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Abstract

Objective—Oregon has implemented legislation expanding the scope of pharmacists to directly
prescribe short-acting hormonal contraception (pill and patch) without a medical prescription.
Pharmacists are critical to the success of the new law, but relatively little is known about their
intent to prescribe contraception, or the motivators or barriers in providing this service.

Methods—Cross-sectional survey of pharmacists practicing in Oregon prior to legislative
implementation. We analyzed responses to assess contraceptive knowledge, motivation to
participate in direct provision and perception of barriers to pharmacist prescription of
contraception. A logistic regression model was used to examine the association between years in
pharmacy practice and intent to provide direct access to contraception.

Results—509 pharmacists responded (17%). If training and reimbursement were offered, over
half of pharmacists would potentially be interested in prescribing contraception, managing side
effects or transitioning women to a different hormonal method (57%, 61% and 54% respectively).
However, only 39.1% of pharmacists surveyed planned to actually prescribe hormonal
contraception when the legislation took effect. Shortage of pharmacy staff to provide services,
concerns about liability, and a need for additional training were the three largest barriers to
participation. Pharmacists practicing in urban locations (OR 1.73 95%CI 1.11-2.70) or currently
offering emergency contraception (OR 2.23 95%CI 1.47-3.40) were significantly more likely to be
planning to participate.

Conclusion—Preliminary data indicate a need to support pharmacists with education on
contraceptive provision and development of interventions to facilitate counseling in the pharmacy
setting.
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Introduction

Oregon and California are the first two states to pass legislation allowing pharmacists to
prescribe short acting hormonal contraception (HC) to women without a clinic visit. Oregon
implemented this policy January 1, 2016. Prescription of HC by pharmacists, without a
doctor’s visit or authorization, has been proposed as a strategy to improve access to
contraception and reduce unintended pregnancy [1-5].

Unintended pregnancy is endemic in the United States (US), with significant health and cost
consequences, for the individual, her family and the community [6-8]. Contraception is
effective at preventing unintended pregnancy but multiple barriers exist to effective and
consistent use [2]. Access to and cost of contraceptives are common reasons for nonuse or
gaps in use [9,10]. A survey of women in the US, at risk for unintended pregnancy,
demonstrated that one out of four experienced challenges in obtaining either a prescription
or a refill of their chosen method [11]. Barriers to obtaining contraception from a doctor’s
office include: difficulty obtaining an appointment such as long waits, high co-pays, or
inconvenient clinic hours, and not wanting to get a pelvic exam [11].

Two different strategies have been proposed to improve access to contraception through
pharmacies: over-the-counter access and pharmacist prescription of contraception. There are
advantages and disadvantages to each strategy. Over-the-counter status is determined by the
Food and Drug Administration, not state legislation. The safety of HC is well established,
and there is data to support changing its status to over-the-counter [12-14]. A national
survey of women at risk of unintended pregnancy found that 68% of women were interested
in over-the-counter access to HC without a prescription (pill, patch, ring and emergency
contraception)[11]. Several studies have established that women can self-screen and non-
physicians can safely evaluate for contraindications to HC use [13,15]. One cohort study
suggests that continuation rates may even be improved with over-the-counter access in
pharmacies [13, 14, 16, 17]. The American College of Obstetricians and Gynecologists
(ACOG) supports over-the-counter access to HC as a means to safely improve contraceptive
use and decrease unintended pregnancy [12]. Over-the-counter access to HC was considered
in Oregon, but the legislature ultimately decided to proceed with pharmacist prescription of
contraception. The legislature cited concerns about the safety of over-the-counter access, in
particular for adolescents, and that this could potentially jeopardize insurance coverage of
contraception.

Pharmacist prescription of HC expands the scope of pharmacists who choose to participate
in the program to screen women and to prescribe and dispense self-administered, short-
acting HC. Oregon’s House Bill 2879 allows pharmacists to directly prescribe HC including
the patch and pill without a clinic visit. Women over 18 years of age can either initiate or
continue contraceptive care with a pharmacist. For adolescents under age 18, the law allows
for them to only continue a HC prescription previously initiated by a clinician. Within the
Oregon program, the cost of the contraceptive and the pharmacist visit are billed to
insurance.
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The Oregon Board of Pharmacy convened a multidisciplinary task force to guide
implementation of the policy. Pharmacist participation is voluntary. Prior to participating in
the program, pharmacists must complete a five hour training module. The training modules
cover a range of information from the mechanism of action and efficacy of modern
contraceptives, to counseling patients on different issues (e.g pill adherence, side effects and
potential interactions), to how to use the tools developed by the Board of Pharmacy.
Checklists for both providing care and referral were developed by the Oregon Board of
Pharmacy, based on the World Health Organization and Center for Disease Control’s
Medical Eligibility Criteria for Contraceptive Use [18, 19]. The Oregon Board of Pharmacy
has published these tools and resources online (https://www.oregon.gov/pharmacy/Pages/
ContraceptivePrescribing.aspx#Tool-Kit_Resources). The policy was implemented
throughout Oregon on January 1, 2016.

In the context of increased pharmacy access to emergency contraception, a 2004 national
survey evaluated pharmacist interest and attitudes towards providing access to other types of
HC. In this study, a majority of pharmacists expressed interest in prescribing HC (85%) with
50% stating that they were “very interested [5].” Pharmacists in this study expressed a need
for additional training in screening and counseling women on HC use, and identified lack of
payment mechanisms and liability issues as key barriers to pharmacist prescription of
contraception [5]. In Canada, a survey of community pharmacists indicated a willingness to
prescribe HC, but reported concern about start-up costs of offering the service as a
significant barrier [4]. Much has changed since these surveys were conducted. Emergency
contraception is now nationally available by pharmacists, and new contraceptive methods
have been added to the method mix, specifically progestin implants and intrauterine systems.
Building on this previous work, we wanted to identify perceived barriers and motivators for
Oregon pharmacists to prescribe HC under this new legislation.

The objective of this study was to gather baseline data on Oregon pharmacists’ intent to
provide hormonal contraception prior to implementation of House Bill 2879, as well as to
identify motivators and perceived barriers to directly providing HC. We hypothesized that
pharmacist interest in prescribing contraception will be high, but that concerns about
liability and cost will limit participation. We further hypothesized that pharmacists who had
been in practice the longest would be the most comfortable with an expanded role to include
prescribing contraception, and expected that length of time in practice would be associated
with increased odds of participating.

Materials and Methods

We utilized the Oregon Board of Pharmacy electronic listserv (n=6,470) to gain access to
our desired study population, pharmacists licensed and primarily practicing in Oregon. All
pharmacists licensed in Oregon received the email. Only individuals currently practicing in
Oregon were eligible to complete the study (n=3,041). Additionally, we confirmed eligibility
by collecting the zipcode of the primary practice location. Survey questions were drafted
after a review of the existing literature on pharmacist prescription of contraception [3-5].
Our survey builds off of previous work that explored Canadian and American pharmacists
interests in prescribing HC [4,5]. The survey was administered in fall 2015, subsequent to
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the legislation passing in Oregon but prior to implementation of the policy or to wide-spread
education of pharmacists detailing the guidelines for participation. Responses were collected
by SurveyMonkey Inc (Palo Alto, CA, USA). Responses were collected over a six week
period. Three reminders to complete the survey were sent, no incentives for participating
were provided. The institutional review board at Oregon Health & Science University
reviewed and approved the study protocol.

Variables

Demographic data collected on survey respondents included: age, sex, years in practice, type
of pharmacy (e.g chain, independent, hospital), and their current position. Age, sex and
years since pharmacy degree were recorded as categorical variables. Pharmacy type was
categorized as: department-mass merchandise, chain, independent, hospital or other [4]. For
pharmacy position, respondents were asked to check all that applied (full-time, part-time,
floater, pharmacy manager, hospital pharmacist, other). The zipcode of their primary
pharmacy location was used to assign urban or rural location. Pharmacist knowledge of both
the new legislation and different types of contraceptives was assessed. Pharmacists were
asked to self-rate on a scale of one to five their knowledge of different categories of
contraception. Pharmacist interest in offering contraceptive information and services was
evaluated. Again, using a scale from “Strongly Agree” to “Strongly Disagree” pharmacists
were asked to respond to several statements pertaining to prescribing contraception. They
were asked to respond to each statement below as best described their views regarding
pharmacist prescription of HC.

. Pharmacist provision of hormonal contraception is an important health and
community service.

. I plan to provide hormonal contraception in my pharmacy.

. Provision of hormonal contraception will easily fit within my current
scope of practice.

. I am comfortable following a clinical protocol to determine eligibility for
hormonal contraceptive use.

. I need additional training on contraception to comfortably and safely
provide hormonal contraception.

. Providing hormonal contraception within my pharmacy is not feasible
currently.

Analyses

We used descriptive statistics to characterize the sample and evaluate contraceptive
knowledge, motivation to participate in the program and perception of barriers to direct
provision. We developed a logistic regression model to examine the association between
years in pharmacy practice and intent to provide direct access to contraception. Our key
independent variable was years of practice as a pharmacist. We estimated the odds of intent
to provide HC by years in practice and included pharmacist and pharmacy-level covariates in
all models. We selected covariates based on a literature review and our a priori assumptions
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about which covariates were likely to influence behavior. Survey questions were designed in
part to capture pharmacist characteristics that were expected to influence behavior. We tested
for interactions of potential moderators such as age, using the likelihood ratio test.
Covariates included age, sex, urban/rural pharmacy location defined using zip code, and
clinical services currently offered (e.g emergency contraception provision). Definitions for
rural and urban locations were based on zipcode designations from the state of Oregon’s
Office of Rural Health. All analyses were conducted in Stata version 13.2 (StataCorp LP,
College Station, Texas, USA).

Our sample included 509 respondents who were currently primarily practicing in Oregon
and eligible to complete the survey for a response rate of 17%, with geographic
representation across the state.

Descriptive findings

The sample included 42.2% male and 50.5% female pharmacist respondents (Table 1). Our
sample included a large proportion of the most experienced pharmacists: 42.6% had been in
practice for longer than 20 years. The largest proportions of our sample were either working
as full time pharmacists (37.7%) or pharmacy managers (25.1%). A range of types of
pharmacies were represented, with the largest group working at chain pharmacies (31.8%).
A majority of pharmacists were practicing in urban pharmacies (54.4%).

Awareness of House Bill 2879 was high: nearly all pharmacists had heard about the new
legislation prior to the survey (91.0%). We asked pharmacists to self-report their current
knowledge of contraindications, compliance considerations and the recognition and
management of routine and rare side effects following use of contraception. Less than half
described themselves as knowledgeable or highly knowledgeable with respect to use of the
combined pill (46.0%), patch (41.7%) or ring (42.1%) or the progestin-only pill (46.8%).
Knowledge of long acting reversible contraceptive methods was lower; only 30.7% of
pharmacists rated themselves as knowledgeable or highly knowledgable with progestin
injectable, 18.6% with the implant and 21.3% about the intrauterine device.

However, interest in providing contraceptive and reproductive health services was relatively
high. With training and reimbursement offered, over half of pharmacists would be interested
in prescribing contraceptive therapy, managing side effects or transitioning women to a
different hormonal method (57%, 61% and 54% respectively). A smaller group of
pharmacists would be interested in further expanding services to include offering
administration of projestin injectables or implants (36.0% and 13.6). A quarter of survey
respondents did not answer as to whether they would like to see the legislation expanded to
include pharmacist prescription of other contraceptive methods (25.4% missing data).

However, only 39.1% of pharmacists surveyed planned to provide direct contraception when
the legislation went into effect. A large majority of pharmacists expressed an interest in
additional training, both in general contraceptive information (61.4%) and identifying
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women with medical contraindications (72.0%). Additionally, training on contraceptive
counseling was identified as a need, with 65.6% of pharmacists requesting guidance.

A majority of pharmacists surveyed agreed that direct provision would increase
contraceptive access and reduce unintended pregnancy (60.5% and 65.8%). These were the
two main motivators for pharmacists in providing care (Figure 1). Several key perceived
barriers to direct provision were reported (Figure 2). The top three included: a shortage of
pharmacy staff to provide services, concerns about liability, and a need for additional
training.

Logistic regression

We used a logistic regression model to evaluate what pharmacist factors are associated with
intent to participate in the direct provision of contraception at baseline. Contrary to our
hypothesis, years in practice was not associated with increased odds of providing direct
access to contraception: no significant difference was seen by length of time in practice
(Table 2). Pharmacists currently providing emergency contraception were significantly more
likely to plan to provide HC (OR 2.23, 95% CI 1.47-3.40). Pharmacists practicing in rural
locations were less likely to plan on offering this service (OR 0.58, 95%CI 0.37-0.89).
When we examined whether female or male pharmacists had increased odds of participating,
our finding just approached statistical significance, with men less likely to intend to provide
(OR 0.67, 95% CI 0.42-1.0).

Discussion

Direct prescription of HC by pharmacistsis a potential strategy to improve access to
contraception and reduce unintended pregnancy. Healthy People 2020 prioritizes prevention
of unintended pregnancy and identifies access to contraceptive services as an area of
strategic importance. Our findings demonstrate strong baseline interest among Oregon
pharmacists in prescribing contraception. Pharmacists who are currently prescribing EC and
are practicing in urban locations are significantly more likely to plan on prescribing HC.
Differing from earlier work, our study does not demonstrate an association between years in
practice and interest in prescribing HC. Our study supports previous literature demonstrating
that while pharmacist interest in prescribing contraception is overall high, multiple perceived
barriers to participation exist [3-5].

Our study showed that the three main barriers perceived by pharmacists are: shortage of
pharmacy staff to provide services, concerns about liability, and a need for additional
training. These are similar to concerns previously reported in the literature. As with any new
service, mechanisms must be identified to ensure there are trained staff with adequate time
and coverage to provide care. One successful model comes from a program in Washington
State which introduced pharmacist prescribed HC at a number of community pharmacies
and evaluated the medical appropriateness of prescribing practices, pharmacist experiences
and patient experiences. The study showed high continuation rates of HC, high acceptance
among patients for pharmacist-prescribed HC, and identified reimbursement for pharmacist
time as an ongoing challenge [3]. Reimbursement and trained staff are both necessary to
ensure the sustainability of the practice [3].
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Our survey was conducted prior to implementation of the policy, and before the state
released the contraceptive training modules and algorithms for care. It is probable that the
training modules have addressed the need for additional training in contraception, and
possible that as pharmacists gain experience in prescribing contraception that concerns
regarding staff time needed for the service will change. Similar to previous literature, our
survey identified concerns about liability as a barrier to pharmacist prescription of
contraception [3-5]. As this represents an expansion of the pharmacist role, it is possible
that pharmacist malpractice insurance needs will change [5]. Longitudinal data will be
helpful in determining how pharmacist attitudes have changed over time with increased
experience in prescribing contraception.

The Oregon Board of Pharmacy has taken a proactive approach to facilitating the full
implementation of the legislation in Oregon. The task force worked to create a clear referral
process for women unable to access care in pharmacies due to cost or medical
considerations. The Oregon Board of Pharmacy paid particular attention to training
pharmacists to educate women on the most effective methods to prevent pregnancy (long
acting reversible and permanent methods) and referral sources to access this care, even
though pharmacists cannot provide this care directly. Adding to the cohort of knowledgeable
providers on the differential efficacy of methods is likely to benefit women by creating more
opportunities to gain information about contraceptive options.

Our study should be interpreted with the following limitations in mind. First, our response
rate was low, and pharmacists who chose to respond may differ from the general population
of pharmacists in Oregon. This is a potential source of bias, and could bias our results away
from the null. However, our sample contains over 500 pharmacists across the state, working
in a wide range of pharmacies. Demographic characteristics of respondents are well
balanced, which may help mitigate this bias. Furthermore, our ability to stratify by
employment position is limited. Our categories for pharmacy position allowed respondents
to select multiple options, and thus are not mutually exclusive. Our data was also collected
prior to the release of the training modules and other resources for implementation of House
Bill 2879. Our findings thus are baseline information on pharmacist attitudes and practices,
and do not reflect change over time.

However, while this is a small cross-sectional survey, our findings have important
implications for Oregon and the nation. Reduction in unintended pregnancy is a national
priority, and multiple interventions are needed to improve access to contraceptive
information and services [20]. Direct provision by pharmacists using an evidence-based
protocol and checklist is one strategy. Similar legislation has been passed, and other states
are considering how to best expand access to contraception. In California, the legislation will
also include pharmacist prescription of the vaginal ring and progestin injectable [21].

Oregon has long been at the forefront of reproductive health policies. Since 1999, Oregon
has administered a Medicaid waiver that extends Medicaid eligibility for contraceptive
service to individuals up to 250% of the federal poverty level through a program called
Oregon ContraceptiveCare (CCare). These services are delivered through a statewide
network of public and private clinics, many of whom receive Title X funds and specialize in
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reproductive health care. Previous research has established the efficacy of these family
planning waiver programs in preventing unintended births and reducing Medicaid costs [22,
23]. Legislation requiring insurance companies to provide three months of a method on
contraceptive initiation, and 12 months worth at time of refill was also passed in Oregon in
2015 (House Bill 3343)[21]. House Bill 2879, allowing pharmacist provision of HC, is the
latest contraceptive innovation out of Oregon. There is a need to understand how these
changes to the health system affect contraceptive initiation, continuation and satisfaction
with care.

Preliminary data indicate a need to support pharmacists with education on contraceptive
provision (in particular the intrauterine device and implant), and development of
interventions to facilitate contraceptive counseling in the pharmacy setting. There are many
reasons to expect legislation like Oregon’s to spread to other states. Oregon offers an
opportunity to understand the benefits and challenges to pharmacists prescribing
contraception directly. Our survey suggests a high degree of interest among pharmacists.
Success of the policy will be contingent on proper training programs and support for
services.
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Implications

Under new legislation, Oregon pharmacists will begin prescribing hormonal
contraception. This study provides information about pharmacist attitudes towards the
legislation and their intent to participate.
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Increased access to contraception _
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Figure 1.
Reported motivators for pharmacists to provide hormonal contraception
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Figure 2.
Pharmacists perceived barriers to direct provision of hormonal contraception
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Demographics of pharmacists

Sample % (n=509)

Age (years)

18-34 20.1
35-44 22.6
45-54 21.8
55-64 20.2
>65 8.6
Missing 6.7
Sex

Male 42.2
Female 50.6
Missing 7.2
Years in practice

<2 3.7
2-5 17.3
6-10 10.4
>10 19.8
>20 42.6
Missing 6.2
Current pharmacy position

Full-time 30.5
Part-time 11.8
Floater 10.0
Pharmacy manager 24.1
Other 11.7
Missing 11.9
Type of pharmacy

Department-mass merchandise 119
Chain 317
Independent 111
Hospital 17.0
Other 18.7
Missing 9.6
Rural location * 311
Urban 54.0
Missing 14.9

Clinical services currently offered
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Sample % (n=509)
Emergency contraception 39.3
Influenza and pneumoccal vaccines 63.9
Health screenings 24.0
Smoking cessation 9.6
Missing 184

*
Rural defined using pharmacy zip codes

JAm Pharm Assoc (2003). Author manuscript; available in PMC 2017 September 01.
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Association between pharmacist years in practice and intent to provide direct access to hormonal

contraception

Table 2

Odds Ratio | 95% ClI

Years in Practice (reference >20 years)

<2 years 0.30 0.07-1.2
2-5 years 0.65 0.24-1.8
6-10 years 0.47 0.17-1.2
>10 years 0.71 0.33-1.5
Age (reference age>65)

18-34 years old 2.28 0.63-8.3
35-44 years old 1.24 0.41-3.8
45-54 years old 0.74 0.30-1.8
55-64 years old 0.49 0.20-1.2
Male sex (reference female) | 0.65 | 0.42-1.0
Urban location (reference rural) | 1.70 | 1.11-2.70
EC provision (reference do not provide) | 2.23 | 1.47-3.40
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