
Contraceptive Accessibility

Executive Summary
Several types of drugs and devices, available both over-the-counter (OTC) and by prescription,
exist to prevent implantation and fertilization of an egg, and reduce the chance for unwanted
pregnancies. In general, contraceptives, or birth control, delay ovulation and prevent the
fertilization of an egg before pregnancy is established. Prescription contraceptives are the most
popular form of birth control. A variety of social determinants of health, such as poverty, lack of
insurance, or accessible health care, can create barriers to contraceptive access. To increase
access to prescription contraceptives, states have proposed legislation to permit pharmacists to
provide oral contraceptives without a doctor’s prescription.

Highlights

● Most classes of contraceptives work similarly by disrupting or delaying the release of an
unfertilized egg from an ovary during the fertile window, which prevents fertilization.

● Emergency contraception (Plan B and Ella) is a one-time use, higher dose of basic
hormonal birth control that prevents pregnancy by the disruption of ovulation after
unprotected sexual intercourse. These drugs prevent fertilization of an egg.

● In the United States, it is estimated that approximately 27% of women in their
reproductive years live in a “contraceptive desert,” meaning they lack access to all forms
of birth control.

● Eighteen states, including Washington D.C., have passed various laws permitting
pharmacists to distribute hormonal birth control without a collaborative physician
agreement.

Limitations

● The percentage of women residing in contraceptive deserts within Missouri is unknown.

● While more states are increasing accessibility to various birth control methods, research
surrounding best practice for who provides the prescription (physician-prescribed vs.
pharmacy-prescribed) and the OTC status are still ongoing.

○ Currently, no states have permitted prescription contraceptives to be accessed
without a physician or pharmacist prescription.

_________________________________________________________________________________
Research Background

Contraceptives

Contraception is the deliberate use of artificial methods to prevent pregnancy. This includes
barrier methods, such as condoms, and contraceptive pills, which are often referred to as “birth
control.” Long-acting reversible contraceptives (LARCs), including intrauterine devices (IUDs),
are another form of female contraception. Most classes of contraceptives work similarly by
disrupting or delaying ovulation, thereby preventing fertilization (Figure 1).1 While the main
use for hormonal birth control is to prevent pregnancy, there are other medical indications for
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these drugs, such as irregular and heavy menstrual cycles, severe acne, endometriosis
management, and polycystic ovarian syndrome (PCOS).1,2 Use of contraceptives for medical
indications may lead to menstrual suppression to alleviate symptoms.. The FDA has approved
contraceptives for heavy menstrual cycles and severe acne, however, not all medical indications
have been approved.

Hormonal Contraceptives: Hormonal contraceptives contain either a combination of
estrogen and a progestin (a synthetic hormone) or solely progestin.1 It can be delivered
in the form of a pill (oral), patch (skin), vaginal ring, and injection (progestin-only).1 The
primary mechanism of action is to prevent the surge of luteinizing hormone (LH) that
triggers ovulation. It also thickens the cervical mucus to inhibit a sperm’s motility,
decreasing the chance of fertilization.1 Failure rates (i.e., unintended pregnancy rates)
range from less than 1% with perfect use to between 7% and 9% with more typical use
for all delivery methods.1

Hormonal IUDs: Hormonal intrauterine devices (IUDs) are small t-shaped devices placed
in the uterus that release a small dose of progestin each day. Hormonal IUDs function
similarly to hormonal contraceptives described above, suppressing ovulation and
thickening mucus in the cervix to prevent sperm from fertilizing an egg.1 However, they
are left in the uterus for an extended period of time (sometimes several years) after
insertion; it does not require daily or weekly action by the user in order to be effective.
Failure rates with both typical and perfect use are below 1%.1

Copper IUDs: Copper IUDS are non-hormonal and, therefore, do not delay ovulation. The
copper ions create an inflammatory response within the uterus which makes the
environment inhospitable for sperm.1 Additionally, the copper ions are spermicidal and
kill sperm at the opening of the uterus, preventing sperm from fertilizing an egg.1

Failure rates with both typical and
perfect use are below 1%.1

Figure 1. Stages of an egg from ovulation to
implantation. (1) An unfertilized egg is
released from the ovary around day 14 of
the menstrual cycle. (2) Once an egg is
released from the ovary, it can be fertilized
by a sperm cell within 48 hours after sexual
intercourse. (3) The fertilized egg implants
into the uterine lining, where it will
continue to develop until birth. Hormonal
Contraceptives, including one-time use
emergency methods, impact at the steps of
(1) ovulation and (2) fertilization and do not
terminate an existing pregnancy after the
fertilized egg has (3) implanted in the uterus
and began to develop. Figure adopted and
reproduced from Merck Manuals.3-5



Emergency Contraception

Emergency contraception (EC) is designated to prevent pregnancy after unprotected sexual
intercourse, including contraceptive failure and sexual assault.6 While different types of ECs
exist, their mechanisms of action typically block or disrupt the hormones involved in the
menstrual cycle that would naturally prepare the uterine environment for conception and
implantation (Figure 1).6,7 When taken prior to ovulation, EC can prevent or delay ovulation,
which can prevent fertilization from occurring.6 Reviews of clinical evidence indicate that the
EC methods listed below do not prevent the implantation of an already fertilized egg, but this is
still an active area of study.8 Once a fertilized egg is implanted, EC use will not affect the
implanted egg.8

Levonorgestrel (Plan B): This pill (or, less commonly, two pill regimen) contains progestin,
a form of progesterone, which is a hormone that regulates the menstrual cycle.
Levonorgestrel temporarily stops ovulation and prevents fertilization when
administered before the level of luteinizing hormone (LH) has increased.6,8 It is most
effective at preventing fertilization if taken within 72 hours after intercourse. This EC is
available over-the-counter at pharmacies. The failure rate ranges from 0.3–2.6%.6

Ulipristal acetate (Ella): This pill contains a progesterone blocker, which prevents or
delays ovulation via suppression of the LH surge even when administered shortly before
LH peak.8 This EC is only accessible with a prescription. The failure rates range from
0.0–1.8%.6

Over-the-Counter (OTC) Vs. Prescription Contraceptives

OTC contraceptives include barrier methods, e.g., condoms, and the emergency contraceptive,
Plan B. Hormonal and oral contraceptives (birth control pills) and the emergency contraceptive,
Ella, are distributed with a doctor’s prescription only. Prescription contraceptives are the most
popular form of birth control. Due to the non-addictiveness of contraceptives, various medical
organizations (American Council of Obstetricians and Gynecologists, American Academy
Family Physicians, American Medical Association, American Public Health Association)
advocate for access to contraceptives without a doctor’s prescription.9 Concerns about
over-the-counter provision of contraceptives include a potential decrease in preventive and
safety screenings, changes to the patient–provider relationship (including loss of patients and
loss of revenue), and access for those with insurance that requires prescriptions for cost
coverage.10

Access to Contraceptives

In the United States, it is estimated that approximately 27% of women in their reproductive
years live in a “contraceptive desert,” meaning they lack access to all forms of birth control.11

There are a variety of social determinants of health that can create barriers to oral contraceptive
access. One national survey of 1,385 women reported that among the 68% of individuals who
had ever tried to obtain a prescription for hormonal contraception, 29% had problems accessing
the initial prescription or refills. Other challenges included cost barriers or lack of insurance



(14%); challenges in obtaining an appointment or getting to a clinic (13%); the health care
provider requiring a clinic visit, examination, or Pap test (13%); not having a regular physician
or clinic (10%); difficulty accessing a pharmacy (4%); and other reasons (4%).12

Poverty in Missouri

Poverty disproportionately affects women and racial/ethnic minority populations.13 In 2018,
14.3% of women had incomes below the poverty line compared to 11% of men.13 Twenty-six
percent of the African-American population were living in poverty compared to 11% of the
White population; the unemployment rate for African American women was 4.9% compared to
3.1% for White women.13 Most Missourians have access to health care with employer-provided
insurance, however, those at the lowest levels of income are often not provided employer health
benefits. In 2018, approximately 9.4% of Missourians do not have health insurance coverage and
32.7% of insured Missourians have public health insurance.13

State Legislation

Currently, there are 18 states (AZ, AR, CA, CO, HI, ID, IL, MD, MN, NV, NH, NM, OR, UT, VT,
VA, WV) and Washington, D.C. with statutes or regulations that allow pharmacists to prescribe
contraceptives without a collaborative practice agreement.14 This access is termed “pharmacy
access” or “behind-the-counter access,” in which an individual consults with a pharmacist
before receiving the prescription rather than a physician. 15 Potential barriers related to
pharmacy or behind-the-counter access include patient age restrictions, individual pharmacists'
ideological positions regarding contraception, and health insurance plans that do not cover the
cost of the pharmacist consultation. Missouri does not have pharmacy-access laws. However,
RSMo 191.724 permits pharmacists the right to refuse providing contraceptives without patient
protections, meaning they are not required to refer the patient to another pharmacy.

These laws vary between states. For example, Illinois pharmacists can prescribe a vaginal ring
and hormonal birth control shots in addition to pills and patches that release hormones through
the skin, whereas Oregon pharmacists can only prescribe pills and patches. Additionally, Illinois
law has no age-restrictions for access to oral contraceptives through a pharmacist. Oregon
pharmacists must be working directly with a physician to prescribe oral contraceptives to
patients under 18 years old.16 Additionally, Illinois law (effective 2023) mandates insurance
regulated by the state to cover birth control that is dispensed by a pharmacist.

While more states are increasing accessibility to various birth control methods, debates
surrounding best practice for who provides the prescription (physician-prescribed vs
pharmacy-prescribed) are still ongoing. Currently, no states have permitted prescription
contraceptives to be accessed without a physician or pharmacist prescription.
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