. Pharmacists were concerned about lack of training
and desired additional training [13,24-26,29-31]. Evaluation of training curricula and
pharmacist competency with contraceptive prescribing are areas for future research.
Pharmacists were also concerned about the time commitment for the service. Studies have
found that pharmacists spent 18-30 min with each patient to prescribe contraception [13,36].
To address this barrier, utilization of pharmacy technicians in administrative tasks related
to contraceptive prescribing or general pharmacy workflow may allow additional time

for pharmacists to focus on clinical activities [37]. Additionally, patients and pharmacists
desired private counseling areas for the service, though not all pharmacy layouts have
appropriate space. A survey-based Australian study investigating the characteristics of
community pharmacies that provided clinical services found that the presence of private
counseling areas in pharmacies was positively associated with the provision of clinical
pharmacy services [38]. Implementation research in the United States could investigate
how pharmacies can incorporate technicians and private spaces for pharmacist-prescribed
contraception services.

Some pharmacists believed that physicians may be resistant to pharmacist-prescribed
contraception [24,26,31]. However, a national survey found that 74% of healthcare providers
supported pharmacist-prescribed contraception for several HC methods [39]. Surveys have
found that providers expressed similar motivators to pharmacists and patients, such as
expanding access to contraception and reducing unintended pregnancies [39,40]. Although
a majority of healthcare providers support pharmacist-prescribed contraception, some
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pharmacists may perceive lack of support due to historical or anecdotal experiences of
physician resistance [41].

Pharmacists and patients both identified barriers of patient health concerns, and pharmacists
identified the associated liability [3,26,28,30-32,34]. However, HC is safe for most patients
[1], and studies have found that only 2-7% of US women seeking contraception have
contraindications [42-44]. Women are able to accurately self-screen for contraindications
[45], and pharmacists in a Seattle intervention study assessed for contraindications with
high accuracy [2]. Some patients and pharmacists thought that women may neglect other
aspects of their healthcare if receiving contraception from a pharmacist. However, research
has found that about 90% of women receiving pharmacist-prescribed contraception had seen
a primary care provider in the past year [43].

4.1. Limitations

This review has several limitations. First, summarizing the results was challenging as

there were many different and inconsistent outcome measures across studies. Validating
data collection instruments could help standardize survey questions and prioritize outcome
measures for future research. Next, most studies addressed patient and pharmacist
perspectives on pharmacist-prescribed contraception in states where laws and policies were
not implemented; perspectives may change if these services become a reality. Additionally,
all studies had moderate to high risk of bias, primarily due to low response rates on surveys
and lack of validated instruments. Most studies also lacked generalizability to their target
populations. Most of the pharmacist studies included participants from just one jurisdiction,
primarily on the west coast, so results may lack generalizability to states without study
data. Finally, there were fewer findings on patient perspectives compared to pharmacist
perspectives, as less research exists on the patient population.

5. Conclusion

Widespread pharmacist-prescribed contraception may be an important strategy for
increasing access to contraception in the United States. While there is emerging evidence
evaluating early participation in pharmacist-prescribed contraception services [13-15,42],
this review suggests that pharmacists and patients support and are interested in these
services. Despite interest and comfort, pharmacists and patients acknowledge barriers, such
as payment and patient health concerns; pharmacists also identify resource constraints,
liability concerns, and additional training needs. As states continue to adopt pharmacist-
prescribed contraception laws and policies, this evidence on facilitators and barriers can be
used to inform implementation. Further research can explore best practices for maximizing
implementation and participation.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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