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Abstract 

Background  Studies on the use of contraception in the Saudi community highlight the need for improving commu-
nity knowledge about contraception, implementing guidelines, and restricting contraception dispensing. However, 
there is a lack of studies assessing the need for contraception protocols from obstetricians’ and gynecologists’ (Ob/
Gyn) perspectives. This study aimed to assess the need for a contraception protocol from the perspectives of Ob/Gyn 
physicians.

Methods  Qualitative in depth, semi-structured interviews were conducted with a convenience sample that com-
prised physicians from the Department of Obstetrics and Gynecology in a tertiary teaching hospital. Interviews were 
audio recorded and transcribed verbatim and then analyzed using NVivo (QSR International) software.

Results  A total of 12 interviews were conducted and analyzed. Participants indicated a lack of prescribing restric-
tions and highlighted issues of low contraception literacy in Saudi communities, self-prescribing behaviors, health 
system organization, and physicians’ knowledge. Participants perceived the need for a contraception protocol guid-
ing the prescribing process and patient counseling without restricting prescribing. Moreover, participants high-
lighted a number of factors affecting the development and implementation of such a protocol, including the avail-
ability of contraception, the need for research by physicians, patient factors, and the expected increased load 
on the hospital.

Conclusions  This research described current practices, showed the need for a contraception protocol, and high-
lighted the factors affecting the development and implementation of such a protocol.
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Introduction
Contraception, also known as birth control and fertility 
control, is the prevention of pregnancy by using various 
types of methods or devices [1]. Contraception aids in 

family planning and prevents unintended pregnancies. 
These methods include nonhormonal and hormonal con-
traceptive pills, intrauterine devices (IUDs), injectables, 
implants, female sterilization, male sterilization, con-
doms, lactation amenorrhea, safe periods, etc. [1].

Women’s use of contraception has been increasing 
worldwide, including in Saudi Arabia (SA) [2–10]. Saudi 
Household Health Survey data showed that the preva-
lence of contraceptive use in SA was 30.4% in 2018 [11]. 
Women usually take the lead in regulating fertility, and 
this is due to limited options of contraception methods 
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available for men compared to women [12]. Moreover, 
some hormonal contraceptives are used for other thera-
peutic indications, such as in treating acne, hirsutism, 
menorrhagia, endometriosis, migraine, hyperandrogen-
ism, premenstrual syndrome, polycystic ovarian syn-
drome, and dysmenorrhea [13–16]. This indeed exposes 
women to the risk of depression and other adverse effects 
from contraception. Studies have shown an associa-
tion between contraception use and depression, anxiety, 
fatigue, neurotic symptoms, sexual disturbances, com-
pulsive anger, negative menstrual effects, coagulation 
problems, and even a high risk of breast cancer [17–22].

Contraception use may vary considerably from one 
society to another. This variation could be related to cul-
tural, educational, or even religious backgrounds. In SA, 
studies have shown that contraceptive use is influenced 
by several factors, including maternal age, family size, 
educational level, and working conditions [10, 23–25]. 
Recently, SA has shown rapid changes in the sociodemo-
graphic features of its population. Women are the most 
affected by these changes, and with the current Saudi 
vision of 2030, most women have achieved high educa-
tion levels and joined the workforce. This has produced 
changes in attitudes and behaviors regarding contracep-
tion [24, 25]. In SA, studies have shown that a high rate 
of contraception use is associated with a high percent-
age of side effects. A study conducted in Jazan city in SA 
reported that the majority of women (87.5%) used oral 
contraceptives, and most of them (69.6%) had at least one 
side effect [9]. Another study conducted in Riyadh city in 
SA revealed that 36% of cerebral venous thrombosis cases 
among women were secondary to oral contraceptive use 
[22]. Studies in the Saudi community have highlighted 
the need for educating the community about contracep-
tion, implementing contraception guidelines, restricting 
oral contraceptives (OCs) dispensed in community phar-
macies, and initiating family planning clinics to increase 
community awareness and proper use of contraception 
[5–10, 23–26].

According to the World Health Organization (WHO), 
ensuring access to preferred contraceptive methods for 
women is essential to supporting the health of moth-
ers and children and a community’s economic situation. 
The WHO developed two guidelines that help provide 
the most updated evidence-based family planning ser-
vices and highlight the importance of implementing 
these guidelines to improve the quality of care in family 
planning. These guidelines are medical eligibility criteria 
(MEC) for contraceptive use and selected practice rec-
ommendations (SPRs) for contraceptive use [27, 28]. The 
MEC provide guidance on the safety of various contra-
ceptive methods for use in the context of specific health 
conditions and characteristics, whereas SPRs provide 

guidance on how to use contraceptive methods safely and 
effectively once they are deemed medically appropriate 
[27, 28]. Additionally, the WHO published a guide for the 
integration of these guidelines [29]. This guide presents a 
structured process to aid countries in incorporating the 
latest updated MEC and SPR guidance into their national 
family planning guidelines [29]. However, in SA, there is 
a lack of studies assessing the current practice of contra-
ception and the need for contraception protocols from 
physicians’ perspectives. Therefore, this study aimed to 
assess the need for a contraception protocol in SA from 
the perspectives of obstetricians’ and gynecologists’ (Ob/
Gyn) physicians.

Materials and methods
Qualitative, semi-structured, in-depth interviews were 
employed in this study. Physicians from the Department 
of Obstetrics and Gynecology in a tertiary teaching hos-
pital were invited to participate through email. Invitation 
letters, participant information statements, and a written 
consent form were sent to their emails with a request to 
send a signed consent form as agreement to participate. 
Interviews were conducted in January 2021 with a con-
venience sample. Each interview took approximately 
20–30 min. All interviews were held in English. Inter-
views were conducted by two members of the research 
team until data saturation was evident. Data saturation 
was independently determined by the two members, 
with a third member of the research team ensuring that 
the final few interviews yielded no novel information. 
The construction of the semi-structured interview was 
based on a literature review [4–10, 23–26]. The interview 
consisted of four main parts. The first part was demo-
graphics, including nationality, years of experience as 
a physician and Ob/Gyn specialist, number of patients 
seen per week, and number of Ob/Gyn specialists in their 
hospital. The second part assessed current practices of 
contraception prescribing, including contraception pre-
scribing restrictions, procedures performed before pre-
scribing any contraception, information discussed with 
patients when prescribing contraception, and follow-up 
processes. The third part assessed the need for a con-
traception protocol from physicians’ perspectives and 
included satisfaction with current contraception pre-
scribing practices, difficulties with contraception pre-
scribing, and perceptions of the need for contraception 
protocols in SA. The last part explored the difficulties in 
developing and implementing contraception protocols as 
perceived by physicians. Interviews were conducted in 
a private setting, depending on the participants’ prefer-
ences. The confidentiality of the data was maintained by 
assigning codes for each participant and their transcript. 
After participants gave their consent, interviews were 
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audio recorded and transcribed verbatim, after which 
data were thematically organized and analyzed using 
NVivo (QSR International) software. The coding of tran-
scripts was conducted by two independent coders, and 
discussions were conducted to resolve any coding dis-
crepancies and maintain consistency. Triangulation/peer 
debriefing with an additional researcher was performed 
to ensure validity.

Results
Twelve interviews were conducted and analyzed. Table 1 
shows the demographics of the twelve participants. 
Thirteen themes pertaining to contraception practices 
in SA from Ob/Gyn specialists’ perspectives were iden-
tified and grouped into three major categories: (1) cur-
rent contraception prescribing practices, (2) the need for 
contraception protocols, and (3) difficulties hindering the 
development and implementation of contraception pro-
tocols. Figure  1 depicts the thematic concept map used 
in this study.

Current contraception prescription practices
Theme: prescribing restrictions
The majority of participants highlighted the issue of the 
lack of restrictions on contraception prescribing. Partici-
pants indicated that all family medicine physicians can 

prescribe all types of contraception. However, some par-
ticipants indicated that intrauterine devices (IUDs) and 
implants are restricted to Ob/Gyn specialists.

“Regarding OCs, any physician can prescribe them; 
patches and rings are OTC, so anyone can pre-
scribe them. Patients can take implants from the 
community pharmacy and go to any physician to 
insert them. Only if the contraception is used for 
other indications, not for preventing pregnancy, 
would Ob/Gyn specialists need to prescribe it.” 
(Participant #2)

“No, there is no restriction. Primary care physicians 
can prescribe only oral contraceptives. IUDs and 
implants are restricted to Ob/Gyn specialists.” (Par-
ticipant #6)

Theme: pre‑prescription procedure
Almost all the participants indicated that they take full 
medical histories before they prescribe contraception to 
rule out any contraindications a patient has. Only some 
participants indicated that they also perform pregnancy 
tests to rule out any pregnancy before prescribing, while 
others just depend on the patient’s history of her periods. 
None of the participants reported any other hormonal 
tests routinely ordered before prescribing. Additionally, 
some participants indicated that ultrasounds were per-
formed only if the participant came for IUD insertion.

“First, the medical history and physical examina-
tion are performed; then we can prescribe to anyone 
if the patient doesn’t have any contraindication. For 
OCPs, we do not need tests if we take a medical his-
tory. For IUDs or Mirena, some consultants prefer to 
do ultrasounds or urine pregnancy tests before, but if 
I know her menstrual period, I can prescribe it with-
out pregnancy tests.” (Participant #2)

“A full history is taken, and from the history, it will 
appear to me if she’s having her period regularly or if 
she’s on the fifth day of her period; then I don’t need 
to perform a pregnancy test, and there is no need for 
hormonal tests. If she’s not known to have high blood 
pressure, diabetes mellitus, specific rheumatology or 
some antibodies, then I don’t need to check any of 
this.” (Participant #10)

Theme: patient counseling
The majority of the participants indicated that they usu-
ally counsel their patients about the risks and benefits of 
contraception. Some participants indicated that they also 
discuss with their patients the available options, efficacy 
with failure rate, and the importance of compliance, and 

Table 1  Participant demographics (n = 12)

Sex
  Male 6 (50%)

  Female 6 (50%)

Age
  35 < years old 6 (50%)

  36–45 years old 2 (17%)

  46–55 years old 1 (8%)

  56–65 years old 3 (25%)

Years of experience as a physician
  5–9 years 5 (42%)

  10–19 years 4 (33%)

   > 20 years 3 (25%)

Years of experience as an Ob/Gyn specialist
  1–5 years 5 (42%)

  6–10 years 3 (25%)

  11–19 years 1(8%)

   > 20 years 3 (25%)

Number of patients treated per week
   < 50 patients 9 (75%)

  50–99 patients 3 (25%)

Nationality
  Saudi 9 (75%)

  Non-Saudi 3 (25%)
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some of them ask their patients about their preferences. 
However, only a few participants indicated that they 
counsel their patients about drug interactions, and one 
participant indicated that he counsels his patients about 
compatibility with breastfeeding.

“Mainly we discuss the SE, compliance of the patient, 
and duration of use she wants, which helps to deter-
mine the type of contraception. Many patients ask 
us about the efficacy of each type of contraception.” 
(Participant #3)

“We discuss risks and benefits; additionally, in case 
we suspect side effects for her, we will be more obvi-
ous and mention that to her. You can say it’s verbal 
consent, which gives information about whatever 
contraception we’re using, whether it’s hormonal or 
an IUD. In addition, we tell them about drug inter-
actions, especially for oral contraceptives, as there 
are certain medications that can interact with these 
forms of contraception, and they need to take extra 
precautions.” (Participant #8)

Theme: follow‑up
Regarding OC, only some participants indicated that they 
follow up with their patients after three to six months; 
other participants see no need to follow up with the patient 
if the patient is healthy or is familiar with the OC, and they 
just discuss SEs with their patients and instruct them to 
come back if they experience any SEs. On the other hand, 
almost all of the participants indicated that they follow up 
with their patients one month to six weeks after the inser-
tion of an IUD; then, some follow up with their patients 
annually, while others do not. Additionally, few partici-
pants indicated that they follow up with their patients after 
progesterone injections every two to three months.

“It depends on whether a patient uses OCs. We 
instruct her on how to use them. I don’t follow up 
with them usually unless they are followed up for 
another thing. If I am putting in an IUD, I usually 
call them after one month because complications 
usually occur in the first month of insertion. If they 
are fine, then I don’t need to follow up with them.” 
(Participant #1)

Fig. 1  Organizational structure of themes



Page 5 of 10Al Aloola et al. BMC Women’s Health          (2023) 23:496 	

“Usually, if she’s on oral contraceptives, there is no 
need for follow-up. I just give her instructions upon 
discharge. For an IUD, I follow up with her six weeks 
after insertion, then there is no need for follow-up 
unless she has symptoms; she will come back.” (Par-
ticipant #12)

Need for a contraception protocol
Almost all the participants perceived that there was a 
need for a contraception protocol. However, some par-
ticipants perceived that this protocol should guide the 
prescribing process only, without restricting the prescrib-
ing, as they perceived that using and choosing the type 
of contraception method is a right of the patient. Oth-
ers perceived that this protocol should target the patient 
counseling process. Furthermore, most of the partici-
pants perceived that such protocols should be developed 
by the Ministry of Health (MOH) to be implemented in 
the entire country, while some see that as a role of the 
Saudi Food and Drug Authority (SFDA). Few partici-
pants believed that the protocol should be specific for the 
hospital.

“I think the protocol should be easy and educational, 
rather than restrictive, and we have to be careful 
when we deliver it to avoid affecting women’s right to 
choose and access.” (Participant #1)

“I think it is important but not for restricting pre-
scribing. I am against restricting prescribing. I 
believe that any woman has the right to get contra-
ception when she needs it without any restrictions, 
but she should know about the side effects, prerequi-
sites, and contraindications beforehand. We need a 
protocol for the prescribing process when she goes to 
the pharmacy; the pharmacist should ask her about 
contraindications and educate her about the use 
and side effects.” (Participant #2)

“There is a lack of protocol, not in the references but 
in the clinic itself. It is better to have a table in the 
clinic where you can explain to the patient and then 
choose according to the table . This can guide you 
and make you certain.” (Participant #9)

“I think contraception should be easily accessible, 
with special restrictions if the patient has contrain-
dications. Many patients take contraception without 
proper assessment. I think we need a proper protocol 
and some kind of restriction regarding prescribing 
some types of contraception because some patients 
have liver disease and they take OCs for a long time.” 
(Participant #3)

Participants relayed the need regarding different issues 
related to patients, health systems, and physicians. These 
included low community literacy on contraception, self-
prescribing, health system organization, and physicians’ 
knowledge and practices regarding contraception.

Theme: contraception literacy
Most of the participants highlighted the issue of low 
knowledge among most patients regarding different types 
of contraception and the effects of communities’, families’, 
and relatives’ knowledge and beliefs on their choices and 
decisions related to contraception use.

“Mainly the patient has wrong ideas about contra-
ception. Some of them thought that maybe they will 
not get pregnant again or that contraception may 
decrease her chance of pregnancy later.” (Participant 
#2)

“Regarding social attitudes, for example, toward 
IUDs, the woman may believe that her husband will 
not be satisfied with her if she uses an IUD, or if she 
had a cesarean section, then she shouldn’t put in an 
IUD. So it is just a social effect; she believes social 
advice more than medical advice.” (Participant #10)

Theme: self‑prescribing
Some participants raised the issue of self-prescribing, as 
some patients visit the pharmacy and choose any con-
traception without knowing what is the best method and 
suspected side effects for them.

“Many studies show that most major side effects are 
due to self-prescribing because they did not screen 
for contraindications.” (Participant #1)

“Most of the patients start contraception for them-
selves by going to the pharmacy and buying it, and if 
they are happy with it, then they probably continue, 
and the problem is when they get advice and do not 
consult anybody.” (Participant #5)

Theme: health system organization
Some participants highlighted the issue of a lack of con-
nection between different hospitals and clinics in the 
country. The patient can visit many physicians and obtain 
different opinions.

“Patients go and receive a lot of opinions, and they 
become confused about their contraception, so 
patients come to you the next week after they go to 
somebody else. They say something completely dif-
ferent, then they stop what you gave them. Patients 
see many physicians, and they receive contradictory 
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opinions. There is no clear path for a patient who 
visits one physician. Everything works with this phy-
sician. No, they just go to different public hospitals, 
so these are the main difficulties.” (Participant #7)

Theme: physicians’ knowledge and practices
Some participants perceived that some general prac-
titioners (GPs) and family medicine physicians lack 
knowledge on the different kinds of contracep-
tion available and on counseling patients regarding 
contraception.

“I think in my perception, family medicine practi-
tioners should know more about counseling because 
there are a lot of referrals to Ob/Gyns. It is very easy 
to perform counseling for contraception as family 
medicine practitioners because not all the patients 
have the capability to go to a tertiary hospital to 
see an Ob/Gyn. Contraception can be prescribed by 
family medicine practitioners if he or she knows how 
to conduct low-risk pregnancy follow-up and contra-
ception counseling.” (Participant #4)

“I’m not satisfied because it’s not organized prescrib-
ing; every doctor, when induced to prescribe things, 
prescribes for all of his patients. He doesn’t tailor 
contraception for the patient.” (Participant #9)

Difficulties hindering protocol development 
and implementation
Despite the perception of need that participants had, 
they highlighted a number of factors that make devel-
oping and implementing such a protocol difficult. 
These factors included the availability of contracep-
tion, patient factors, the need for research, the need 
for physician education, and increased load on the 
hospital.

Theme: availability of contraception
Some participants highlighted the issue of contraception 
availability in the hospital, as not all forms are available in 
the hospital, such as Implanon and IUDs.

“The problem is in the availability in the hospital 
inventory. Sometimes, in some hospitals, you can 
find a patch but not a ring or oral contraceptives but 
not an IUD.” (Participant #4)

“IUDs are not available in our hospital, so we tell 
the patient to buy it and bring it with her next time, 
both the copper and hormonal. For implants, the 
patient herself buys it and inserts it herself; we don’t 
do it for them, so we explain this issue for them the 
first time.” (Participant #12)

Theme: patient factors
Some participants perceived that many patient fac-
tors make implementing such protocols difficult. These 
factors include patient medical history and contrain-
dications, family planning, patient experiences, and 
preferences.

“It will be difficult because not all the patients fol-
low the same track. For example, there’s a patient 
contraindicated for oral contraceptives, but you can 
put her on an IUD; you don’t have another option 
or contraindication for systemic anesthesia, so 
you want to give her local anesthesia, or a patient 
doesn’t have any contraindication, but she refuses X 
and prefers Y. So there are patient factors: contrain-
dications, availability, and patient preferences, so 
for these factors, I don’t think there will be a proto-
col to follow. However, you can implement a proto-
col on how to counsel. You need to know if she has a 
ring, patches, what the failure rate and side effects 
are with each one of them, duration, and if she needs 
follow-up. Then, the patient will choose, and accord-
ing to the contraindications, you will determine the 
method.” (Participant #4)

“It’s hard to implement a protocol because patients 
make decisions about it. You can’t force it on 
patients. Some patients have favorable methods of 
contraception because it is not only hormonal or 
medication. There are nonhormonal forms of con-
traception, such as condoms, barriers, sterilization, 
and IUDs, so we have to individualize our contra-
ception prescription based on patient needs, her 
family planning and social history, so it is difficult 
to create a protocol. In addition, by implementing 
protocols, we’re forcing the patient and implement-
ing a protocol that will be very rigid because a lot 
of these patients are young and healthy, so what fits 
for somebody might not fit for somebody else, not 
because of medical reasons sometimes, just prefer-
ences.” (Participant #7)

Theme: need for educating physicians
One participant perceived that a lack of knowledge 
among physicians limits the development of contracep-
tion protocols. Moreover, almost all the participants 
agreed on the need  for educating physicians regarding 
the importance of contraception  protocols. Some indi-
cated that such education should target family medicine 
physicians and junior physicians.

“Yes, 100 percent, because this will lead to benefits 
for the patients and the physicians themselves. Eve-
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rything has changed, and we have different types 
of  contraception that have been implemented. For 
example, some contraception is not available in 
KKUH  (King Khalid University Hospital) but is 
available in private hospitals, and some physicians 
only hear about it in books and articles. So I think 
we need education and evidence-based approaches.” 
(Participant #3)

“Yes, because there is lack of important knowledge 
among doctors, and mainly I see that with junior 
residents.” (Participant # 2)

Theme: need for research
One participant perceived that there is not enough 
research and data about Saudi Arabia regarding contra-
ception use, which makes developing such a protocol 
difficult.

“To come up with protocols and guidelines, we 
should understand the counter status, and there 
should be more recent research and data. I’m not 
aware about anybody here did data collection and 
started looking for contraception in the kingdom and 
did surveys for women about their favorable meth-
ods, what’s commonly use here, and what are the 
factors that make women choose between contracep-
tion methods.” (Participant #7)

Theme: increase the load in hospitals
Some participants perceived that the load raised from 
developing such protocols is the main barrier to devel-
oping a contraception protocol. This load is either a 
working load (such as increasing the number of patients 
visiting the clinic to obtain prescriptions and the number 
of departments and people needed to develop the proto-
col) or a financial load. Some participants highlighted the 
issues of existing patient loads and the shortages of Ob/
Gyn specialists in the institute.

“The difficulties will be among patients. They will 
need prescriptions for contraception. Maybe this will 
overload a governmental hospital because the num-
ber of patients will increase.” (Participant # 1)

“Overload, because we should counsel regarding 
the contraception and what type she wants, and the 
counseling may take thirty minutes. If we implement 
this to all patients, we won’t finish because we have 
high turnover and high patient loads in our hospi-
tal.” (Participant #2)

“Different people will contribute to do input to the 
protocol, so each person will look at this from his 

view. So this is where problem lies, especially when 
you have too many people involved. You will have 
to involve so many departments. There will be a lot 
of discussion and arguments. Additionally, you will 
have to involve nonmedical people to give approval, 
and that will be complicated.” (Participant #5)

“Financial issues: the more patients there are, the 
higher the cost will be.” (Participant #1)

Discussion
Knowledge and practices regarding hormonal contra-
ceptives have continued to increase in both developed 
and developing countries [30]. In Saudi Arabia, stud-
ies on contraceptive use are lacking. Most of the stud-
ies conducted in SA have focused on attitudes, use, and 
knowledge regarding oral contraceptives. Therefore, we 
were interested in exploring the need for a contraception 
protocol in SA from the perspectives of Ob/Gyn physi-
cians. To the best of the authors’ knowledge, this study is 
the first to elicit the perspectives of Ob/Gyn physicians 
on current contraception prescribing practices, the need 
for contraception protocols, and the difficulties hindering 
the development and implementation of contraception 
protocols in SA. Given the increased use of contraception 
worldwide, this study described the issues in local con-
traception practice and local needs. This study showed a 
need for a contraception protocols to guide the prescrib-
ing process and patient counseling without restricting 
prescribing. However, Ob/Gyn physicians perceived that 
the development and implementation of such protocols 
are limited by some factors. These factors include the 
availability of contraception, the need for more research, 
the need for educating physicians, some patient-related 
factors, and the expected increase in workload.

The lack of a contraception protocol could be the cause 
of the inconsistency in contraception practices revealed 
by this study. The results indicated a variation in pre-
prescription procedures that Ob/Gyn physicians fol-
lowed. Some participants indicated that they perform a 
pregnancy test to rule out any pregnancy before prescrib-
ing, while others just depend on the patient’s history of 
her period. Additionally, an ultrasound is performed 
only if the participant comes in for an IUD. Moreover, 
the results showed an inconsistency in patient coun-
seling and follow-up with the patients, whereas previous 
studies in the country indicated a high rate of adverse 
effects experienced among women from contracep-
tive use, which leads patients to cease using contracep-
tion in some cases [6, 7, 21, 22]. These findings highlight 
the need for improving current contraception practices. 
This can be achieved by developing new or implement-
ing international tools with periodic assessment to assure 
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good contraception practices. An example is the WHO 
guidelines on selected practice recommendations for 
contraception use [28]. The WHO SPRs list informa-
tion that should be provided about each contraceptive 
method to help the patient make a choice about the con-
traceptive method [28]. This information includes rela-
tive effectiveness, correct usage, how the method works, 
common side effects, health risks and benefits, signs and 
symptoms that necessitate a return to the clinic, return 
to fertility after discontinuation, and sexually transmitted 
infection protection [28]. This information can be used to 
guide the patient counseling process during clinic visits.

Existing evidence relates the respect of human rights 
to positive health outcomes. The WHO highlights the 
importance of ensuring human rights in the provision of 
contraceptive information and services [29]. In fact, Ob/
Gyn physicians in this study perceived that the protocol 
should guide the prescribing and counseling processes 
without restricting prescribing to avoid affecting the 
patient’s rights.

Ob/Gyn physicians in this study highlighted the low 
contraception literacy the community has on the issue of 
self-prescribing and the social effects on patient choices 
and decisions related to contraception use. Previous 
studies in the country also reported low contraception 
literacy in Saudi communities and the need for improv-
ing community knowledge of contraception [5–10, 
23–26]. Additionally, the issue of self-prescribing was 
previously reported in a study performed by Al Turkki, 
in which a majority of Saudi women used contraceptive 
methods without medical advice [26]. Moreover, some 
studies recommended the initiation of family planning 
services in the county to improve Saudi community 
awareness of contraception and to maintain safety [10, 
24]. However, self-prescribing issues could be resolved 
and community literacy about contraception could be 
improved by implementing new legislation and empha-
sizing the role of community pharmacists in contracep-
tion practice around the country. Some countries, such 
as the USA and Canada, provide access to hormonal con-
traception without a prescription. These countries have 
legislation emphasizing the role of community pharma-
cists, with the implementation of pharmacists’ prescrib-
ing protocols and self-screening questionnaires to ensure 
the safe use of contraception by the community [31–33]. 
England also recently initiated a pharmacy contracep-
tive service through community pharmacies. This service 
has a four-tiered approach, including ongoing monitor-
ing and supply of repeat OC prescriptions, initiation of 
OCs via a patient group direction (PGD), ongoing moni-
toring and management of repeat long-acting reversible 
contraception (LARC), excluding IUDs, and initiation of 
LARCs [34].

Another issue that Ob/Gyn physicians reported was 
contraception knowledge and practices by family medi-
cine (FM) and general practitioners (GPs). They per-
ceived that some GPs and FM physicians lack knowledge 
of different kinds of contraception available and of coun-
seling patients regarding contraception. This highlights 
the importance of education and national implementa-
tion of WHO guidelines on MEC and SPRs for contra-
ceptive use. In addition, Ob/Gyn physicians in this study 
were concerned about the lack of connecting patients’ 
medical records between different hospitals and clinics 
around the country, which indeed affects patient safety. 
In fact, on 10.th February 2015, the Saudi National Health 
Information Center (SNHIC) initiated shared eHealth 
files, which aim to link hospitals around the country with 
a system to improve public health and reduce costs (the 
Shared eHealth File). However, this system does not cur-
rently include private hospitals and private clinics [35].

Lack of availability of contraception in the hospital, 
some patient factors (including medical history, con-
traindications, family planning, patient experiences, 
and preferences), the need for research, the need for 
physicians’ education about the importance of a con-
traception protocol, and the perception of an increased 
workload from implementing contraception protocols 
in the hospital were reported by Ob/Gyn physicians as 
factors hindering the development and implementation 
of a contraception protocol in the country. However, the 
WHO developed a guide for the integration of MEC and 
SPRs into national family planning guidelines. This guide 
provides steps for implementation and adaptation based 
on local needs [29].

This study’s limitation was that the results cannot be 
externally generalized, as only participants from one ter-
tiary teaching hospital in Riyadh were included in this 
study. However, the generalizability of data from this 
study was not intended; rather, researchers sought to 
ascertain the need for a contraception protocol in the 
country from the perspectives of Ob/Gyn physicians. In 
addition, this tertiary teaching hospital provides health 
services for a large part of the community, which can rep-
resent the Saudi community.

Conclusion
Ob/Gyn physicians reported the need for a contracep-
tion protocol that guides the prescribing process and 
counseling without restricting prescribing. This research 
described the current practices of contraception in the 
country and highlighted the factors affecting the develop-
ment and implementation of such a protocol. The results 
of this study can be used to facilitate the adaptation and 
implementation of WHO contraception guidelines on a 
national scale.
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