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 Abstract
Objectives: The objective of this review the approaches for improving oral contraceptives (OCs) adherence.

Methods: The search strategy involved the use of the following data bases: Cochrane Library, Pubmed, 
hinari, a Pop Line, Scopus, Science direct, the Cochrane register of Controlled Trials. Types of study are 
original Research studies, RCTs, systematic reviews, full text articles. 

Results: Adherence is a shared responsibility of patients, clinicians, and manufacturers; the patient and 
clinician are the focal points for these efforts. Counseling must be individualized, which requires knowledge 
of factors that predict adherence and understanding of the patient’s decision making process as it relates to 
medications. 

Conclusion: Improving adherence and preventing early discontinuations is a shared responsibility of OCs 
users, health care providers, and OCs manufacturers. Manufacturers should recognize that the provision 
of written materials that are both informative and easy to understand can improve patient compliance. 
Continued improvements in OCs formulations are important in reducing unwanted side effects. However, 
our findings suggest that providers are the focal point for helping women to become more successful OCs 
users.
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 Introduction

Adherence with medication is a complex and 
intriguing behavioral issue which has been the focus 
of much debate. Multiple methods have been studied 
to measure adherence, but no single measure can be 
considered the gold standard for all types of adherence 
research. In addition, multiple interventions are required 
to improve adherence with acute as well as chronic 
medication regimens. No simple, single adherence 
intervention is useful by itself.(1, 2) Therefore, medication 
regimen adherence continues to be a major problem, 
because many reports of adherence lack precision, 
and interventions to improve adherence are difficult to 
implement. Large disparities have been reported in the 

extent of non-adherent behavior-reported compliance 
rates vary from 19% to 100%(3, 4), In addition, the 
definition and measurement of adherence often vary 
from study to study, making generalizability difficult(3). 
Definitions of compliance range from the percentage of 
tablets consumed in a defined time span to classifications 
such as errors of omission, dosage, timing, or purpose(5). 

Medication regimen compliance is often described 
as having a single dimension when several distinct types 
of noncompliant behavior exist: (a) the patient may fail 
to take any medication, (b) the patient may discontinue 
therapy prematurely, and (c) the patient may continue 
to take the medication but deviate from the prescribed 
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regimen (6). These types of behavior should be clearly 
delineated when referring to medication regimen 
adherence or compliance. For example, two separate 
studies may report that medication regimen compliance 
was 50%. However, 50% compliance in the first study 
may indicate that one half of the patients stopped 
therapy, whereas in the second study it may indicate that 
patients consumed an average of 50% of the total doses 
prescribed over a specified time (7). Non-adherence 
with medication is not a new issue. Often patients do 
not disclose their medication taking behavior. Equally 
prescribers may be unaware of their patients’ medication 
taking practices. Non-adherence with medication can be 
classified as intentional, often related to the need to avoid 
drug-related adverse effects (8, 9), or unintentional related 
to cognitive or visionary impairment, poor cognition (10), 
or due to poor educational achievement or forgetfulness. 
Unlikely, few large studies of OCs adherence have 
been conducted in the general population. The existing 
literature on contraceptive use focuses on adolescents, 
and the large majority of these studies involve small 
numbers of subjects that are not able to differentiate 
between a numbers of risk factors. The objectives of this 
review are to, (A) Identify factors affecting adherence to 
OCs, (B) Identify impact of non-adherence to OCs, and 
the approaches for improving OCs adherence.

Materials and Method

The search strategy involved the use of the following 
data bases: Cochrane Library, Pubmed, hinari, a Pop 
Line, Scopus, Science direct, the Cochrane register of 
Controlled Trials. Types of study are original Research 
studies, RCTs, systematic reviews, full text articles. In 
total 60 reports were selected for in-depth evaluation 
and, of these 25 research studies emerged that examined 
adherence with OCs. References and articles were 
selected from a 10- year period from 2003 to 2013 as 
it was shown the most relevant studies pertinent to the 
subject area would be located within this period and 
would reflect the currency of the available literature.

Results and Discussion

Approaches used to improve adherence to OCs

Several strategies to improve OCs use may prove 
fruitful the clinician serves as the focal point for these, 
because he/ she must assess each patient, decide which 

areas are appropriate for emphasis, and ensure that the 
patient understands information that serves as the basis 
for proper OC use (11)

A. Health care providers (4, 6, 10)

1. Individually adjust contraceptive choice; help 
each woman think through the choice according to 
background and individual needs and concerns.

2. Stress importance of daily routine for pill taking.

3. Discuss the transient nature of most OC side 
effects in new users, especially spotting and bleeding.

4. Dispel OC myths and misinformation; discuss 
noncontraceptive health benefits of OCs.

5. Demonstrate correct use of specific OC package 
prescribed.

6. Provide easy-to-understand instructions in both 
oral and written forms on proper use and dealing with 
missed pills.

7. Suggest backup contraceptive method if she 
missed one or more pill.

8. Provide means for patient to get additional 
information about OCs and their use if she has questions 
later.

9. Use follow-up contact to look for signs of 
noncompliance; for example, calls about spotting should 
be a flag for inconsistent use and an opportunity to 
review instructions.

B. OCs users (11):

1. Establish a regular time to take OC, preferably as 
part of daily routine such as brushing teeth.

2. Carefully read literature that accompanies pill 
package.

3. Know what to do if pills are missed.

Discussion

The choice of currently available contraceptive 
methods has increased considerably in recent years, 
offering women of reproductive age a variety of 
different methods depending on their needs and lifestyle. 
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The contraceptive pill is the most widely used method 
of contraception , with 65% being pill users, which 
is consistent with data of a comprehensive survey 
conducted among 12,138 randomly selected women from 
five countries (12). The efficacy of oral contraceptives, 
however, depends on women consistent and proper 
use. Women who use oral contraceptives inconsistently 
are almost three times more likely to experience an 
unintended pregnancy compared with women who take 
their oral contraceptives consistently (13). As in one study, 
it has been recognized that contraceptive effectiveness is 
not simply a matter of technology but is also a matter of 
the influence of psychological and many other factors to 
which more attention should be paid to minimize non-
adherence-related problems (14). In another study, side 
effects and menstrual disturbances were also the most 
common reason for dissatisfaction leading women to 
discontinue OCs. However, the overall dissatisfaction 
rate leading to OCs discontinuation was lower than for 
all other medical methods of contraception. In a large 
prospective study, Rosenberg and Waugh (15) showed 
that 28 out of 100 OCs users discontinued the method 
within the first 6 months of use, with probabilities of 
discontinuation dropping sharply after the first three 
months of use. Almost half of OCs users (46%) in that 
study stopped using their method because of side effects 
or doctor recommendations, while 14% discontinued 
because they considered the method too hard to use, 
too expensive or were concerned with hormones 
(16). all reasons that are likely to be categorized as 
dissatisfaction. Concerning these results, there is believe 
that a broader understanding of women’s concerns and 
experience using contraception could help health care 
providers redesign counseling strategies to improve 
contraceptive continuation. Further research in particular 
is needed to explore the factors that might influence 
contraceptive dissatisfaction ultimately leading to 
discontinuation. These factors include women’s social 
and demographic characteristics, shown to be associated 
with contraceptive discontinuation for method related 
reasons in the United States (17, 18). Longitudinal studies 
should also explore the impact of women’s changing 
life circumstances on the concurrent dynamics of 
contraceptive use (9). In some study in this review, the 
decision-making process in choosing a contraceptive 
method, including the role of the health care provider (19, 

20), should be better understood; the reasons for initiating 

use of a contraceptive method may affect the user’s 
long-term experience and satisfaction with the method. 
IN one study which concern about depressed mood, 
psychological stress and perceived weight changes were 
independent predictors of OCs discontinuation among 
young minority women in the study. Other researchers 
have reported on associations between perceived 
weight side effects, in particular, weight gain, and OCs 
misuse (20, 21, 22) . The findings offer further support that 
perceptions of weight side effects remain a persistent 
barrier to contraceptive continuation. It is unclear 
from these data why women with depressed mood or 
psychological stress are more likely to discontinue OCs. 
In this review some result found that existing theories 
on psychiatric mechanisms related to pill misuse more 
generally suggest that women with adverse psychological 
conditions may lack insight into their psychological 
distress and its impact on daily functioning, including 
pill taking (3). They may have diminished perceptions 
of benefits and threats of a contraceptive treatment and 
susceptibility to pregnancy(11) or limited capacities for 
risk assessment, planning and social learning(23-27) in this 
study they conclude that all of these cognitive processes 
could interfere with a woman’s contraceptive behavior 
and ability to make health decisions but require further 
investigation in regards to OCs use and depression and 
stress, also psychological conditions may contribute 
to or exacerbate perceptions of negative OCs related 
symptoms. Adherence rates may be improved by 
method-specific counseling about side effects that a user 
might expect, and, perhaps more importantly, targeted 
method selection informed by the patient’s level of 
tolerance for certain kinds of side effects. Counseling 
that integrates consideration of the “method–user–
interaction” (12) may be useful in matching patients 
with the contraceptive method that best fits their current 
needs and provides ongoing satisfaction. In this review, 
very few studies examining the effect of enhanced 
counseling have shown such a benefit (28-33). A recent 
Cochrane review examining strategies to improve 
adherence and acceptability of hormonal methods found 
only 1 out of 6 trials showing an effect of counseling on 
contraceptive continuation (34). However, in this review 
they also conclude that published trials are limited 
both in scope and quality; therefore, more research 
involving well-designed interventions is needed to 
understand the potential role of the clinician in reducing 
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method dissatisfaction and improving contraceptive 
continuation (35). The lack of knowledge about 
contraception between some providers has the potential 
effect on ability to provide quality contraceptive care 
to patients, which could have an impact on their ability 
to prevent unintended pregnancies. As an example, 
29% of providers who were unaware of the WHO 
recommendation to administer emergency contraception 
up to 120 h after intercourse (36). The finding that gaps 
in knowledge about contraception suggests the need for 
expanded efforts at education targeting health providers, 
attention to continuing medical education (CME) with 
emphasis on evidence-based resources, such as the 
WHO recommendations (37), has the potential to improve 
knowledge.

Conclusion

Improving adherence and preventing early 
discontinuations is a shared responsibility of OCs 
users, health care providers, and OCs manufacturers. 
Manufacturers should recognize that the provision of 
written materials that are both informative and easy to 
understand can improve patient compliance. Continued 
improvements in OCs formulations are important in 
reducing unwanted side effects. However, our findings 
suggest that providers are the focal point for helping 
women to become more successful OCs users. They 
must assure adequate initial counseling for patients 
about the correct use of OCs. To improve adherence, 
the prescriber should help a woman establish a regular 
routine for taking her OCs, assure that she properly 
understands use instructions (including missed pill 
instructions), and knows where to get information in 
the future if problems or questions should arise. When 
OCs use is initiated, providers should emphasize that 
side effects are expected, though most will be transient. 
Since the occurrence of side effects is associated with an 
increased likelihood of unintended pregnancy, providers 
also need to emphasize the need to continue to take 
OCs reliably even if side effects do occur. Improving 
adherence through these measures will reduce the 
incidence of side effects and unintended pregnancy.
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