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ABSTRACT 

Aims and Objectives 

(i) To better understand women’s current access to oral contraceptive in the United States. (ii) 

Explore how women’s social and economic status can be improved with better access to oral 

contraceptives. (iii) Provide a policy suggestion as to how women’s access to oral contraceptives 

can be improved.  

Background 

This paper first provides a literature review of oral contraceptives, including the history and 

current regulations of oral contraceptives. A quantitative and qualitative study based off of a 

survey of adult women who currently use, have used, or would like to use oral contraceptives 

provides more empirical evidence as to why improved access to oral contraceptives is needed 

and what are the appropriate policy changes to be made.  

Design and Methods 

This study reports the survey responses of 93 adult women who use, have used, or would like to 

use oral contraceptives in the United States. Data were collected from the anonymous, 

consenting survey participants. All data and the analysis are backed by integrity.  

Results 

Access to oral contraceptives varies across the United States. Survey results find that women 

believe oral contraceptives should be easily accessible to all women either for free or at a 

reasonable cost. Insurance coverage and location play a role in the accessibility of birth control 

pills. 

Conclusion  

Oral contraceptive pills are not accessible and affordable for all women in the United States. 

Policy changes to consider include authorizing pharmacists to prescribe, increasing amount of 

pills dispensed at a single time, and making pills available over-the-counter.  
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BACKGROUND: LITERATURE REVIEW 

What is Birth Control? 

 Any intentional method used to prevent pregnancy generally falls under the term birth 

control. Today, there are three large categories of birth control. The first are barrier methods, 

which prevent a sperm from coming into direct contact with an egg and can include devices such 

as condoms or spermicide. The second are hormonal methods, which stop ovulation or 

fertilization, and can include oral contraceptives. The third method is sterilization (Joffe & 

Reich, 2015). 

 For the purpose of this study, there will be a focus on daily-used oral contraceptives. Oral 

contraceptives generally come in three different forms. There is the “mini pill,” which only 

contains progestin. Another type of oral contraceptive is the extended/continuous use combined 

pill. The third type is a combined pill. All oral contraceptives must be swallowed every day, 

typically around the same time, for them to be effective (Food & Drug Administration, 2019). 

 

History 

 Contraceptives are not a modern invention. They have been used for thousands of years 

and have come in varying forms. In American history, contraceptive use was not uncommon. 

However, the use of contraceptives became something of a political controversy beginning in the 

late 19th century.  Anthony Comstock, a religious and conservative man, founded the New York 

Society for the Suppression of Vice to regulate any materials he found to be “obscene, lewd, or 

lascivious” (Joffe & Reich, 2015). While he originally just opposed pornography, this soon came 

to include materials providing information “…about birth control and abortion, as well as 

educational material on health and even anatomy books” (Joffe & Reich, 2015). Congress passed 
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the Comstock Act of 1873, making it illegal for contraceptives to be advertised for sale. In 

twenty U.S. states, the Comstock Laws were passed, following suit with the Comstock Act. For 

over seventy years, these laws were held in place.  

 Margaret Sanger, founder of the American Birth Control League, or now the Planned 

Parenthood Federation of America, opposed Comstock and his laws. The first American birth 

control clinic was opened (and then immediately shut down due to its illegality) by Sanger and 

her sister in New York. Later, Sanger secured research funding that created the oral 

contraceptive, “the pill” (Joffe & Reich, 2015). 

 Oral contraceptives were first submitted to the Food and Drug Administration (FDA) in 

1957 for regulatory approval to treat menstrual disorders and infertility. In 1960, they were 

resubmitted to the FDA to be approved as an oral contraceptive (Junod, 1998). In order to get 

oral contraceptives, a visit to a healthcare provider to obtain a prescription was now necessary. 

Previously, Americans could obtain oral contraceptives over the counter without a doctor’s 

prescription (Tone, 2000).   

 With the introduction of “the pill” came many changes for American woman. The first 

change was a result of feminists challenging the birth control establishment, pharmaceutical 

companies, and the federal government on the safety of “the pill.” Women were experiencing 

side effects including: “…weight gain, nausea, vomiting, stomach pain, headaches and rashes” 

(Joffe & Reich, 2015). Women reportedly died because “the pill” caused blood clots to travel to 

their lungs. Those who developed and tested “the pill” dismissed the drug’s health dangers, and 

the FDA sided with them. Eight years later in 1969, the FDA found in a study that women on 

“the pill” were four times susceptible to developing blood clots than those women not using “the 

pill.” In 1970, the United States Senate conducted their own investigation on the danger of “the 
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pill,” where a heavy emphasis was placed on the drug’s potential dangers, such as death or 

illness, rather than the more common side effects of this high estrogen contraceptive pill. In 

1978, the FDA finally complied to the demands of the Senate and feminists alike by placing for 

the first time for any prescription drug, an informational insert conveying a health warning. Two 

changes resulted from this activism. One, consumers confirmed their right to have access to 

information regarding the pharmaceutical drugs they were taking. And two, birth control pills 

became incredibly safer to use, as seen with the many oral contraceptives being actively used 

today by American women.   

Oral contraceptives also introduced positive economic changes into the lives of women. 

In terms of family planning, women on “the pill” can decide to push marriage and child-raising 

to when they are older, allowing them to invest in work skills and higher education. Because of 

this, they can enter the workforce and invest themselves into their careers. More than ever, 

women can hold jobs and titles that were previously predominantly held by men. A study has 

shown that women with access to oral contraceptives in the 1960s were able to earn an 8% 

premium on their hourly wages by the time they were 50 (Joffe & Reich, 2015). Women in their 

twenties with an average IQ on “the pill” also saw a 20% premium on their hourly wages aged 

30 to 49. The same study also showed that oral contraceptives help account for the 30% 

convergence of earnings between men and women between 1990 and 2000 alone. Instead of 

being limited to having children and raising a family, women can instead focus on their careers 

and paid work thanks to oral contraceptives.  

Despite oral contraceptives helping positively change the lives of American women, 

coercion remains an issue. The regulation of reproduction often involves coercion and includes 

both services being withheld and the aggressive promotion or imposing of unwanted services 
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upon women (Joffe & Reich, 2015). The Comstock Act of 1873 is just one historical example of 

how American women were coerced into not having adequate information on contraceptives. 

Nearly a century later, women in Connecticut were unable to legally access contraceptives. 

Connecticut prohibited the “prescription, sale, or use of contraceptives, even for married 

couples,” in following with the state’s Comstock Law (American Civil Liberties Union, n.d.). In 

1965, the Supreme Court of the United States of America struck down this unconstitutional 

provision in the landmark case, Griswold v. Connecticut. The Court ruled that there is a 

fundamental right to privacy guaranteed by the Constitution. This right to privacy includes an 

individual’s right to make decisions about intimate matters like accessing and using 

contraceptives or childbearing. 

Unmarried persons still were coerced by the last of the Comstock Laws until William 

Baird provided contraceptives to unmarried students at Boston University after a lecture on 

contraceptives in 1967. Massachusetts law prohibited the distribution of contraceptives from 

anyone not a physician or pharmacist. Consequently, Baird was arrested and convicted on two 

indictments, one for having contraceptives on display, and two for distributing the contraceptives 

without a prescription. In 1971, the Supreme Court case Eisenstadt v. Baird declared that the 

Massachusetts law was unconstitutional, using Griswold v. Connecticut and the Equal Protection 

Clause of the Fourteenth Amendment as a basis for its decision (Seward, 2008). Unmarried 

persons have a right to privacy just as much as married persons do, including the right to use 

contraceptives. 

To help make contraceptives more readily available to American women, the federal 

government became involved in distributing low-cost and confidential family planning services 

to both women earning a low income and teenagers. These family planning services inextricably 
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include distributing contraceptives. In 1970, President Nixon signed the Title X of the Public 

Health Service Act into law (Joffe & Reich, 2015). While Title X has been criticized by groups 

who believe the act perpetuates “black genocide” due to its disproportionate number of clinics 

located in predominately African American communities, many reproductive rights activists still 

endorse and support the act today. With a 61% decrease in federal funding since 1980, many 

lower income women and women of color may face difficulties in accessing contraceptives. 

Women who go to clinics supported by Title X rely on their services for their reproductive health 

care. Of the women who attend these clinics, 20% receive services for birth control counseling, 

15% receive services for a birth control checkup, and 15% receive services for a birth control 

method or prescription (The Guttmacher Institute, 2001). In 2017, 88% of the 4.004 million 

clients served by clinics funded by Title X were women (Napili, Family Planning Program 

Under Title X of the Public Health Service Act, 2018). 

The passage of the Affordable Care Act in the past decade has also impacted women’s 

access to oral contraceptives. All forms of contraception approved by the FDA, including “the 

pill,” are to be covered by the ACA. However, different lawsuits have caused legal ramifications 

for women obtaining contraceptives. The 2014 Hobby Lobby Supreme Court case in particular 

determined that corporations with religions objections to providing contraceptives to their 

employees are not mandated to do so (Joffe & Reich, 2015). Women working for these 

corporations under the religious exemption potentially obtain their birth control pills at a higher 

cost. 

Within the past five years alone, a few U.S. states are looking to provide birth control 

pills to women in more conventional ways. With changes such as allowing pharmacists, clinics, 

or nurses to prescribe birth control pills or for women to even purchase them over-the-counter, 
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there is potential for women to access oral contraceptives in a way that has not been seen for 

over eighty years. These changes could be promising and allow women to further benefit both 

socially and economically.  

 

American Women’s Access to Rights, Justice and Empowerment Opportunities 

 Looking at the Social Institutions and Gender Index, it is possible to measure American 

women’s current access to rights, justice, and empowerment opportunities (OECD Development 

Centre’s Social Institutions and Gender Index, 2019). The Social Institutions and Gender Index 

(SIGI) looks at five sub-indexes; for this study’s purpose, there will be a focus on the restricted 

physical integrity sub-index. In particular, this sub-index focuses on the social institutions that 

“…limit women’s and girls’ control over their bodies… [including] formal and informal laws, 

norms and practices that fail to protect women’s physical integrity and reproductive autonomy.” 

The sub-index values its component analysis on a scale between 0 and 1, with a 0 indicating a 

country with no inequality and a 1 indicating a country with the highest level of inequality. The 

following data measures the United States’ Restricted Physical Integrity in 2014 (Social 

Institutions and Gender Index, 2019). 

 

Table 1. Social Institutions and Gender Index for the United States (2014).  

Restricted Physical Integrity Sub-Index 

Restricted Physical Integrity Value 2014: 0.1308 

Restricted Physical Integrity Category 2014: Very Low 

Attitudes Towards Violence Against Women 0.13 

Prevalence of Domestic Violence 0.36 

Laws Addressing Domestic Violence 0 

Laws Addressing Rape 0 

Laws Addressing Sexual Harassment 0 

Female Genital Mutilation 0 

Reproductive Autonomy 0.08 
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 According to the SIGI, reproductive autonomy “…captures the percentage of women 

who have an unmet need for family planning and contraception” (Social Institutions and Gender 

Index, 2014). More often than not, these American women live in rural areas, are low-income, or 

are women of color. With better access to reproductive services, this percentage of American 

women who do not have reproductive autonomy has the potential to return closer to 0.  

 

Who Uses Oral Contraceptive Pills? 

 Women use oral contraceptive pills for a variety of reasons, including preventing 

pregnancy, alleviating the various symptoms of menstrual-related disorders like dysmenorrhea, 

menorrhagia, migraines, hirsutism, endometriosis, and normalizing or suppressing menstruation. 

Not every woman using oral contraceptives is sexually active, including those women who have 

never had sex. In a 2011 Guttmacher Institute report, 11.2 million American women between the 

age of 15 and 44 were found to be currently using oral contraceptive pills. Of those 11.2 million 

women, 1.5 million stated they take oral contraceptives for “solely noncontraceptive reasons” 

such as managing the side effects of the aforementioned menstrual-related disorders. A reported 

911,000 women were not currently sexually active in the past three months at the time the data 

was collected, and 762,000 women had never had sex before (Jones, 2011). Those women using 

oral contraceptives who have never had sex use the pill primarily for reasons other than 

preventing pregnancy.  

 Demographically, birth control pills are mostly used by white women. These women are 

either in their teens or their late twenties. They are single, have not been married, and live with 

other women. They do not have children. Typically, they have graduated from college 

(Guttmacher Institute, 2018). 
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Unintended and Unwanted Pregnancies  

 The main reason women use oral contraceptives is to prevent a pregnancy. From 1995 to 

2015, about 50% of all pregnancies in the United States were unintended (G.Foster, Phillips, 

Biggs, Grindlay, & Grossman, 2015). It is not the contraceptive itself that fails, but rather an 

inconsistent use of or inability to access the contraceptive. While oral contraceptive pills are 99% 

effective, the Centers for Disease Control and Prevention approximates 9 pregnancies per 100 

women will occur in a given year (Centers for Disease and Control Prevention, 2011). This is 

because women may not take the pill as directed, such as taking it the during the same time each 

day. In comparison, approximately 85 pregnancies per 100 women will occur in a given year for 

those women who do not use any form of birth control (Pandia Health, 2018). 

 College women between 18 to 24 years have the highest rates of both unintended 

pregnancies and induced abortions, and this is due to them not using contraceptives (Sundstrom, 

2015). Concurrently, at least 80% of these college women are sexually active, and therefore at 

risk of becoming pregnant.  

  For young and uninsured women in particular, removing barriers to access oral 

contraceptives could combat this high rate of unintended pregnancies. One solution is allowing 

women to gain access to oral contraceptive pills without a prescription (G.Foster, Phillips, Biggs, 

Grindlay, & Grossman, 2015). 

 

Contraceptive Deserts 

 In the United States, women who need publicly funded contraceptives often do not have 

reasonable access to a clinic or a provider. “…At least one clinic or provider for every 1,000 

women in need of publicly funded contraception” is considered having “reasonable access” to 
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contraceptives (Power to Decide, 2019). Those who do not have reasonable access to 

contraceptives live in what is called a contraceptive desert. Of the 67 million women aged 13 to 

44 in the United States, 19 million women currently live in a contraceptive desert (Power to 

Decide, 2019). The following data includes those states that have counties (or in the case of 

Louisiana, parishes) that are contraceptive deserts for prescription birth control. Some states also 

have counties that are deficient in publicly funded sites, such as clinics, that provide prescription 

birth control (Pandia Health, 2018). 

Table 2. Current contraceptive deserts in the United States. 

State 

Number of Significant 

Contraceptive Deserts 

for Prescription Birth 

Control (Counties) 

State Has a Deficiency in 

Publicly Funded Sites 

Providing Prescription 

Birth Control? 

Idaho 1 No 

Illinois 12 No 

Indiana 20 No 

Iowa 0 Yes 

Kansas 3 Yes; 8 to 10 counties 

Louisiana 2* No 

Michigan 1 No 

Minnesota 6 No 

Missouri 24 No 

Montana 12 No 

Nebraska 58** Yes 

Nevada 1 No 

North Dakota 1 Yes 

Ohio 10 No 

Texas 3 Yes 

Utah 1 No 
* Louisiana does not have counties. They have what are called parishes.  

** Most of Nebraska is a contraceptive desert.  

 

 There are 15 states that currently have contraceptive deserts for prescription birth control, 

with Nebraska being mostly a contraceptive desert. Five states, including Nebraska, have a 

deficiency in publicly funding sites, such as clinics, that provide prescription birth control. It is 

important to note that some states not listed in the data above are deficient in other ways, such as 
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not providing either an adequate number of sites or funding for birth control alternatives, like 

implantable devices.   

 

Improving Access with Current State Legislation  

 As of 2019, various U.S. states have introduced various legislation to increase access to 

oral contraceptives. One policy change includes authorizing pharmacists to prescribe oral 

contraceptives or dispense oral contraceptives without the patient first having to visit a physician. 

Currently, 9 states and the District of Columbia authorize pharmacists to prescribe birth control 

pills: California, Colorado, Hawaii, Idaho, Maryland, New Mexico, Oregon, Tennessee, and 

Washington. Each state varies in its requirements for who pharmacists can prescribe to as well as 

if there are any additional certifications the pharmacist must obtain before they are authorized to 

prescribe the pills. Other states, such as New Hampshire, Ohio, Utah, and West Virginia do not 

allow pharmacists to prescribe hormonal contraceptives, but they are allowed to dispense them as 

long as a physician provides a standing drug order or if there is a consult agreement (Kaiser 

Family Foundation, 2019). 

Some states are also creating legislation allowing a 12-month supply of contraceptives to 

be provided at one time, including mandating insurance coverage for this supply. The following 

16 states and the District of Columbia currently provide a 12-month supply of oral contraceptives 

covered by insurers: California, Colorado, Connecticut, Delaware, Hawaii, Illinois, Maine, 

Massachusetts, Nevada, New Hampshire, New York, Oregon, Rhode Island, Vermont, Virginia, 

and Washington. By 2020, Maryland will become the 17th state to provide a 12-month supply of 

oral contraceptives covered by insurers. New Mexico will begin issuing 6-month supply of oral 

contraceptives beginning in 2020 (Kaiser Family Foundation, 2019). A comparative study 
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conducted in 2011 found that women who were issued a 12-month supply of birth control pills as 

opposed to a 1-month or 3-month supply were 30% less likely to conceive an unplanned 

pregnancy and 46% less likely of having an abortion. Providing better access to oral 

contraceptives by increasing the supply of packaged pills dispensed at one time may reduce 

incidences of unplanned pregnancies and abortions (Foster, Hulett, Bradsberry, Darney, & 

Policar, 2011). 

Advanced practice registered nurses (ARPNs), which includes nurse practitioners (NP), 

certified nurse midwives (CNM), clinical nurse specialists (CNS), and certified registered nurse 

anesthetics (CNRA) typically provide direct patient care and are able to prescribe medications. In 

some states, APRNs can prescribe and dispense medications such as oral contraceptives and can 

either do so independently or via a collaborative practice agreement with a practicing physician. 

While less common, some states have laws allowing registered nurses (RN) to dispense 

contraceptives. The Guttmacher Institute details for each state nurses’ authority to prescribe or 

dispense as of May 1, 2019, as adapted in the table below (Guttmacher Institute, 2019). 
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Table 3. Nurses’ current authority to prescribe or dispense in the United States (May 1, 2019). 

Nurses' Authority to Prescribe or Dispense 

STATE AUTHORITY TO PRESCRIBE AUTHORITY TO DISPENSE 

  Clinical 

Nurse 

Specialist 

Nurse 

Practitioner 
Nurse 

Midwife 

Registered 

Nurse* 

Clinical 

Nurse 

Specialist 

Nurse 

Practitioner 

Nurse 

Midwife 

Alabama   X X Contraception/STI †     
Alaska X X X   X X X 

Arizona   X X   X X X 

Arkansas X‡ X‡ X‡   X X X 

California X X‡ X‡ Drugsξ X X X 

Colorado X X X   † † † 
Connecticut X X X   † † † 

Delaware X X X Drugs X X X 

Florida   X X     X X 

Georgia X X X Drugs X X X 

Hawaii X X X   X X X 
Idaho X X X   X X X 

Illinois X X X   X X X 

Indiana X‡ X‡ X‡         

Iowa X X X Contraception X X X 

Kansas X X X   †  † † 
Kentucky X‡ X‡ X‡ Drugs X X X 

Louisiana X X X   X X X 

Maine   X X   X X X 

Maryland   X‡ X‡ Drugs X X X 

Massachusetts X X‡ X         
Michigan X‡ X‡ X‡ Contraception † † † 

Minnesota X X X Contraception X X X 

Mississippi   X X   X † † 

Missouri X X X   †Ω †Ω †Ω 
Montana X X X Contraception/STI X X X 

Nebraska   X X Contraception/STI   †   

Nevada X X X   X X X 

New 

Hampshire 

X X X Drugs X X X 

New Jersey X‡ X‡ X‡   X X X 

New Mexico X X X   X X X 

New York   X X       X 

North Carolina   X X Contraception   X X 

North Dakota X X X   X X X 
Ohio X X X   † † † 

Oklahoma X‡ X‡ X‡   † † † 

Oregon X X X Contraception/STI X X X 

Pennsylvania   X X     X X 

Rhode Island X X X Contraception X X   
South Carolina X X X   † † † 

South Dakota   X X     X X 

Tennessee X X X   X X X 

Texas X‡ X‡ X‡   † † † 

Utah X X X         
Vermont X X X         

Virginia   X X‡     † † 

Washington   X X Contraception       

West Virginia X‡ X‡ X‡         

Wisconsin X X X   †  † † 
Wyoming X X X   X X X 

TOTAL 37 50 50 16 26- Dispense 

11- Samples 

29- Dispense 

13- Samples 

29- Dispense 

12- Samples 

Contraception: contraceptive methods, some states specify drugs and devices 

Drugs: a range of prescription drugs, sometimes limited by a formulary established by the state 
STI: drugs to treat sexually transmitted infections, in Montana limited to Chlamydia 

*  Generally applies to registered nurse at an outpatient clinic (such as a state health department clinic or a family planning clinic). In 

Iowa and Washington, the policy applies to a family planning clinic. In Minnesota, for patients who are at least 12 years of age. 

†  State permits dispensing of samples. Michigan and Missouri allow dispensing of starter doses; Wisconsin allows dispensing of 

samples if provider is at least 30 miles away from a pharmacy. 
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‡  State requires APRN to have a collaborative practice agreement with a physician explicitly for prescriptive authority.  

ξ  California has two policies: one allows registered nurses at public clinics to dispense drugs and devices; the other allows registered 
nurses to dispense contraceptives and administer injections for contraceptives. 

Ω Allows advanced practice registered nurses at Title X clinics to dispense drugs 

 

 Over-the-counter availability is another policy option gaining popularity in the United 

States. Surveys conducted by various accredited organizations have found that most women are 

in favor of having oral contraceptives be provided over the counter. The research group 

Advancing New Standards in Reproductive Health (ANSIRH) at the University of California San 

Francisco conducted an anonymous survey in 2010 and 2011 in family planning and abortion 

clinics and found that 81% of women supported over-the-counter birth control pill availability 

(UCSF Advancing New Stanards in Reproductive Health, 2015). The American College of 

Obstetricians and Gynecologists (ACOG) reported on a 2009 survey finding 60% women aged 

18-49 not currently using a highly effective birth control method would be more likely to use 

oral contraceptives provided that they are available over-the-counter (The American College of 

Obstetricians and Gynecologists Committee on Gynecologic Practice, 2012). Multiple studies 

have also found oral contraceptive use to be safe. If anything, safety concerns with oral 

contraceptives are linked to the risk of having venous thrombosis. In the next section, this 

concern will be dispelled. The risk of having venous thrombosis, while very low, is actually 

higher during pregnancy than for women taking oral contraceptives. ACOG reiterates that no 

over-the-counter drug is completely free of risks; anti-inflammatory drugs like aspirin, regardless 

of the dose, can induce gastrointestinal bleeding, and acetaminophen in over-the-counter drugs 

can potentially cause severe liver damage (The American College of Obstetricians and 

Gynecologists Committee on Gynecologic Practice, 2012). The OCs OTC Working Group, 

coordinated by Ibis Reproductive Health, proves that oral contraceptives meet the FDA’s criteria 

to be sold over-the-counter, as summarized in the table below (OCs OTC Working Group, 2015). 
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Table 4. Specification of oral contraceptives’ eligibility to be sold over-the-counter as per 

criteria set by the Food and Drug Administration. 

FDA Criteria Oral Contraceptives 

Drug has no significant toxicity if overdosed True 

Drug is not addictive True 

Users can self-diagnose conditions for 

appropriate use 

Women are able to determine if they are at 

risk of unintended pregnancy 

Users can safely take the medication without 

a clinician’s screening 

Research shows that women can self-screen 

for contraindications without involving a 

clinician 

Users can take the medication as indicated 

without a clinician’s explanation 

Research shows that continuation is 

similar/higher among women obtaining pills 

OTC compared to in a clinic 

 

If provided over-the-counter at an affordable price point, oral contraceptives can become 

better available to women who still do not have insurance even with the Affordable Care Act in 

place today. Uninsured women are typically women of color, adolescents, and/or immigrants. 

These women may currently experience the costly barriers of getting an oral contraceptive 

prescription, such as visiting a physician, taking off of work to visit said physician, considering 

the cost to travel to the nearest physician’s practice and then to a pharmacy if the physician does 

not dispense the pills themselves. These barriers do not even include the cost of the pills without 

insurance. In comparison, some women who are insured may not be able to get oral 

contraceptives covered if there is a religious exemption in place (OCs OTC Working Group, 

2015). Women from these groups in particular can benefit from regulatory changes moving oral 

contraceptives to over-the-counter.  

The United States would not be the first country with oral contraceptives available over-

the-counter if the FDA makes this regulatory change. 100 other countries currently have oral 

contraceptives available over-the-counter. In 2012, 147 countries were surveyed as to how oral 

contraceptives were made available to women. The United States currently requires a 
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prescription for oral contraceptives and falls in the 31% of countries who do require a 

prescription; 69%, or roughly 101 countries, did not require a prescription of any sort as of 2012 

(OCs OTC Working Group, 2015). 

 

Figure 1. Availability of oral contraceptives with or without a prescription in 147 countries 

(2012).  

 

 

Current Political Climate and Related Legislation 

Role of the Media and the Government 

The media and even the government have played a role in how women perceive birth 

control, often instigating “contraceptive scares” causing women to either be less confident in the 

efficacy of birth control or stop taking contraceptives altogether. Often these “scares” are not 

backed by empirical evidence. For example in 1995, a pill scare in Europe misled many to 

believe that third-generation combined oral contraceptives cause deep vein thrombosis (venous 

37%

24%

8%

31%

Availability of Oral Contraceptives in 

147 Countries (2012)

Informally Available without a Prescription

Legally Available without a Prescription (no screening by health professional required)

Legally Available without a Prescription (screening required by health professional)

Available Only by Prescription
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thromboembolism) (Szarewski & Mansour, 1999). Doctors prescribing the combined oral 

contraceptive pills were not provided with the Committee on Safety of Medicines’ (CME) letter 

before pharmacies refused to fill women’s prescriptions and patients were claiming to their 

providers that the pill was banned.  Most strikingly, CME did not include any informational with 

the letter they released, and the letter itself included confusing and misleading information. The 

many “papers” referred to in the letter were not even published, thus not being peer-reviewed. 

While developing venous thrombosis has always been a low risk for women taking oral 

contraceptives, it is due to higher levels of oestrogen in the pill. However, the third generation 

combined oral contraceptives have more progesterone, which does not put women at a high risk 

of venous thrombosis. Sources have demonstrated that only 30 of 100,000 women taking either 

second or third generation COCs per year were at risk of having venous thrombosis. For 

pregnant women, the risk of having venous thrombosis only increases to 60 in 100,000 women. 

Thus the “risk” the CME claimed to be new was not new at all. The media heavily skewed the 

CME letter as different versions not following scientific publications’ guidelines were used. A 

survey conducted by the Institute of Population Studies after the scare showed that women of all 

age groups relied on the media, rather than referring to the actual source, to get information from 

the CME’s letter. Younger women, who used the third generation COCs were adversely affected 

by the pill scare over other groups. Even after the scare, there was an uptick in women switching 

from COCs completely, or hesitant to remain on them while claiming they were suddenly 

“feeling less well” despite there being double-blind studies demonstrating third-generation COCs 

as being both more effective than second-generation COCs and preventing breakthrough 

bleeding, which is a major side effect influencing why women decide to stop using the pill. 
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Regulatory action emerging from this “scare” was ultimately deemed unnecessary as it was 

overturned on an appeal, allowing third generation COCs to be prescribed normally as before.  

 

Planned Parenthood and Title X Funding 

 Planned Parenthood states that one in four American women have received health care 

from one of their 840 health centers at least once in their life (Planned Parenthood, 2014). The 

Planned Parenthood Action Fund (PPAF), the non-profit and non-partisan advocacy group for 

women’s sexual healthcare and reproductive rights, plays a hand in current oral contraceptive 

legislation at both the federal and state levels of government. A September 2014 PPAF press 

release states that the “Planned Parenthood Action Fund supports any effort to expand access to 

birth control, including efforts to make some forms of birth control available over-the-counter” 

(Planned Parenthood Action Fund, 2014). However, a rap list of contradictory statements from 

PPAF and state-level PPAF lobbying groups show that the group prefers that the birth control 

benefit under the Affordable Care Act remain in place. Even if over-the-counter birth control 

becomes a country-wide reality, PPAF argues that the benefit still needs to be available to 

women as the pills will have “high out-of-pocket costs” (Planned Parenthood Action Fund, 

2014). The vice president of public policy of the Planned Parenthood Federation of America 

backs this stance, stating that conservative lawmakers and their over-the-counter birth control 

proposals will “actually lead to women paying more out of pocket for birth control that they’re 

now getting at no cost” (Stewart, 2018). Planned Parenthood’s lobbying efforts on the state level 

in the past 5 years have focused on allowing women to be provided up to 12-months’ worth of 

oral contraceptive pills at a time and having insurers pay for the costs.  
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 The PPAF is also focused on the presidential administration’s proposals to curb or 

eradicate Title X funding allocated to Planned Parenthood health centers, especially those that 

provide abortion services. In 2018, H.R. 6470, the Departments of Labor, Health and Human 

Services, and Education, and Related Agencies Appropriations Act proposed that all 

discretionary funding for Title X be eliminated in FY2019. However, in FY2018, $286.479 

million was appropriated for Title X funding. H.R. 6570 § 553 also barred “prohibited entities” 

from receiving funding, which would have included PPAF clinics and its affiliates if they 

perform abortions. PPAF finds the language in these proposals to act as a gag rule specifically 

aimed at Planned Parenthood. It is important to recognize that Planned Parenthood uses Title X 

funding for reproductive health services other than abortions. This includes providing counseling 

for birth control and providing patients pills at their clinics among other primary and 

preventative health care services covered by Title X. As of 2015, 13% of all Title X clinics are 

Planned Parenthood clinics, serving 41% of the 4.004 million total clients of these clinics. 

Clients of clinics funded by Title X are typically women at or below the federal poverty level or 

adolescents. Surveys conducted in 2017 found that 61% of these women use these clinics as their 

primary or only source of health care, and 42% were not insured (Napili, Family Planning 

Program Under Title X of the Public Health Service Act, 2015). On March 29th, 2019, the 

current presidential administration put the gag rule into effect, compromising the healthcare of 

40,000 patients relying on services from Title X-funded PPAF affiliates in Hawaii, North 

Carolina, Ohio, Wisconsin, and Virginia (Planned Parenthood, 2019). These patients rely on 

these affiliates to gain access to affordable birth control, among other services. The FY2020 

budget proposal released by the presidential administration includes a provision barring clinics 

like Planned Parenthood, which provide abortion services, from serving Title X patients. 
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“Amounts provided to… [family planning] projects under [Title X] shall not be expended for 

abortions, that all pregnancy counseling shall be nondirective, and that such amounts shall not be 

expended for any activity (including the publication or distribution of literature) that in any way 

tends to promote public support or opposition to any legislative proposal or candidate for public 

office” (U.S. Government Publishing Office, 2019). Congress is not required to implement any 

of the presidental administration’s proposal for the FY2020 budget, but it is expected that PPAF 

will lobby legislatures to ensure they still receive Title X funding by omitting this language in 

the budget.  

   

Abortions and Contraceptives: Tradeoffs or Substitutes? 

 In spring 2019, different states such as Alabama, Georgia, Kentucky, Mississippi, 

Missouri, and Ohio have passed unconstitutional legislation placing almost a complete blanket 

ban on abortion to go into effect as early as 2020. Whether this legislation will unsuccessfully 

overturn Roe v Wade goes beyond the focus of this policy study. However, the need to make oral 

contraceptives more accessible becomes increasingly important. When treating oral 

contraceptives as a tradeoff for abortion, it has been found that reducing the cost of 

contraceptives reduces the incidence of abortion. Any efforts to reduce the financial, social, and 

psychological costs of abortion on a society needs to be accompanied by the reduction of the 

financial, social and psychological costs of contraceptives as well (Miller & Valente, 2016). 

Policy makers should take these findings into consideration to effectively avoid treating 

contraceptives and abortion as substitutes for one another; incidences of abortion will never be 

eradicated, even in those places where it has been deemed illegal and punishable by law.  
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METHODS 

Design  

This study is rooted in the phenomenological method of qualitative research. It seeks to 

understand how adult women access oral contraceptives in the United States. By understanding 

what women currently experience, it is possible to identify potential barriers to access. 

Identifying these barriers can be useful to policymakers seeking to improve access to oral 

contraceptives in the United States.  

 

Participants 

Adult women living in the United States (n=93) were survey participants for this study. 

Participants needed to be at least 18 years old to take the survey. The inclusion criteria were that 

participants must:  

• be a woman; 

• currently take oral contraceptives; 

• or have taken oral contraceptives in the past but currently do not do so;  

• or have never taken oral contraceptives but are interested in taking them.  

The survey flow was designed to catch any voluntary participants who did not meet the 

inclusion criteria. Questions asking the participant’s sex, and whether they currently, have taken 

in the past, or have never taken oral contraceptives but are interested in doing so were asked in 

the beginning of the survey. If the participant answered questions in a way that did not meet the 

inclusion criteria, the survey ended immediately. Only those participants meeting the inclusion 

criteria were counted for the purpose of this study.   
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Following human subject research practices, no cold recruitment took place during the 

study. All recruitment materials were approved by the University of Arizona’s Institutional 

Review Board’s Human Subject Protection Program. An approved script was sent out to 

potential participants with the Qualtrics survey link via email or social media such as Facebook 

and Instagram. Chain-link referrals, otherwise known as “snowball sampling” did occur; 

sometimes participants would refer the survey to other potential participants without first 

conferring with the principal investigator, myself. This most likely happened either word-of-

mouth or through “sharing” of posted scripted recruitment materials on social media. If the 

potential participant decided they were interested in taking the survey, they could proceed to the 

Qualtrics survey link provided. Electronic consent was obtained for all survey participants. The 

survey included an electronic informed consent form as the first question. By clicking the "I 

consent, begin the survey" button, participants acknowledged that they understood and agreed to 

the conditions listed in the informed consent form. If at any time the survey participant felt 

uncomfortable or no longer wished to participate in the survey, they could stop at any time. Their 

responses were not recorded nor used for this study.  

 

Data Collection  

The survey was designed to conduct quantitative and qualitative research for this study. 

The online survey included an informed consent form, questions requiring a selection of one or 

multiple responses, and questions requiring a short, written response. The survey was open for 

anyone who had access to the Qualtrics link. The survey was open for approximately 2 weeks 

from April 16th to the 30th, 2019 and was then reopened until May 17th, 2019 after an extension 

was provided by the University of Arizona’s Honors College to complete the study. All 

participants remained anonymous and the survey was designed to eliminate the potential for 
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identifiable information. The survey included a setting that prevented ballot-stuffing, meaning 

that a single participant could take the survey only once from a single IP address. There was no 

set time limit for participants to complete the survey. Participants could take the survey as long 

as they had access to an electronic device with internet services.  

 

Ethical Considerations 

The University of Arizona’s Institutional Review Board reviewed and approved all 

documents pertaining to this project on April 16th, 2019. The protocol number for this project is 

1904516575. As determined by the Institutional Review Board’s Human Subjects Protection 

Program (HSPP), this project is not federally funded or supported, and does not significantly 

affect the health and welfare of participants, and has been deemed to be no more than minimal 

risk. Obtaining informed consent from survey participants fulfilled the ethical requirements of 

‘respect for persons.’ Documents for this project are filed with the HSPP Office.  

 

Data Analysis 

A survey was designed and published on Qualtrics. Data was collected on Qualtrics and 

then exported into an Excel document. Recorded responses were filtered to remove any 

respondents that did not meet the inclusion criteria. All data analysis was done without a 

program. The principal investigator, myself, used Excel to create visual representations presented 

in this study as well as for basic calculations. All data were examined multiple times manually 

for accuracy and then interpreted by the principle investigator.   
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FINDINGS 

 There was no set amount of surveys sent out to potential participants as recruitment took 

place through email, social media, and word-of-mouth. Thus, there is no response rate for this 

study. Of the total 107 recorded responses, only 93 were usable and met the inclusion criteria. 

Surveys in progress, or incomplete surveys, were not recorded. The sample size for this study is 

n=93. Of the 93 women, 68 were aged 18-24 years old, 6 were aged 25-34 years old, 2 were aged 

35-44 years old, 9 were aged 45-54 years old, and 8 were aged 55 years old or older. There were 

55 women currently using oral contraceptives, 37 women who did use oral contraceptives in the 

past but no longer use them, and 1 woman who is not using oral contraceptives but expressed 

they were interested in using them. This woman who does not use oral contraceptives but is 

interested in using them cited two reasons currently barring their use: cost and coverage by 

insurance is one reason and the second being that family/friends/other condone the use of oral 

contraceptives.  

Figure 2 illustrates the states represented by survey participants. Washington, D.C. will 

be counted as a state for analytical purposes. Table 5 illustrates where current and previous users 

of oral contraceptives (n=92) have had their oral contraceptives prescribed and dispensed in the 

United States. Arizona had the highest number of women prescribed (n=66) and dispensed 

(n=66) oral contraceptives out of the other represented states. This is most likely due to the fact 

that recruitment for the survey primarily took place on the University of Arizona campus and the 

principal investigator, myself, is from Arizona.  
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Figure 2. States represented by survey participants.  

 

It is important to note that some women do not necessarily get their oral contraceptives 

prescribed and dispensed in the same state, if not more than one or two states. For current users 

of oral contraceptives, this could potentially be explained by the fact that there are out-of-state 

undergraduate students who still need to use their oral contraceptives while going to school in a 

place that is not their residential state. In the case of Virginia and Washington, D.C., or other 

East Coast states, it is possible that a participant is obtaining their prescription and birth control 

refills in two or more states because they may reside, work, or attend school close to or on the 

border of another state. For previous users of oral contraceptives, this can either be explained by 

either their proximity to other states or the fact that they changed their state residency over the 

course of when they used oral contraceptives in their lifetime.  
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Figure 3 shows whether a participant was prescribed and dispensed oral contraceptives in 

one, two, or three states. In this survey, a majority of participants both have a prescription in one 

state (n=64), and are dispensed oral contraceptives in one state (n=73). Of the 64 women with a 

prescription in one state, 42 had a prescription in Arizona. Of the 73 women who have their birth 

control pills dispensed in one state, 51 get their refills in Arizona. It was also common for a 

woman getting prescribed and dispensed oral contraceptives in two states to have Arizona be one 

of them; 22 out of 25 women got their prescription in Arizona and one other state and 13 out of 

14 women were dispensed their oral contraceptives in Arizona and one other state. For women 

having a prescription in three states, 2 of the 3 women have a prescription in Arizona and two 

other states. For women getting their oral contraceptives dispensed in three states, 2 of the 5 

women were dispensed their oral contraceptives in Arizona and two other states. The high 

prevalence of a woman getting prescribed and dispensed their oral contraceptives in Arizona can 

most likely be contributed to where and how recruitment for the survey took place.  

Table 5. States where survey participants were prescribed and dispensed oral contraceptives.  

Current and Previous Users of Oral Contraceptives (n=92) 
State Number of 

Total 

Participants 

Prescribed 

OCs 

Number of 

Participants 

Currently 

Prescribed 

OCs 

Number of 

Participants 

Previously 

Prescribed 

OCs 

Number of 

Total 

Participants 

Dispensed 

OCs 

Number of 

Participants 

Currently 

Dispensed 

OCs 

Number of 

Participants 

Previously 

Dispensed 

OCs 

AL 2 1 1 2 1 1 

AZ 66 46 20 66 44 22 

CA 11 8 3 7 4 3 

CO 5 2 3 5 2 3 

CT 6 1 5 6 1 5 

FL 1 0 1 1 0 1 

GA 1 1 0 1 1 0 

IL 5 3 2 3 1 2 

IN 1 1 0 1 1 0 

KS 1 1 0 0 0 0 

MA 1 1 0 1 0 1 

MI 0 0 0 1 0 1 

MO 1 0 1 1 0 1 

NH 1 1 0 0 0 0 

NJ 2 1 1 1 0 1 
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NY 3 2 1 1 0 1 

PA 1 0 1 1 0 1 

TN 1 0 1 1 0 1 

TX 3 2 1 4 2 2 

UT 1 0 1 0 0 0 

VA 2 2 0 2 2 0 

WA 3 2 1 3 1 2 

WI 1 0 1 2 1 1 

D.C. 2 2 0 1 1 0 

 

Figure 3. Number of states where survey participants were prescribed and dispensed oral 

contraceptives.  

 

 Current users of oral contraceptives where asked where they go to get a prescription for 

their oral contraceptives, and could select multiple answers. Among the options listed were 

“General Practitioner/Family Doctor” (n=16), “Obstetrician and Gynecologist” (n=28), “Health 

Clinic” (n=9), “Pharmacy” (n=10), and “Other” (n=2) proceeded by a free response for 

clarification if selected. One participant stated they used a telemedicine service and another 

participant stated they went to a United States military clinic for “Other.” Of the 55 current users 

of oral contraceptives, there were 8 instances where women got their prescription from 2 places 

and 1 instance where the woman got her prescription from 3 places. There were some instances 

64

25

3

73

34

5

0

10

20

30

40

50

60

70

80

1 State 2 States 3 States

N
u
m

b
er

 o
f 

W
o
m

en
 (

n)

Number of States Where Women were Prescribed and Dispensed 

Oral Contraceptives (n=92)

Prescribed Oral Contraceptives Dispensed Oral Contraceptives



 Gallo 30 

where participants would put down that they got their prescription from a “pharmacy” when they 

previously stated they were prescribed and/or dispensed their oral contraceptives in Arizona. 

However, Arizona does not currently allow a pharmacist to prescribe oral contraceptives to 

patients. This was most likely an error where the survey participant misinterpreted the question 

to believe they were being asked where they got their pills refilled or dispensed. The question 

should have been written to state “Pharmacist” instead of “Pharmacy” as a response or better 

clarified before its publication to have avoided this confusion. There was one participant who got 

their prescription and pills dispensed in both Arizona and California. They stated that they only 

got their prescription from a pharmacy. It could be possible that this participant did get their 

prescription from a pharmacist, which is now legal in California. It could also be possible that 

this participant misunderstood the question. 

 Women were asked about their overall experience obtaining their oral contraceptives 

from their healthcare providers. For some women, the frequency of when they need to see a 

healthcare provider can serve as a barrier for them getting oral contraceptives. Survey 

participants were asked how often they needed to see a healthcare provider for a new 

prescription. Current users of oral contraceptives typically have to see their healthcare provider 

every 12 months, as summarized in Table 6. Some participants are able to go longer than a year 

without having to see their healthcare provider for a new script.  
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Table 6. How often survey participants must see their healthcare provider to get a new oral 

contraceptive prescription.  

 

Duration of Time Between Expiration of Old Prescription Script and Seeing Healthcare 

Provider for New Prescription Script for Oral Contraceptives 
Time  Number of Current Oral Contraceptive Users 

(n=55) 

3 Months 4 

6 Months 6 

9 Months 2 

12 Months 38 

12+ Months 5 

 

 Current users of oral contraceptives were also asked how easy or difficult it was for them 

to see a healthcare provider. A majority of participants found that it was either extremely easy 

for them, meaning they never experienced any difficulties or stress obtaining oral contraceptives 

(n=25) or it was somewhat easy for them, meaning they experienced little no difficulties or stress 

less than half the time experiencing oral contraceptives (n=20). Some women found that it was 

somewhat difficult for them to see a healthcare provider, meaning they experienced barriers or 

stress more than half the time experiencing oral contraceptives (n=9). One participant was 

indifferent and no participants found it was extremely difficult for them to obtain oral 

contraceptives.  

 However easy or difficult it was for a woman to see a healthcare provider affected their 

decision to continue to use oral contraceptives. Table 7 summarizes these two questions. 

Participants’ experiences and responses vary. Of the 55 participants, 45% stated that the level of 

difficulty to see a healthcare provider does not affect their decision to continue their use of oral 

contraceptives whatsoever. This is true for participants who have an extremely or somewhat easy 

and somewhat difficult access to a healthcare provide alike.  
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Table 7. Survey participants’ decision to use oral contraceptives based on level of difficulty to 

see a healthcare provider.  

 

Decision to Use Oral Contraceptives Based on Difficulty of Access to See 

Healthcare Provider 

 Easy or Difficult to See Healthcare Provider? 

Extremely 

Easy 

Somewhat 

Easy 

Neither 

Easy Nor 

Difficult 

Somewhat 

Difficult 

Extremely 

Difficult 

D
o
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s 
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e
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e 
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?
 

Yes, and 

because they 

are easy to 

obtain and 

use, I will 

continue to 

use them 

5 5 - - - 

Yes, and 

stopped using 

them for some 

period of time 

1 4 - 2 - 

Yes, and 

currently 

considering 

not using 

them in the 

future 

- 1 - 2 - 

No, this has 

not affected 

my decision 

whatsoever 

9 10 1 5 - 

Total Current Users 

(n=55) 
25 20 1 9 - 

 

 Women’s access to certain months of supply of oral contraceptives also vary. About half 

of the current users are dispensed a 3-months’ supply of oral contraceptives at a single time. 20% 

of these participants receive 1-month’s supply of oral contraceptives at a single time, making it 

the second most common option among participants. Around 13% of the participants receive 12-

months’ supply of oral contraceptives at a single time, placing it at the third most common 

option among participants. The remaining 11% of the participants were able to get 4-months’, 5-

months’, and 6-months’ supply of oral contraceptives combined. But not everyone keeps track of 

when they need to see their healthcare providers. There are 29% of survey respondents who do 

not keep track of when they need to see their healthcare provider. Perhaps this is due to these 
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women being first-time users of oral contraceptives; they may not even know they need to get a 

new prescription or are planning to stop using oral contraceptives after their last refill.  

 Of the current users of oral contraceptives, 29% found themselves in a situation where 

they either had to justify or persuade their healthcare provider to get more months of supply of 

their birth control pills at a single time. Only 5 of these individuals where not successful in 

obtaining more pills that originally provided. These women were further asked how this situation 

made them feel. Some women expressed that they either felt fine or comfortable with the 

situation at hand. Most attributed this to them stating they were going on vacation or going 

abroad and the pharmacy or physician worked with them to provide them the extra pills needed. 

However, and overwhelming amount of participants expressed themes of feeling annoyed, 

frustrated, vulnerable, defensive, and poor. One participant stated that they were “a little taken 

aback and defensive” when they requested extra pills. Another was “extremely frustrated 

because it put [them] at a greater risk for unplanned pregnancy and was unnecessary.” In a more 

extreme situation, 7 current users had to resort to using emergency contraceptives (the morning-

after pill), such as Plan B, because they were unable to get a refill or a new prescription for their 

oral contraceptives.   

 Current users were also asked their opinion on the efficacy of the oral contraceptives. 

They were provided the following options, as presented below in Table 8. A majority had a sense 

of confidence in the efficacy of oral contraceptives. 47% found them to be “extremely effective” 

while 49% found them to be “very effective.” No one responded that they were “not effective at 

all.” 
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Table 8. Opinion on the efficacy of oral contraceptives. 

Extremely 

Effective 

Never forget to take oral contraceptives, keeps me healthy, and/or have never become pregnant 

Very Effective Forget to take oral contraceptives less than half the time, keeps me moderately healthy, and/or have 

never become pregnant 

Moderately 

effective 

Indifferent to how my oral contraceptives keep me healthy and/or not concerned whether it prevents 

pregnancy 

Slightly 

effective 

Forget to take oral contraceptives more than half the time, does not keep me moderately healthy, 

and/or seriously concerned whether it prevents pregnancy 

Not effective 

at all 

Always forget to take oral contraceptives, is detrimental to my health, and/or have become pregnant 

  

 For those women who feel that oral contraceptives are either very or moderately 

effective, they are most likely pleased that their oral contraceptives are working and reaffirming 

why they decided to take them to begin with. Participants were asked why they chose to take oral 

contraceptives. Current users could select one or more of the reasons provided: “prevent 

pregnancy,” “manage other health issues,” “doctor recommendation,” “family/friends/other 

recommendation,” “do not want to use alternative contraceptive options,” “unaware of 

alternative contraceptive options,” or “other” proceeded by a free response for clarification if 

selected. There were two responses to the “other” option: one was to “control period every 3 

months” and the second was to “regulate menstrual cycle.” Of the 55 current users, 81% use oral 

contraceptives to prevent pregnancy and 72% use them to manage other health issues. The third 

most popular reason with 47% of the respondents was not wanting to use an alternative 

contraceptive method. Having a doctor recommendation and a family/friend/other 

recommendation both were a reason for 24% of the respondents respectively. No women cited 

being unaware of alternative contraceptive options as being a reason why they take oral 

contraceptives.  



 Gallo 35 

 Those who do not currently use oral contraceptives, but used them in the past (n=37) 

were asked about their preferences about oral contraceptives and why they stopped using them. 

When asked if they preferred to use oral contraceptives over other types of contraceptives, 30% 

preferred to use them, 54% did not prefer to use them, and 32% did prefer to use them, and 14% 

did not feel strongly one way or the other. They were also asked to select one or more reasons as 

to why they stopped taking oral contraceptives. Reasons listed included: “medical issues 

preventing otherwise,” “surgical procedure,” “menopause or post-menopause,” “family 

planning,” “using alternative contraceptive method,” “cost and coverage by insurance,” “cannot 

access a healthcare provider,” “family/friends/culture/religion condones use,” and “other” 

proceeded by a free response for clarification if selected. There were 10 written responses 

provided for “other.” Responses for “other” included a participant specifying what alternative 

birth control they switched to, unwanted side effects (n=5), husband had a vasectomy, having a 

schedule conflict with taking it at the same time, having a health issue resolved, and not needing 

it anymore. Approximately one half of the previous users cited using an alternative contraceptive 

method as one of the reasons as to why they stopped taking oral contraceptives. Results are 

summarized in Table 9 below. 

Table 9. Reasons why survey participant stopped taking oral contraceptives. 

Why Previous Users Stopped Using Oral Contraceptives 

Reason Previous Users of Oral Contraceptives (%) 

Medical issues preventing otherwise 16% 

Surgical procedure 11% 

Menopause or post-menopause 14% 

Family planning 14% 

Using alternative contraceptive method 52% 

Cost and coverage by insurance 8% 

Cannot access a healthcare provider - 

Family/friends/culture/religion condones use - 

Other 27% 
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 All survey participants were asked to provide written responses to the following three 

questions: 

• Overall, how do you feel about the current regulations and access availability to oral 

contraceptive prescriptions? 

• Do you have a suggestion as to how the current system of obtaining oral contraceptives 

can be changed or improved? 

• What role do oral contraceptives play into your overall feelings about your own 

reproductive autonomy? 

Not all respondents provided an answer. For those who did respond, common answers and 

themes emerged. In terms of current regulations and access to oral contraceptive prescriptions, a 

significant amount of participants believe that everything is currently fine and there are no 

issues. Women typically related this question to their own particular experience with obtaining 

oral contraceptives, especially if they experience no significant barriers obtaining a prescription 

themselves. This includes having insurance cover the cost of their prescription or them having a 

positive experience with a healthcare provider. “I feel that oral contraceptives are readily 

available and easier to obtain than many other forms of effective contraception. They are less 

invasive and usually covered by health insurance which makes them easier to manage.” 

Some women acknowledged that just because they have had no difficulties obtaining oral 

contraceptives themselves, that does not mean that other women in the United States are facing 

barriers to access. One woman stated “I have never had issues, however I know in other areas in 

the US it is more difficult.” Another woman echoed a similar sentiment: “I believe that I have 

easy access to oral contraceptives right now, but I do think that it depends on where you live and 

what insurance you have.”  
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 Others stated that oral contraceptives need to be easily and widely available to all women 

regardless of their age or economic status. “All forms of contraceptives should be provided free 

of charge. It’s a right and not a privilege. Underprivileged women and women under the age of 

18 need to have easier access to pursue reproductive health care options, like the pill.” The cost 

of oral contraceptives came up a lot, and some felt that the cost of their pills is increasing or it is 

still too expensive with insurance coverage. The cost of birth control pills without insurance was 

described as “ridiculous” by one respondent. Some women aged 18-24 expressed they were 

worried what the cost of their pills would be once they are no longer covered by their parents’ 

insurance policy.  

Survey participants also had varying suggestions as to how the current system of 

obtaining oral contraceptives can be changed or improved. A popular suggestion was to make 

birth control “free” or lower the cost, as mentioned by one respondent above. This suggestion 

was also tied to providing better and also free reproductive health services. This ranged from 

creating more health clinics at places like universities, providing more funding to clinics like 

Planned Parenthood, improving insurance coverage, or changing the current healthcare system to 

be completely socialized. “If the convenience I have found has not been the same for everyone, it 

should be. All insurance plans should make it affordable as it is preventative in the way that 

immunizations are, and while side effects are negligible, there are many other pros such as 

regulating menstrual cycles/hormones, reducing acne, etc.” 

A significant number of women proposed that oral contraceptives should become readily 

available over-the-counter. This is not only beneficial for women for reasons of convenience, but 

beneficial for women who cannot access a healthcare provider or prefer to keep their decisions 

about their reproductive health private from their family, for example. Some women proposed 
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that progestin-only pills be available over the counter while combined oral contraceptives still 

require a prescription from a healthcare provider for safety reasons.  

Increasing the amount of pills dispensed at a single time was another common 

suggestion. Participants were not satisfied with only 1-month’s supply of oral contraceptives 

being refilled at a single time. Others also mentioned that there needs to be less placebo pills 

provided as they are unneeded and forces them to go back to see their healthcare provider sooner 

than desired to get a new prescription.  

 Women also mentioned they were frustrated with needing to see a healthcare provider to 

get a prescription. The frequency, distance, or difficulty to see their primary healthcare provider 

all affect their feelings of dissatisfaction. “States should lower the barrier to obtaining birth 

control RXs by allowing pharmacists to prescribe.” 

Some women believe barriers to access stem from an institutional level. Sexual and 

reproductive health education in some states are either not realistic or uninformative. Some felt 

that men do not receive a full education on reproductive health and there are not enough birth 

control options for men available, if they are even discussed to begin with. As a result, the 

discussion on birth control and reproductive health is highly stigmatized. “[The current system of 

obtaining oral contraceptives is] extremely stigmatized. It is embarrassing to talk about with 

doctors, even at an age where it's socially appropriate to be sexually active. I wish I would have 

learned about it sooner and in a formal educational setting rather than over the internet, because I 

think a lot of the information I got was incorrect. We should learn about them from a non-

abstinence-only perspective (like an accessible, realistic doctor!). Men should learn about them 

too - about what it actually does!” 
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The role oral contraceptives play into participants’ feelings about their own reproductive 

autonomy varied. For previous users of oral contraceptives in particular, participants felt 

negatively about the role of oral contraceptives and their reproductive health. Negative side 

effects of the pill or them constantly forgetting to take the pill at a set time made them feel worse 

off than before. Some participants were more upset with their healthcare providers as they were 

either provided misinformation or were not looking out for their patient’s best interest. These 

women did not have much confidence in oral contraceptives and either found an alternative 

contraceptive to use or stopped using oral contraceptives altogether. Others did not have an 

opinion on this matter and stated they did not think about how birth control pills affect their 

reproductive autonomy whatsoever.  

However, a majority of the women felt positively towards the role oral contraceptives 

play in their reproductive health. Many felt empowered and fully in control of their own body. 

They also experienced a heightened sense of responsibility, independence, and personal 

autonomy. While many cited that they were happy that oral contraceptives prevented an 

unwanted or unplanned pregnancy, others were equally as pleased that oral contraceptives can 

help mitigate the effects of other health related issues such as endometriosis, severe acne, 

hormonal imbalances, etc. “I like being in charge of my own contraceptive. I do not like to rely 

on anyone and if I had to rely on my male partner to bring a condom I wouldn’t feel as safe 

about preventing pregnancy.  Not only does it allow me to  take on the primary role in preventing 

pregnancy, but it empowers me in everyday life. I know when my period will come which allows 

me to plan ahead to prevent symptoms rather than react to them. This makes me feel empowered 

and in control of my life.” Others simply enjoy the peace of mind oral contraceptives provide 

them so they can live out their life worry-free about their reproductive health. “They provide 
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peace of mind so that I can have a family when I'm ready, and allow me to pursue my career and 

other personal goals on my own timeframe.” Access to oral contraceptives may not be perfect, 

but for these women, oral contraceptives are serving its intended purpose.  

 

DISCUSSION 

This study was conducted to better understand women’s current access to oral 

contraceptive in the United States. By analyzing women’s current experiences with oral 

contraceptives, policymakers can potentially improve access to oral contraceptive and overall 

better women’s social and economic status.  

Current users of oral contraceptives primarily use them to prevent pregnancy and manage 

other health issues. They believe they are either effective or moderately effective. While a 

majority of women only need to see their healthcare provider annually to get a new prescription, 

not everyone is satisfied with the quality of healthcare they receive and some wish they can 

bypass this process altogether if they see it as an inconvenience. While funding for clinics such 

as Planned Parenthood is supported, funding cutbacks and gag rules limit women’s healthcare 

provider options. One suggestion is to get a prescription from a pharmacist themselves. The 

number of refills provided to women at a single time is also a prevalent issue; women want more 

refills to be provided at a single time. While it is common to only get 1-month’s supply at a time, 

this can pose as a burden to women who either do not have time to pick up their prescription 

every month or are travelling. Requesting extra months’-supply worth of pills should not incur 

an extra fee. Additionally, while birth control can be covered by women’s insurance policies, not 

everyone has “free” birth control. Even with insurance, costs can become an undue burden. 

While most survey participants did state they had some form of insurance to either cover or assist 
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with the cost of birth control, not every woman has insurance or they may not want to use 

insurance for privacy reasons. The survey participant who does not use oral contraceptives but is 

interested in doing so cites both of these reasons as to why she does not use them. One solution is 

to provide oral contraceptives over-the-counter. Costs of over-the-counter birth control pills need 

to either be set at a price point women can reasonably afford or have the option of costs being 

covered in full or shared by their insurance. Overall, the current sexual health education provided 

to the public is not up to standards, and it creates stigmas surrounding the use of birth control. 

Along with these changes to access of oral contraceptives, improvements need to be made 

regarding reproductive health education and how society views the use of birth control. For 

women unaffected by this stigma and like using oral contraceptives, they feel empowered, 

independent, and fully in control of their reproductive autonomy. Having the choice to plan their 

future is a benefit of using oral contraceptives.  

The American College of Obstetricians and Gynecologists have published their own 

studies regarding the efficacy and availability of oral contraceptives in their publication, The 

Green Journal (The American College of Obstetricians and Gynecologists, 2019). In their 

official committee opinion, they provide various policy recommendations backed by empirical 

evidence as to why continuous support of affordable and comprehensive contraceptive care and 

methods is needed in the United States (The American College of Obstetricians and 

Gynecologists, 2019). Their recommendations align with survey participants’ own 

recommendations based off of their personal experiences and needs. The authorization of 

pharmacists to prescribe contraceptives, extending the amount of months’-supply available to 

women beyond 1 month, continuing to fund Title X supported health clinics, and moving oral 

contraceptives to be available over-the-counter are all recommendations the ACOG committee 
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stands behind. These are viable options that should be available in every state as they would be 

beneficial both socially and economically for women using contraceptives.  

Not every woman surveyed felt positive about their use of oral contraceptives, and 

around half of previous users switched to use an alternative contraceptive method. Oral 

contraceptives are not suitable for every woman and ultimately, it is up to each woman to make a 

decision regarding her own reproductive health. This does not mean that they do not support 

efforts to make oral contraceptives more readily available to other women, however, or discredit 

other women’s experiences.  

 

Limitations 

 This study covered the scope of women using oral contraceptives, and did not explore 

women’s experiences with other types of contraceptives in the United States in-depth. Due to the 

nature of the survey’s recruitment, the sample is not representative of women’s experiences with 

oral contraceptives in every state. A majority of the survey participants currently live in a college 

town in Arizona. If this study were to be replicated, different survey recruitment strategies 

should be considered and implemented to get a more representative sample. Survey questions 

themselves should also be clarified further, as some data was left ambiguous due to questions 

being misinterpreted. Additional questions that current users of oral contraceptives were asked 

should have been extended to previous users of oral contraceptives. Having their opinion on the 

efficacy of oral contraceptives, for example, would have been useful as most responded that they 

chose to use an alternative contraceptive after using oral contraceptives. While some healthcare 

professionals did answer the survey, this was not originally planned for, and it would have been 

interested to get their further input on their professional experience with prescribing and/or 
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dispensing oral contraceptives. Interviewing healthcare professionals and pharmacists was 

considered at the inception of this study, but due to time constraints and a small network, was not 

pursued. In retrospect, it would have been useful to include questions regarding a woman’s 

income and how much on average they spend on oral contraceptives, including seeing a 

healthcare professional, money spent on transportation, insurance payments if any, and the actual 

pills themselves. Asking where they live (i.e. a city, suburb, or rural area) would have further 

developed the demographics of the sample population. As someone who was writing a survey for 

human subjects for the first time, I was too nervous to ask these questions, even though 

participants were not identifiable, for fear of making potential survey participants uncomfortable 

or placing them at more than a minimal risk of being harmed in some way. Overall, having a 

larger sample and including more qualitative data could have provided more comprehensive 

insight on women’s experiences with oral contraceptives.  

 Due to the sample size of this study, it is highly recommended that this study not be used 

to generalize the access to oral contraceptives for all women in the United States. However, 

some themes did arise in the study that align with those of studies conducted on a larger scale. 

Many policy recommendations proposed in this study reflect the interests and experiences of 

women surveyed. These policy recommendations are slowly, but surely, making their way into 

various states. Gaining better insight about how these new policies are making a difference in the 

lives of women using oral contraceptives would be beneficial to defend the implementation of 

these policies nationwide.  
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CONCLUSION  

In the past decade alone, there have been significant efforts made in the policy world to 

address the current availability of oral contraceptives. A connection has been established 

between the use of oral contraceptives and a woman’s socio-economic wellbeing. Accessibility 

to oral contraceptives has long been constrained to needing a prescription. Not every woman can 

access or afford to see a healthcare provider; it may be even harder to get the actual pills as well. 

There is a demand to make oral contraceptives more easily available. Arguably, the three most 

important policy changes needed to be made include allowing pharmacists to prescribe oral 

contraceptives, increasing the months’-supply of oral contraceptive pills to be dispensed at a 

single time to ideally a 12 months’-supply with no additional incurred fees, and making oral 

contraceptives become over-the-counter while ensuring they’re at a reasonable price point 

women can afford with or without insurance coverage. Reducing the barriers to access oral 

contraceptives will help women regardless of their social and economic background take full 

control of their reproductive health and their futures.  
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ANNEX 

Oral Contraceptives Thesis Survey Questionnaire 

Survey Flow 

Standard: SURVEY INSTRUCTION (0 Questions) 

Standard: Informed Consent (5 Questions) 

Branch: New Branch 

If 

If Have you ever used oral contraceptives?  No Is Selected 

Block: Never Used, Yet Interested (3 Questions) 

Block: End - Free Response (3 Questions) 

EndSurvey: 

Branch: New Branch 

If 

If Have you ever used oral contraceptives?  Yes Is Selected 

Branch: New Branch 

If 

If Are you currently using oral contraceptives?  No Is Selected 

Block: Have Used Previously, Not Currently (8 Questions) 

Block: End - Free Response (3 Questions) 

EndSurvey: 

Branch: New Branch 

If 

If Have you ever used oral contraceptives?  Yes Is Selected 

Branch: New Branch 

If 

If Are you currently using oral contraceptives?  Yes Is Selected 

Block: Currently Use (20 Questions) 

Block: End - Free Response (3 Questions) 

EndSurvey: 

EndSurvey: 

Page Break  



 Gallo 52 

 

Start of Block: SURVEY INSTRUCTION 

 

Start of Block: Informed Consent 

 

Q1  

  

 The University of Arizona 

 Consent to Participate in Research 

 Study Title:  Women's Access to Oral Contraceptives in the United States 

 Principle Investigator: Jillian Gallo        

 You are being asked to participate in a research study.  

 

Your participation in this research study is voluntary and you do not have to participate. This 

document contains important information about this study and what to expect if you decide to 

participate.  Please consider the information carefully. Feel free to ask questions before making 

your decision whether or not to participate.    I volunteer to participate in an Honors College 

thesis research project conducted by Jillian Gallo from the University of Arizona. I understand 

that the survey is designed to gather information about adult women’s current, past, or desired 

experience with oral contraceptives. 

  

 My participation in this project is voluntary. I understand that I will not be paid for my 

participation. I may withdraw and discontinue participation at any time without penalty. 

  

 There are no expected risks to me as a result of participating in this study. I will not benefit 

directly from participating in this study. 

  

 I understand that most survey participants will find the questions interesting and thought-

provoking. However, if I feel uncomfortable in any way while taking the survey, I have the right 

to end the survey. My responses will then not be used for data analysis and will not be reported. 

  

 The survey will take approximately ten to fifteen minutes (10 to 15 minutes) to complete. There 

will be a series of questions where I may select one or multiple responses. There are also 

questions requiring a short, written response.   

 

  The information that I give in the study will be anonymous. My name will not be collected or 

linked to my answers. I understand that the researcher will not identify my name in any reports 

using information obtained from this survey and that my confidentiality as a participant in this 

study will remain secure. Subsequent uses of records and data will be subject to standard data 

use policies, which protect the anonymity of individuals and institutions.    I understand that this 

research study has been reviewed and approved by the Institutional Review Board for Studies 

Involving Human Subjects at the University of Arizona. For research problems or questions 
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regarding subjects and your rights as a participant in this study, the Institutional Review Board 

may be contacted through:    

 

                Website: http://rgw.arizona.edu/compliance/human-subjects-protection-

program                Email: VPR-IRB@email.arizona.edu                Telephone: +001 (866) 364-

1908 or (520) 626-6721                Mail: 1618 E. Helen Street, Tucson, AZ 85721 USA      

 

 I have read (or someone has read to me) this form and understand the explanation provided to 

me. I have had all my questions answered to my satisfaction, and I voluntarily agree to 

participate in this study. If I have additional questions, concerns, and/or complaints I can contact 

the principal investigator, Jillian Gallo, at jilliangallo@email.arizona.edu or her advisor, 

Franziska Frank, at franziskafrank@email.arizona.edu. 

  

 I can email the principal investigator, Jillian Gallo, for a copy of this consent form.   

By clicking the "I consent, begin the survey" button, I acknowledge that I understand and agree 

to the above conditions.    

o I consent, begin the survey  (1)  

o I do not consent, I do not wish to participate  (2)  

 

Skip To: End of Survey If The University of ArizonaConsent to Participate in ResearchStudy Title:  Women's Access to 
Oral C... = I do not consent, I do not wish to participate 

 

 

Q2 What is your sex? 

o Female  (1)  

o Male  (2)  

 

Skip To: End of Survey If What is your sex? = Male 

 

 

http://rgw.arizona.edu/compliance/human-subjects-protection-program
http://rgw.arizona.edu/compliance/human-subjects-protection-program
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Q3 How old are you? 

o 18 - 24  (1)  

o 25 - 34  (2)  

o 35 - 44  (3)  

o 45 - 54  (4)  

o 55 or older  (5)  

 

 

 

Q4 Have you ever used oral contraceptives?  

o Yes  (1)  

o No  (2)  

 

Skip To: End of Block If Have you ever used oral contraceptives?  = No 

 

Display This Question: 

If Have you ever used oral contraceptives?  = Yes 

 

Q5 Are you currently using oral contraceptives?  

o Yes  (1)  

o No  (2)  

 

End of Block: Informed Consent 
 

Start of Block: Never Used, Yet Interested 

Display This Question: 

If Have you ever used oral contraceptives?  = No 
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Q6 Are you interested in using oral contraceptives?  

o Yes  (1)  

o No  (2)  

 

Skip To: End of Survey If Are you interested in using oral contraceptives?  = No 

 

 

Q7 What reason(s) influence why you are not using oral contraceptives? Select all that apply. 

▢ Do not have enough information to make an informed decision  (1)  

▢ Medical issues preventing otherwise  (2)  

▢ Cost and coverage by insurance  (3)  

▢ Cannot access a healthcare provider  (4)  

▢ Family/friends/other condone use  (5)  

▢ Other  (6)  

 

 

Display This Question: 

If What reason(s) influence why you are not using oral contraceptives? Select all that apply. = Other 

 
 

Q8 If you selected "other" in the last question, what is another reason influencing why you are 

not using oral contraceptives? 

________________________________________________________________ 

 

End of Block: Never Used, Yet Interested 
 

Start of Block: End - Free Response 
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Q37 Overall, how do you feel about the current regulations and access availability to oral 

contraceptive prescriptions? Please provide as much detail as possible.  

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 

 
 

Q38 Do you have a suggestion as to how the current system of obtaining oral contraceptives can 

be changed or improved? Please provide as much detail as possible.  

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

 

 
 

Q39 What role do oral contraceptives play into your overall feelings about your own 

reproductive autonomy? 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

________________________________________________________________ 

 

End of Block: End - Free Response 
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Start of Block: Have Used Previously, Not Currently 

 

Q9 During what years have you used oral contraceptives, including when you started taking 

them? Please select all that apply. 

▢ Anytime between 1960 and 1970.  (1)  

▢ Anytime between 1971 and 1980.  (2)  

▢ Anytime between 1981 and 1990.  (3)  

▢ Anytime between 1991 and 2000.  (4)  

▢ Anytime between 2001 and 2010.  (5)  

▢ Anytime between 2011 and today.  (6)  

 

 

 

Q10 Where did you go to get a prescription for your oral contraceptives? Select all that apply. 

▢ General Practitioner/Family Doctor  (1)  

▢ Obstetrician and Gynecologist  (2)  

▢ Health Clinic  (3)  

▢ Pharmacy  (4)  

▢ Other  (5)  

 

 

Display This Question: 

If Where did you go to get a prescription for your oral contraceptives? Select all that apply. = Other 
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Q11 If you selected "other" in the previous question, where did you get your prescription from? 

________________________________________________________________ 
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Q12 In what U.S. state(s) were you prescribed your prescription for your oral contraceptives? 

Please select all that apply. 

▢ Alabama  (1)  

▢ Alaska  (2)  

▢ Arizona  (3)  

▢ Arkansas  (4)  

▢ California  (5)  

▢ Colorado  (6)  

▢ Connecticut  (7)  

▢ Delaware  (8)  

▢ Florida  (9)  

▢ Georgia  (10)  

▢ Hawaii  (11)  

▢ Idaho  (12)  

▢ Illinois  (13)  

▢ Indiana  (14)  

▢ Iowa  (15)  

▢ Kansas  (16)  

▢ Kentucky  (17)  
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▢ Louisiana  (18)  

▢ Maine  (19)  

▢ Maryland  (20)  

▢ Massachusetts  (21)  

▢ Michigan  (22)  

▢ Minnesota  (23)  

▢ Mississippi  (24)  

▢ Missouri  (25)  

▢ Montana  (26)  

▢ Nebraska  (27)  

▢ Nevada  (28)  

▢ New Hampshire  (29)  

▢ New Jersey  (30)  

▢ New Mexico  (31)  

▢ New York  (32)  

▢ North Carolina  (33)  

▢ North Dakota  (34)  

▢ Ohio  (35)  
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▢ Oklahoma  (36)  

▢ Oregon  (37)  

▢ Pennsylvania  (38)  

▢ Rhode Island  (39)  

▢ South Carolina  (40)  

▢ South Dakota  (41)  

▢ Tennessee  (42)  

▢ Texas  (43)  

▢ Utah  (44)  

▢ Vermont  (45)  

▢ Virginia  (46)  

▢ Washington  (47)  

▢ West Virginia  (48)  

▢ Wisconsin  (49)  

▢ Wyoming  (50)  

▢ Washington, D.C.  (52)  

▢ Puerto Rico  (53)  

▢ I have not received a prescription for oral contraceptives from within a U.S. state.  

(51)  
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Q13 In what U.S. state(s) did you get your oral contraceptive prescription filled? Please select all 

that apply. 

▢ Alabama  (1)  

▢ Alaska  (2)  

▢ Arizona  (3)  

▢ Arkansas  (4)  

▢ California  (5)  

▢ Colorado  (6)  

▢ Connecticut  (7)  

▢ Delaware  (8)  

▢ Florida  (9)  

▢ Georgia  (10)  

▢ Hawaii  (11)  

▢ Idaho  (12)  

▢ Illinois  (13)  

▢ Indiana  (14)  

▢ Iowa  (15)  

▢ Kansas  (16)  

▢ Kentucky  (17)  
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▢ Louisiana  (18)  

▢ Maine  (19)  

▢ Maryland  (20)  

▢ Massachusetts  (21)  

▢ Michigan  (22)  

▢ Minnesota  (23)  

▢ Mississippi  (24)  

▢ Missouri  (25)  

▢ Montana  (26)  

▢ Nebraska  (27)  

▢ Nevada  (28)  

▢ New Hampshire  (29)  

▢ New Jersey  (30)  

▢ New Mexico  (31)  

▢ New York  (32)  

▢ North Carolina  (33)  

▢ North Dakota  (34)  

▢ Ohio  (35)  
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▢ Oklahoma  (36)  

▢ Oregon  (37)  

▢ Pennsylvania  (38)  

▢ Rhode Island  (39)  

▢ South Carolina  (40)  

▢ South Dakota  (41)  

▢ Tennessee  (42)  

▢ Texas  (43)  

▢ Utah  (44)  

▢ Vermont  (45)  

▢ Virginia  (46)  

▢ Washington  (47)  

▢ West Virginia  (48)  

▢ Wisconsin  (49)  

▢ Wyoming  (50)  

▢ Washington, D.C.  (52)  

▢ Puerto Rico  (53)  

▢ I did not get my oral contraceptive prescription filled within a U.S. state.  (51)  
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Q14 Did you prefer to use oral contraceptives over other types of contraceptives? 

o Yes  (1)  

o No  (2)  

o Do not feel strongly one way or the other  (3)  

 

 

 

Q15 Why did you choose to stop taking oral contraceptives? Please select all that apply. 

▢ Medical issues preventing otherwise  (1)  

▢ Surgical procedure (tubal ligation, hysterectomy, other)  (2)  

▢ Menopause or post-menopause  (3)  

▢ Family planning  (4)  

▢ Using alternative contraceptive method  (5)  

▢ Cost and coverage by insurance  (6)  

▢ Cannot access a healthcare provider  (7)  

▢ Family/friends/culture/religion condones use  (8)  

▢ Other  (9)  

 

 

Display This Question: 

If Why did you choose to stop taking oral contraceptives? Please select all that apply. = Other 
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Q16 If you selected "other" in the last question, what is another reason why you chose to stop 

taking oral contraceptives? 

________________________________________________________________ 

 

End of Block: Have Used Previously, Not Currently 
 

Start of Block: Currently Use 

 

Q17 Do you prefer to use oral contraceptives over other types of contraceptives? 

o Yes  (1)  

o No  (2)  

o Do not feel strongly one way or the other  (3)  

 

 

 

Q18 During what years have you used oral contraceptives, including when you started taking 

them? Please select all that apply. 

▢ Anytime between 1960 and 1970.  (1)  

▢ Anytime between 1971 and 1980.  (2)  

▢ Anytime between 1981 and 1990.  (3)  

▢ Anytime between 1991 and 2000.  (4)  

▢ Anytime between 2001 and 2010.  (5)  

▢ Anytime between 2011 and today.  (6)  
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Q19 In what U.S. state(s) are you currently prescribed your prescription for your oral 

contraceptives? Please select all that apply. 

▢ Alabama  (1)  

▢ Alaska  (2)  

▢ Arizona  (3)  

▢ Arkansas  (4)  

▢ California  (5)  

▢ Colorado  (6)  

▢ Connecticut  (7)  

▢ Delaware  (8)  

▢ Florida  (9)  

▢ Georgia  (10)  

▢ Hawaii  (11)  

▢ Idaho  (12)  

▢ Illinois  (13)  

▢ Indiana  (14)  

▢ Iowa  (15)  

▢ Kansas  (16)  

▢ Kentucky  (17)  
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▢ Louisiana  (18)  

▢ Maine  (19)  

▢ Maryland  (20)  

▢ Massachusetts  (21)  

▢ Michigan  (22)  

▢ Minnesota  (23)  

▢ Mississippi  (24)  

▢ Missouri  (25)  

▢ Montana  (26)  

▢ Nebraska  (27)  

▢ Nevada  (28)  

▢ New Hampshire  (29)  

▢ New Jersey  (30)  

▢ New Mexico  (31)  

▢ New York  (32)  

▢ North Carolina  (33)  

▢ North Dakota  (34)  

▢ Ohio  (35)  
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▢ Oklahoma  (36)  

▢ Oregon  (37)  

▢ Pennsylvania  (38)  

▢ Rhode Island  (39)  

▢ South Carolina  (40)  

▢ South Dakota  (41)  

▢ Tennessee  (42)  

▢ Texas  (43)  

▢ Utah  (44)  

▢ Vermont  (45)  

▢ Virginia  (46)  

▢ Washington  (47)  

▢ West Virginia  (48)  

▢ Wisconsin  (49)  

▢ Wyoming  (50)  

▢ Washington, D.C.  (52)  

▢ Puerto Rico  (53)  

▢ I do not receive a prescription for oral contraceptives from within a U.S. state.  

(51)  
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Q20 In what U.S. state(s) do you currently get your oral contraceptive prescription filled? Please 

select all that apply. 

▢ Alabama  (1)  

▢ Alaska  (2)  

▢ Arizona  (3)  

▢ Arkansas  (4)  

▢ California  (5)  

▢ Colorado  (6)  

▢ Connecticut  (7)  

▢ Delaware  (8)  

▢ Florida  (9)  

▢ Georgia  (10)  

▢ Hawaii  (11)  

▢ Idaho  (12)  

▢ Illinois  (13)  

▢ Indiana  (14)  

▢ Iowa  (15)  

▢ Kansas  (16)  

▢ Kentucky  (17)  
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▢ Louisiana  (18)  

▢ Maine  (19)  

▢ Maryland  (20)  

▢ Massachusetts  (21)  

▢ Michigan  (22)  

▢ Minnesota  (23)  

▢ Mississippi  (24)  

▢ Missouri  (25)  

▢ Montana  (26)  

▢ Nebraska  (27)  

▢ Nevada  (28)  

▢ New Hampshire  (29)  

▢ New Jersey  (30)  

▢ New Mexico  (31)  

▢ New York  (32)  

▢ North Carolina  (33)  

▢ North Dakota  (34)  

▢ Ohio  (35)  
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▢ Oklahoma  (36)  

▢ Oregon  (37)  

▢ Pennsylvania  (38)  

▢ Rhode Island  (39)  

▢ South Carolina  (40)  

▢ South Dakota  (41)  

▢ Tennessee  (42)  

▢ Texas  (43)  

▢ Utah  (44)  

▢ Vermont  (45)  

▢ Virginia  (46)  

▢ Washington  (47)  

▢ West Virginia  (48)  

▢ Wisconsin  (49)  

▢ Wyoming  (50)  

▢ Washington, D.C.  (52)  

▢ Puerto Rico  (53)  

▢ I do not get my oral contraceptive prescription filled within a U.S. state.  (51)  
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Q21 Where do you go to get a prescription for your oral contraceptives? Please select all that 

apply. 

▢ General Practitioner/Family Doctor  (1)  

▢ Obstetrician and Gynecologist  (2)  

▢ Health Clinic  (3)  

▢ Pharmacy  (4)  

▢ Other  (5)  

 

 

Display This Question: 

If Where do you go to get a prescription for your oral contraceptives? Please select all that apply. = Other 

 
 

Q22 If you selected "other" in the previous question, where do you go to get your prescription 

from? 

________________________________________________________________ 
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Q23 When using oral contraceptives regularly, how often do you need to see a healthcare 

provider to get a new prescription? 

o Every month  (1)  

o Every 3 months  (2)  

o Every 6 months  (3)  

o Every 9 months  (4)  

o Every 12 months  (5)  

o More than 12 months  (6)  

 

 

 

Q24 How easy or hard is it for you to see a healthcare provider to get a prescription for oral 

contraceptives? 

o Extremely easy (never experienced any difficulties or stress obtaining oral 

contraceptives)  (1)  

o Somewhat easy (experienced little to no difficulties or stress less than half the time 

obtaining oral contraceptives)  (2)  

o Neither easy nor difficult (indifferent about difficulties or stress obtaining oral 

contraceptives)  (3)  

o Somewhat difficult (experienced barriers or stress more than half the time obtaining oral 

contraceptives)  (4)  

o Extremely difficult (always experience barriers or stress obtaining oral contraceptives)  

(5)  
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Q25 Has this ever affected your decision to continue to use oral contraceptives? 

o Yes, and because they are easy to obtain and use, I will continue to use them.  (4)  

o Yes, and stopped using them for some period of time.  (2)  

o Yes, and currently considering not using them in the future.   (3)  

o No, this has not affected my decision whatsoever.  (1)  

 

 

 

Q26 Do you keep track of when you need to see a health provider to get a new prescription for 

your oral contraceptives? 

o Yes  (1)  

o No  (2)  

 

 

Display This Question: 

If Do you keep track of when you need to see a health provider to get a new prescription for your or... = Yes 

 

Q27 How do you keep track of when you need to see a health provider to get a new prescription 

for your oral contraceptives? Please select all that apply. 

▢ Reminder from health provider  (1)  

▢ Reminder from pharmacist  (2)  

▢ Look at the number of fills remaining on the prescription label  (3)  

▢ Personal calendar or planner  (4)  

▢ A digital app  (5)  

▢ Other  (6)  
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Display This Question: 

If How do you keep track of when you need to see a health provider to get a new prescription for you... = Other 

 
 

Q28 If "other" was selected in the previous question, how do you keep track?  

________________________________________________________________ 

 

 

 

Q29 How many months' worth of refills of your oral contraceptive do you usually get at a single 

time? 

▼ 1 month (1) ... More than 12 months (13) 

 

 

 

Q30 Have you ever had to justify or persuade a health provider or pharmacy that you need more 

oral contraceptive pills provided in a single refill? 

o Yes  (1)  

o No  (2)  

 

 

Display This Question: 

If Have you ever had to justify or persuade a health provider or pharmacy that you need more oral co... = Yes 

 

Q31 Were you successful in getting those additional oral contraceptive pills? 

o Yes  (1)  

o No  (2)  

 

 

Display This Question: 

If Have you ever had to justify or persuade a health provider or pharmacy that you need more oral co... = Yes 
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Q32 How did being in this situation where you had to justify how many oral contraceptive pills 

you needed make you feel? Please provide as much detail as possible.  

________________________________________________________________ 

 

 

 

Q33 Have you ever resorted to using emergency contraception pills (the morning-after pill) when 

you could not get a prescription or a refill for your oral contraceptive pills? 

o Yes  (1)  

o No  (2)  

 

 

 

Q34 What is your opinion on the efficacy of oral contraceptives? 

o Extremely effective (never forget to take oral contraceptives, keeps me healthy, and/or 

have never become pregnant)  (1)  

o Very effective (forget to take oral contraceptives less than half the time, keeps me 

moderately healthy, and/or have never become pregnant)  (2)  

o Moderately effective (indifferent to how my oral contraceptives keep me healthy and/or 

not concerned whether it prevents pregnancy)  (3)  

o Slightly effective (forget to take oral contraceptives more than half the time, does not 

keep me moderately healthy, and/or seriously concerned whether it prevents pregnancy)  (4)  

o Not effective at all (always forget to take oral contraceptives, is detrimental to my health, 

and/or have become pregnant)  (5)  
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Q35 What are the reasons why you choose to take oral contraceptives? Please select all that 

apply. 

▢ Prevent pregnancy  (14)  

▢ Manage other health issues (i.e. hormones, acne, endometriosis, etc.)  (3)  

▢ Doctor recommendation  (1)  

▢ Family/friends/other recommendation  (4)  

▢ Do not want to use alternative contraceptive options (i.e. IUD, condoms, 

sterilization, etc.)  (11)  

▢ Unaware of alternative contraceptive options (i.e. IUD, condoms, sterilization, 

etc.)  (5)  

▢ Other  (10)  

 

 

Display This Question: 

If What are the reasons why you choose to take oral contraceptives? Please select all that apply. = Other 

 
 

Q36 If you selected "other" in the last question, what is another reason why you choose to take 

oral contraceptives? 

________________________________________________________________ 

 

End of Block: Currently Use 
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