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About the report

The report that follows uses existing evidence and information for the background and
discussion which is referenced using footnotes. The footnotes include hyperlinks that will
connect you directly to the reference where available.

The empirical data i.e. the material that was collected as part of the project and is included
to support our findings, is presented in quotation marks with a label that indicates where this
information came from (i.e. participant interview, survey etc.). If words or short phrases are
included within the text (rather than a quote box), this is also verbatim from the participant
to whom the section relates.

To protect the anonymity of our ‘LARC user’ participants as a standard only the pseudonym,
mode of taking part (interview, survey, or workshop) and age of the participant is included.
Other information about the participant demographics is available in aggregated format in
tables in the Methods section. The ‘LARC professional’ participants included clinicians, social
care staff, academics and activists. Some of these individuals opted to use their own names
and organisations in the report. As a standard the excerpts from LARC professionals are
labelled with the name (own name or pseudonym) and their sector/s of work.

In the first instance other names will be written in full, subsequently the acronym only will be
used. A glossary of terms follows here:

AGC- Advisory Group for Contraception

APPH SRH — All party parliamentary group on sexual and
reproductive health in the UK

CQUIN = Commissioning for quality and innovation
FSRH — Faculty of sexual and reproductive healthcare
IUD — Intrauterine device

IUS — Intrauterine system

LARC- Long-acting reversible contraception

NICE — National Institute for Health and Care Excellence
PHE — Public Health England

QOF - Quality outcome framework

RCOG — Royal College of Obstetricians and Gynaecologists
SRH — Sexual and reproductive health

WHO- World Health Organization
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Statement: Implications of Covid-19

The data collection that underpins this project started in 2019 prior to the Covid-19
pandemic and finished in May 2020, shortly after the first UK lockdown/s began. In the
report that follows we have referenced some of the implications of Covid-19 on LARC
provision. However, we offer here a specific Covid-19 statement for two reasons: 1) to
acknowledge the disparity between circumstances in the sexual and reproductive health
sector when data collection commenced, compared to the current situation at the time of
publication of the report; 2) to explain how the findings of this report continue to be
meaningful (arguably even more so) in the current situation; and how they are imperative to
consider ‘post Covid-19'.

First, we identify that some of the findings included in this report may be perceived as
contradictory to the current landscape of LARC provision whereby users and providers alike
are struggling to access and provide sexual and reproductive health care at all due to services
being suspended. In some cases, services have come to a halt, whilst others have been
operating a reduced capacity and only seeing people with severe symptoms face-to-face.
Overall resources are significantly strained including because of limited staff due to
redeployment. It is crucial to emphasise that the nature of this report is not intended as a
challenge to LARC providers working in precarious and adverse conditions. Instead the report
is grounded in a commitment to improving conditions for LARC users and providers alike
with the intention of safeguarding future use of LARC for those who want it and those who
require LARC removal. This is important to maintain the autonomy and uphold the human
rights of all (potential) users of sexual and reproductive healthcare services.

We suggest that this is important now more than ever as the Covid-19 pandemic continues to
exacerbate the already fragile sexual and reproductive service landscape that has resulted
from years of chronic underfunding. Naturally, in the post Covid-19 recovery period, cost-
effectiveness of services and interventions will be high priority. In this context
acknowledging users as experts in their own experiences and bodies and facilitating them to
select the method that best suits them is likely to increase rather than reduce the cost
effectiveness of service delivery as method use is sustained.

This report can function to highlight the ways in which reproductive rights can be eroded,
however unintentionally, particularly when the views of those who continue to experience
challenges and barriers when accessing sexual and reproductive healthcare continue to
remain absent from the conversation; and to stress that any measures taken to cost-save
should not be at the expense of a service user’s autonomy. Indeed, history offers us both
national and international lessons about the impact and aftermath of crisis on the rights of a
nation’s population. Rather than the findings in this report being a ‘threat’ to LARC and the
LARC provision system, we consider them instead as important evidence to help safeguard
the rights of LARC users and the professional standards of providers at this time of collective
vulnerability.
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Summary

Long-acting reversible contraception methods (sometimes called ‘LARC’) are increasingly
popular in the UK. These methods — the implant, intrauterine device (IUD), intrauterine
system (IUS) and contraceptive injection (‘depo’) — are highly effective at preventing

pregnancy. They last for months or years
and because they are usually inserted and
removed by a healthcare provider, there’s
less room for the ‘user error’ that can
reduce effectiveness in other methods like
the contraceptive pill or condoms.?

LARC can offer many benefits for individual
contraception users and for the health
system. For some users, LARC methods can
be a reliable, private option to exercise
greater control over the consequences of
sexual encounters. For policy makers and
providers, increased uptake of LARC can
reduce numbers of unintended pregnancies
and be more cost-effective for the health
service.

However, some people from marginalised
groups have expressed concern that LARC
methods are disproportionately targeted at
their communities.# More recent concerns
in the UK range from how funding cuts and
the fragmentation of services can
jeopardise access to appointments and
reduce range of methods available,® to
whether some people may feel pressure to
use LARC or delay removal,® to whether it is
ethical to require LARC uptake for access to
government-funded support services.’

A goal of the report was to bring a
human rights perspective to how we
think about LARC in the UK. This
human rights perspective means the
report-

9 s based on individual’s
accounts of their own
experiences; and

focuses on those areas where
things have gone wrong or
care has fallen short of the
agreed standards.

This does not mean that we do not
acknowledge the benefits of LARC or
the positive experiences of many
users. We also understand that people
providing LARC and LARC services are
overwhelmingly motivated to improve
people’s health and wellbeing.
However, our intention in this report is
to share some of the challenges
involved in LARC provision with the
hope that this critical perspective will
ultimately support a rights-based
provision of LARC and best user
experience possible.

TNHS Digital (2019) Sexual and Reproductive Health Services (Contraception), England, 2018/19 [NS]

2 See NHS (2020) Your contraception guide

3 See National Institute for Health and Care Excellence (2005) Long-acting reversible contraception; and Public Health
England (2018) Contraception: Economic Analysis Estimation of the Return on Investment (ROI) for publicly funded

contraception in England

4 Dorothy Roberts, Killing the Black Body: Race, Reproduction, and the Meaning of Liberty (Penguin, 1997); Jacob’s Institute of
Women’s Health (2016) Long-acting reversible contraception: Overview of Research & Policy in the United States; Beverley
Bryan, Stella Dadzie, Suzanne Scafe, Heart of the Race: Black Women'’s Lives in Britain (Verso, 2018)

> See Royal College of General Practitioners (2017) Sexual and Reproductive Health: Time to Act; and APPG SRH (2020)

Women’s Lives, Women'’s Rights: Full Report

6 See Elspeth Wilson (2019) ‘Why contraception needs a ‘Me Too Movement’

7 See Alison Scott (2019) ‘Why we must support women to make their own contraceptive choices’; Maria Fotopoulou and
Tessa Parkes (2020) Why we need to ask questions about the birth control conditions attached to treatment for women
who ask drugs; Wale and Rowlands (2020) The ethics of state-sponsored and clinical promotion of long-acting reversible
contraception; Broadhurst et al. (2015) Vulnerable birth mothers and repeat losses of infants to public care: is targeted

reproductive health care ethically defensible?
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file://///lancs/homes/55/easthamr/My%20Desktop/BPAs%20Report/Vulnerable%20birth%20mothers%20and%20repeat%20losses%20of%20infants%20to%20public%20care:%20is%20targeted%20reproductive%20health%20care%20ethically%20defensible%3f

The purpose of this project is to expand the critical conversation on how LARC services can
best support the reproductive rights of all people in the UK. To do this we spoke to a range
of LARC users and professionals about the goals, challenges, and realities of LARC care. We
evaluated these experiences against the World Health Organization’s (WHO) standards for
human rights in contraception services, with a focus on access, informed decision-making
and non-discrimination.

‘LARC professionals’ in this project
refers to a diverse range people with
roles within which there is interest in
or engagement with LARC users and
LARC provision this includes: social
and health care providers, activists and
academics

‘Black and People of Colour is the
preferred terminology used by the
Decolonising Contraception team
when referring to those experience
marginalisation due to racism.
However, we acknowledge the
limitations of this term and that other
terms such as ‘BAME/R’ — Black, Asian,
Minoritised Ethnicities - are widely
used.

This project is inclusive of all gender
identities and recognises that many
people may have a requirement for
long-acting reversible contraception
methods who do not identify as
women. We will use gender-neutral
language when referring to
populations of users or where the
gender identity of individuals or a
group is unknown (for example ‘LARC
users’ and the individual pronoun
‘they’). We use gender-specific
language where individuals have
shared their gender-identity with us.

We believe it is particularly important to
examine the UK LARC provision framework
in light of the history of State intervention
in people’s reproductive lives. While
contraception is often celebrated as a force
of empowerment, it has also been used
historically by the State to control the
fertility of groups whose reproduction is
not valued. The UK’s own history of the
contraceptive injection Depo-Provera, an
early popular LARC, begins with leading
Black women’s groups mounting campaigns
against coercion in the tailored delivery of
the injection to Black, poor and migrant
communities. Groups including the
Organisation of Women of African and
Asian Descent (OWAAD), the Brixton Black
Women’s Group and Campaign Against
Depo-Provera (CADP) led successful
campaigns raising awareness of the
injection’s effects and challenging its
targeted use towards working class and
ethnic minority communities.

Between December 2019 and May 2020, we
conducted research with LARC service users
and LARC professionals.

9 LARC service users: we ran an online
survey with 983 respondents of whom 53.9%
were current LARC users;

9 LARC service users: we conducted 22
one-to-one interviews and ran a safe-space
workshop with 7 self-identifying Black and
People of Colour participants.

9 LARC professionals: we conducted 18
one-to-one interviews with professionals
involved with the provision of LARC in the
UK.

Full ethical approval for this project was obtained from Lancaster University Research Ethics
Committee in December 2019. The accounts obtained were analysed thematically using a
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coding framework developed by three members of the research team. This report presents
findings derived from coding across the experiences of our participants against the WHO
standards for human rights in contraception services.

The key findings echo those of the recent All-Party Parliamentary Group’s for Sexual and
Reproductive Health (APPG SRH) that the UK is failing to ensure accessible services for LARC
provision for those who want to use it It is also failing to equip providers with the resources
necessary to provide an accessible, comprehensive contraceptive service inclusive of LARC.

In addition, potential users who are ambivalent about LARC, or who do not want to use LARC
methods, report pressure to use LARC methods. Providers also report pressure from their
organisations, from commissioner-set targets or from the professional norms related to
efficacy and cost-effectiveness, to secure uptake of LARC methods over and above other
contraception options. These factors compromise users’ rights to informed decision-making
and non-discrimination in the provision of services.

The report will make preliminary recommendations about LARC provision. However formal
consultation work based on the findings presented here will be undertaken further to the
publication of this report. This collaborative venture will generate meaningful
recommendations suitable to different stakeholder groups. These will be published
separately as an addendum to the report.

8 APPG SRH (2020) f : i
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Recommendations

An understanding and explicit commitment to Reproductive Justice in the UK context from
the ‘top down,” cascaded through SRH services, would be invaluable to safeguard rights in
LARC provision.” Consistent with the findings of this report about LARC provision in the UK
context, we conclude that the sector requires some improvement to deliver person and
rights centred LARC services. Our initial recommendation areas and definitions are as follows:

1 Legitimacy — working to

ensure modes of LARC
provision always have a
‘legitimate’ (non-
discriminatory) aim and
outcome e.g. welfare. This
also includes working to
directly tackle

These are preliminary recommendations about
LARC provision drawn from the research findings
by the project team. Formal stakeholder
consultation work will be undertaken further to

the publication of this report. This collaborative
venture will generate meaningful
recommendations suitable to different
stereotypes related to stakeholder groups which will be published

race, sex, gender, age and separately as an addendum to the report.
other characteristics of

LARC users.

Accessibility— equitable
access including for removal of LARC methods. This includes consideration of who is
included and excluded by a LARC service or initiative.

Resources - to permit time, safe space, conversation and information sharing to
support fully informed consent.

Challenge — challenging assumptions and norms about LARC. A recognition that
there is no universal ‘one size fits all’ in relation to LARC and wider SRH services.

Following are some prompts to consider in relation to each of the recommendation areas.

Legitimacy

T

T

T

The aim of guidelines and practice targets may be legitimate (e.g. welfare, improve
contraceptive method mix) but are there unintended outcomes? What novel or
existing tools can we use to protect against discriminatory consequences?

What role do stereotypes play in who we think is ‘best suited’ to LARC and what
stereotypes do current ways of providing LARC reinforce?

Do certain characteristics always mean ‘LARC is best?' E.g. if someone has a health
condition, multiple sexual partners, is young, does that mean LARC is always the best
option?

What is the role of material resources in making LARC users included (or otherwise)?
e.g. implant dummy skin colour, marketing materials and layout of the clinic space.

9 See for example: Ross (2018) Reproductive Justice as Intersectional Feminist Activism; Ricky Solinger and Loretta Ross,
Reproductive Justice: An Introduction (University of California Press, 2017)

LARC in the UK 1


https://www.tandfonline.com/doi/full/10.1080/10999949.2017.1389634

12

Accessibility relates to more than opening hours and disabilities adaptations — what
other things are important to support/include people in spaces where LARC is
provided?

Who is typically absent from spaces that provide LARC? Why may that be? E.g. people
with dependents, full-time workers, Black and people of colour service users, LGBTQ+
people

What is the role of monitoring in understanding who currently accesses LARC services
and the mechanism for finding out how this could be improved?

How can the LARC removal offer best match the offer for LARC insertion to empower
LARC users and potential users?

Resources are limited — in what ways could existing resources be reformulated to
better meet the needs of LARC service users?

In what ways can we diversify resources to ensure LARC users have access to
information that’s meaningful and trustworthy to them?

Clinical factors are not the only thing that matters to LARC users — social, emotional,
political, economic and practical factors all matter too. To what extent does providing
only clinical information limit users experience of ‘fully informed decision-making?

LARC is very effective for the healthcare system if use is sustained. However, for many
users the most effective methods are not necessarily the most desirable — consider
other factors that matter to the user too.

How do LARC user and LARC provider priorities align and how are they mismatched?
What can be done to reconcile the two?

In considering contraception ‘user error, it is important to remember that abortion
and/or unintended pregnancy is not the ‘worst possible’ outcome for many people.

Histories matter — both individual life history experience and collective histories.
Many groups and individuals have good reason to feel distrustful of LARC (provider-
dependent) methods and associated practices.

‘LARC is best’ — how can we be LARC inclusive to widen contraceptive choice, avoid
method-centred, directive counselling and maintain person-centred care?

LARC in the UK
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Background

The term ‘Long-acting Reversible Contraception’ (hereafter ‘LARC’) is used to describe
contraception methods that require administration less than once in a menstrual cycle or
once a month. In the UK, this includes:"®

i Contraceptive implant (effective for three years);

9 Intrauterine device, sometimes called the ‘IUD’ or ‘copper coil’ (effective for 5 or 10
years);

1 Intrauterine system, sometimes called the ‘IUS" or ‘hormonal coil’ (effective for 3 years
or 5 years);

9 Contraceptive injection, sometimes called ‘depo’ (effective for 8 weeks or 13 weeks).11

Over the last 15 years, the UK has championed LARC as highly reliable, cost-effective
methods of preventing unintended pregnancies. For example:

1 The leading 2005 clinical guideline of the National Institute for Health and Care
Excellence (NICE) (updated July 2019) recommended increased LARC uptake on the
basis that its effectiveness does not depend on the person remembering to take or
use the contraceptive.”?

9 England, Scotland and Wales have aimed to improve access to LARC and information
about LARC in all recent reproductive and sexual health policies.”®

9 Pay for performance targets e.g. Quality Outcomes Framework (QOF) indicators, used
in primary care' and commissioning frameworks e.g. Commissioning for Quality and
Innovation (CQUIN), have been used to encourage counselling about LARC methods.”

Although improvements in awareness about LARC methods and a wider contraceptive menu
are beneficial for contraception users as they broaden their options, the translation of policy
and guidelines into practice may present challenges. For example, in the NICE pathways
‘Commissioning and planning contraceptive services for under 25s’ it is suggested to: ‘Use
CQUIN indicators and other arrangements and processes to improve the uptake of effective

10 Note: the Faculty of Sexual and Reproductive Healthcare (FSRH) has provided advice during COVID-19 that some LARC
forms are very likely to be effectlve for contraception for a year or more, longer than is usually recommended: for the full
adV|Ce see: FSRH (2020) A f omen seeking contraception, abortion and other sexual and reproductive healthcare
during the COVID )-19 pan

n The contraceptlve injection is not universally considered LARC because it requires more frequent administration than the
others. In particular Scotland does not include the injection in LARC reporting. We have included the injection in this
report but we acknowledge the variation between the methods within the broad ‘LARC’ shorthand.

12See NICE (2019; p5) N le h; NICE (2019) Long-acting Reversible Contraception: Clinical Guidance

3 Department of Health (2013 p4 33) ork for Sexual Health Improvement in England, The Scottish Government

(2015; p10-11, 14, 51, 69) The Sexual Health and B.rwd Borne Virus Framework: 2011-15; and The Scottlsh Government (2015 p4)

Sexual Health and Blood Borne Virus Fram k: 2015-2020 Update; Public Health Wales (2018; p10) Sexual Health Review

2017/2018: A Review of Sext ) il

“Maetal (2020) Impact o/ a pay-for-perf;

Study

15 See NHS (2020) Commissioning for Quality and Innovation for more information about the CQUIN scheme. Ultimately the
scheme, started in 2009 is a payment framework deﬂned by individual Clinical Commissioning Groups (CCGs) that makes
services income conditional on demonstrating improvements in quality and innovation in specified areas of care.
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http://www.wales.nhs.uk/sitesplus/documents/888/A%20Review%20of%20Sexual%20Health%20in%20Wales%20-%20Final%20Report.pdf
https://doi.org/10.1371/journal.pmed.1003333
https://doi.org/10.1371/journal.pmed.1003333
https://doi.org/10.1371/journal.pone.0092205
https://doi.org/10.1371/journal.pone.0092205
https://doi.org/10.1371/journal.pone.0092205
https://www.england.nhs.uk/nhs-standard-contract/cquin/

methods of contraception, as appropriate’ - the vagaries of which may create space for
problematic implementation in practice, albeit unintentionally.'®

Furthermore, this enthusiasm for LARC methods is also increasingly directed at certain
‘population groups’ in certain contexts, with health and social service agencies having
introduced a range of initiatives to facilitate LARC uptake as follows:

f NICE guidelines prioritise the provision of LARC methods to women seeking
emergency contraception and abortion services to reduce future unplanned
pregnancies.”

1 Drug and Alcohol Strategies to reduce alcohol-exposed pregnancies includes work to
increase the availability of midwife-provided LARC to vulnerable groups.'®

1 The Department for Education and Cabinet Office (via the Tampon Tax) has funded
Pause, a project that offers women who have experienced, or are at risk of, having
their children taken into care an intensive support service; which has been conditional
on the woman agreeing to use a LARC for the 18-month duration of the programme.'

' Women postpartum should be advised of the ‘superior effectiveness of LARC.'?°

Of course, these strategies are motivated by patient and child welfare and clinical
contraindications, not just social and economic cost-savings. Indeed, much of the effort to
stress the availability of LARC is arguably a response to the tenacity of ‘myths and
misperceptions’ about LARC methods which have limited user choice and hindered uptake.?
However, in policy and guidelines it often states, for example: ‘all methods of contraception
including LARC,?? with the emphasis on LARC here presumably intended to improve full
contraceptive choice. This framing also risks elevating LARC to a superior status ‘over’ or
‘before’ other methods paradoxically reducing choice. Increasingly there is concern from
various quarters about the way the way these policies and guidelines are being
implemented.?®

The UK LARC provision framework raises concerns about ‘targeting’ and pressure but there
are also clear challenges related to resource and access. Most recently an inquiry by the All
Party Parliamentary Group for Sexual and Reproductive Health (APPG SRH) has
comprehensively illuminated the challenges in their report ‘Women'’s Lives, Women'’s

16 NICE (2014) Commiss “ontraception services for under-25s

7 National Instltute for Health ahd Care Excellence Contraceptlon (Quality standard, NICE, 8 September 2016)

18 Greater Manchester Health and Social Care Partnership and NHS in Greater Manchester, ‘Reducing Alcohol-Exposed
Pregnancies in Greater Manchester’ (Briefing note provided to BPAS on request in 2019) Greater Manchester Health and
Socral Care Partnershlp and NHS in Greater Manchester (2019) Programme launched to prevent unborn children being

19 Thls use of the LARC condition was the case at the time of completing the research and writing the report. The Pause
model has evolved during this period and the circumstances have changed by the time of publication. Further detailed
information can be found in the Non- D|scr|m|nat|on section of the report. For other Pause mformatlon see: Katie

McCracken et al (20l7 6, 45) jation of Pause: Research report; Boddy et al. (2020; 62) £ of Pause; Pause (2019)

0 FSRH (2017) on After c

5 See for example Gla5|er et al (2008) Att

2 FSRH (2017) traception After oy

2 Wale and Rowlands (2020) he ethic ',u/ state-s
An event called Long-Acting Reversible Contrac on (LARC): Explc g oductive l\mhl in br]l ain,
hosted in Manchester in January 2020, unlted approxmately 40 academlcs and practltloners who broadly speakmg shared
the same concerns about how policy and guidelines were being translated into practice.

n Scotland to contraception: a qualitative study to explore the
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https://www.nice.org.uk/guidance/ph51/resources/contraceptive-services-for-under-25s-pdf-1996413367237
https://www.gmhsc.org.uk/news/campaign-launched-to-prevent-unborn-children-being-harmed-by-alcohol/
https://www.gmhsc.org.uk/news/campaign-launched-to-prevent-unborn-children-being-harmed-by-alcohol/
https://d1wqtxts1xzle7.cloudfront.net/54301934/Evaluation_of_Pause.pdf?1504183124=&response-content-disposition=inline%3B+filename%3DEvaluation_of_Pause.pdf&Expires=1604588356&Signature=H5XaxjC8bT7A2dBw5UUFJfhwjUx8wM3JC6iJ0MHQha14Pf4KFbNs0--O0~nK19Hg6wIMcJDQY9m-c9nkFBgwh1a1VjkRxX34fRHkH-qCaNhXz4Z8tKeU1RGCDkv86BmuTVV7pKwBGe-GBBr-IsCbjB1Wcm8D7OGFMFgQ-NKZ-V9yljNABiWKP274EEF5uMOOGOR3eoQQ1IvtcReR69bpyg~Q1y42V4A~DD46S1~aNZdsZqLeUfh5NdIII2CSm~RbnccB77aayIYpcgiA6VnF~8Msz7~AXjImRoG4GBFpMF29oN1JA4F8Ch02MAy0aigAAVAeo~425PYple24RF1Ykg__&Key-Pair-Id=APKAJLOHF5GGSLRBV4ZA
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/932816/Pause_-_Sussex.pdf
https://www.pause.org.uk/what-we-do/the-pause-model/
https://www.fsrh.org/news/new-fsrh-guideline--contraception-after-pregnancy/
https://srh.bmj.com/content/34/4/213.short
https://srh.bmj.com/content/34/4/213.short
https://www.brook.org.uk/your-life/myths-about-long-acting-reversible-contraception-larc/
https://www.fsrh.org/news/new-fsrh-guideline--contraception-after-pregnancy/
https://srh.bmj.com/content/early/2020/06/16/bmjsrh-2020-200630
https://thomasg23.wixsite.com/larc

Rights’2* The 2012 Health and Social Care Act relocated contraception provision in England
from the NHS exclusively meaning the responsibility is now shared between Local
Authorities, NHS England and Clinical Commissioning Groups (CCGs). This complex and
fragmented commissioning structure combined with year-on-year budget cuts have put
pressure on the provision of all contraception including LARC. The APPG SRH Report found
amongst other things: 1) the ‘choice of both method and location of provision is being
eroded’; 2) that ‘one third of women cannot access contraception from their preferred
setting’; 3) and that ‘people from deprived or marginalised groups are particularly affected.” In
short, mirroring findings by the Advisory Group for Contraception (AGC), that contraceptive
and sexual health services are ‘at a tipping point.”> With lack of accountability also identified
as a problematic factor in terms of contraception provision currently, the future of services
and what this means for LARC provision is unstable.

In addition, we now face the unfolding impacts of Covid-19 which have been acknowledged
globally as likely to disproportionally impact women, girls and people from marginalised
groups whilst exacerbating existing sexual and reproductive health inequities.?® There are
signs that the already-precarious access in the UK has worsened during COVID-19, with some
services forced to closed entirely. An initial survey of members of the British Association for
Sexual Health and HIV (BASHH) published in April 2020 showed 54% of respondents were
unable to provide LARC as a preferred contraception.?’ Similarly the specific Covid-19 section
in the APPG SRH inquiry identified that LARC services were not only suspended during the
March-June 2020 period, but they are likely to be disrupted in the longer term as LARC
presents a financial and practical disincentive’ for providers (especially GPs) for whom they
are ‘unprofitable.”®

The landscape of LARC provision in the UK is frequently dominated by economic
considerations but there are some other ‘hallmarks’ of LARC provision which are also
appropriate to consider in relation to the content of this report.

1 It is often assumed that the effectiveness of LARC for pregnancy prevention will mean
these methods are seen as more desirable than other options for users.

UK ‘mainstream’ framing of contraception and LARC is lacking in historical memory. It
ignores the ways that provider dependent contraception has been used in oppressive
ways in the past, and the legacies of this, especially for people who belong to groups
that have been targeted and oppressed.

1 Afocus on the way in which actions or behaviours in pregnancy may harm fetuses has
led to growing emphasis on the use of LARC in particular women deemed to make a
pregnancy “riskier”, for example those using certain medications for their own health
or with a higher BMI.

24 APPG SRH (2020) Wo SR Full Report
% Advrsory Group on Contraceptlon (AGC) (2018 4) g point: An audit of cuts to c
conseque r wome AGC(2016) vate live: blic health: Tt
RCOG/FSRH (2017) Joint statemer > King's Fund councils’ p
) ; Helen Stokes Lampard et al (2017) productive z/ /r Trrrrr to
26 Hall et al (2020) tring se oductive healt /) and justic | COVID
%7 British Association for Sexual Health and HIV (2020) BASHH COVID 19 Sexual Health Clrnlcal Thermometer Survey: Initial
ResultsSnapshot ttps.//membe shh.org/Documents,/CC )/BASHH220COVID

nd their
in England

blic health in

2 APPG SRH (zozo) Women’s Lives, Women's Rights: Full Report
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https://www.fsrh.org/documents/womens-lives-womens-rights-full-report/
http://theagc.org.uk/wp-content/uploads/2018/11/At_tipping_point_AGC_Nov_18.pdf
http://theagc.org.uk/wp-content/uploads/2018/11/At_tipping_point_AGC_Nov_18.pdf
http://theagc.org.uk/wp-content/uploads/2016/12/Private-lives-public-health-Final.pdf
http://theagc.org.uk/wp-content/uploads/2016/12/Private-lives-public-health-Final.pdf
https://www.rcog.org.uk/en/news/rcogfsrh-joint-statement-on-the-kings-fund-analysis-of-local-councils-planned-cuts-to-public-health-in-201718-in-england/
https://www.rcog.org.uk/en/news/rcogfsrh-joint-statement-on-the-kings-fund-analysis-of-local-councils-planned-cuts-to-public-health-in-201718-in-england/
https://www.rcgp.org.uk/-/media/Files/Policy/Media/8895-RCGP-Sexual-Health-online.ashx?la=en
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146687/
https://members.bashh.org/Documents/COVID-19/BASHH%20COVID-19%20Clinical%20Thermometer%20Survey%20-%20First%20Round%20Results%20Snapshot%20.pdf
https://members.bashh.org/Documents/COVID-19/BASHH%20COVID-19%20Clinical%20Thermometer%20Survey%20-%20First%20Round%20Results%20Snapshot%20.pdf
https://www.fsrh.org/documents/womens-lives-womens-rights-full-report/

1 LARC and wider contraception users are typically presumed to identify as female and
heterosexual in ways that may obfuscate the diversity of gender and sexual identity of
LARC users.

1 LARC and contraception resources in the UK are typically limited in terms of any
reference to users’ rights?? which we move to consider in the next section: Human
Rights.

2 |n contrast, the recent APPG SRH (2020) report is explicitly framed in relation to rights i.e. Women's Lives, Women's Rights.
It does appear that rights are increasingly a feature in conversations in sexual and reproductlve health in the UK context

LARC in the UK 17


https://www.fsrh.org/documents/womens-lives-womens-rights-full-report/

Human rights

What are human rights?
Human rights are the rights and freedoms that belong to every person in the world.

They are based on shared values like dignity, fairness, equality, respect and independence.*°

Why are we talking about human rights and contraception services?

The World Health Organization (WHO) has said that it is important for all States to provide
contraception services that respect, protect, and fulfil people’s human rights.”'

In particular, the WHO says that States should make sure they meet the following human
rights standards in how they provide contraception and information about contraception.

T AVAILABILITY, ACCEPTABILITY & QUALITY: there should be enough open, working
services providing respectful care to meet people’s needs.

9 ACCESSIBILITY: people should be able to find and use these services.

T NON-DISCRIMINATION: services shouldn't treat people unfairly, worse, or make
assumptions about what they need because of their race, ethnicity, age, gender
identity, religion or sexual orientation.

I INFORMED DECISION-MAKING: people should be able to make their own free
decisions about whether to use contraception, what kind, and when to stop.

T PRIVACY AND CONFIDENTIALITY: services should respect people’s control over
their bodies and over information about them.

9 PARTICIPATION AND ACCOUNTABILITY: people should be able to take part in
deciding policies that affect them and take action where they are not happy with
how they are treated.

What does this mean for the UK?

The UK, like other States, must meet these standards in its contraception services. This
responsibility comes from the UK’'s commitments in international human rights treaties and
domestic law.

The UK is a party to international human rights treaties that protect the human rights that
the WHO has said are important for contraception services. These include:

9 The right to health.>

30 Equality and Human Rights Commission (2019) ‘What are human rights?; United Nations (1948) Universal Declaration of
Human Rights

3 World Health Organization (2014) Framework for ensuring human rights in the provision of contraceptive information and
services

32 |nternational Covenant on Economic, Social and Cultural Rights, Article 12; and Convention on the Elimination of All Forms
of Discrimination Against Women, Article 12 and 16(1)(e) (“CEDAW”)
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https://www.equalityhumanrights.com/en/human-rights/what-are-human-rights#:~:text=Human%20rights%20are%20the%20basic,choose%20to%20live%20your%20life.
https://www.un.org/en/universal-declaration-human-rights/
https://www.un.org/en/universal-declaration-human-rights/
https://www.who.int/reproductivehealth/publications/family_planning/framework-hr-contraceptive-info/en/
https://www.who.int/reproductivehealth/publications/family_planning/framework-hr-contraceptive-info/en/
https://www.ohchr.org/en/professionalinterest/pages/cescr.aspx
https://www.ohchr.org/EN/ProfessionalInterest/Pages/CEDAW.aspx
https://www.ohchr.org/EN/ProfessionalInterest/Pages/CEDAW.aspx

0 The United Nations Committee on Economic, Social and Cultural Rights has
said that barriers to contraception and lack of accessible reproductive and
sexual health services violate the right to health.?

| The right to respect for private and family life.34
0 Privacy includes someone’s control over what happens to their body.

0 It includes the ability to decide whether or not to have a child and become a
parent. It includes choosing the circumstances in which to become a parent.®

1 The right to enjoy these rights without discrimination of any kind based on any
ground such as sex, race, ethnicity, colour, religion, disability, age, sexual orientation
or gender identity.3

The UK's responsibility to protect human rights is also found in domestic legislation and
decisions of Courts.

1 The Human Rights Act 1998 incorporates the rights protected in the European
Convention on Human Rights.

1 The Equality Act 2010 includes a requirement for public authorities (such as the NHS)
to think about the need to eliminate unlawful discrimination, advance equality of
opportunity, and encourage good relations between people who share a protected
characteristic®” and those who don't.38

Why is this important?
Protecting human rights is important to help make the UK a fair and safe place for all.
Protecting human rights can also help to improve the care that we provide to people.

Human rights set the standards that we can expect public authorities to meet when providing
care. When these standards are not met, human rights can give people the power to speak
up, to challenge their treatment and to call for change.

33 United Nations Economic and Social Council Committee on Economic, Social and Cultural Rights, General Comment No.
22 (2016) on the right to sexual and reproductive health (article 12 of the International Covenant on Economic, Social and
Cultural Rights)

34 European C on on Human Rights, Artlcle 8

3 Council of Europe Women's sexual and reproductive health and rights in Europe (Issue Paper, 2017) 54; and CEDAW
Articlel6(1)(e)

3% Protected in CEDAW, Articles 1to 2; Convention on the Rights of Persons with Disabilities, Article 5, European Convention
on Human Rights, Article 14. See also UN Commlttee on Economic, Sooal and Cultural nghts General Comment \lo 20
Non-discrimination in economic, social and cultural rig ghts (art. 2, para. 2), of the International Covenant on Economic,
Social 2 u 5) (2 July 2009)

3 Protected charactenstlcs are age, disability, gender rea55|gnment marriage and civil partnership, pregnancy and maternity,
race, religion or belief, sex and sexual orientation: Equality Act 2010, Section 4

38 Equality Act 2010, s 149 and see Equalities and Human Rights Commission, Public Sector Equality Duty
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http://docstore.ohchr.org/SelfServices/FilesHandler.ashx?enc=4slQ6QSmlBEDzFEovLCuW1a0Szab0oXTdImnsJZZVQfQejF41Tob4CvIjeTiAP6sGFQktiae1vlbbOAekmaOwDOWsUe7N8TLm%2BP3HJPzxjHySkUoHMavD%2Fpyfcp3Ylzg
http://docstore.ohchr.org/SelfServices/FilesHandler.ashx?enc=4slQ6QSmlBEDzFEovLCuW1a0Szab0oXTdImnsJZZVQfQejF41Tob4CvIjeTiAP6sGFQktiae1vlbbOAekmaOwDOWsUe7N8TLm%2BP3HJPzxjHySkUoHMavD%2Fpyfcp3Ylzg
https://www.echr.coe.int/Documents/Convention_ENG.pdf
https://rm.coe.int/women-s-sexual-and-reproductive-health-and-rights-in-europe-issue-pape/168076dead
https://www.ohchr.org/EN/ProfessionalInterest/Pages/CEDAW.aspx
https://www.ohchr.org/EN/HRBodies/CRPD/Pages/ConventionRightsPersonsWithDisabilities.aspx
https://www.echr.coe.int/Documents/Convention_ENG.pdf
https://www.echr.coe.int/Documents/Convention_ENG.pdf
https://digitallibrary.un.org/record/659980?ln=en
https://digitallibrary.un.org/record/659980?ln=en
https://digitallibrary.un.org/record/659980?ln=en
https://www.legislation.gov.uk/ukpga/2010/15/section/4
https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty

Non-discrimination

This project was inspired in the first
instance by concerns about how some

N . Non-discrimination means:
current UK initiatives and practices may

disproportionately target certain 1 services eliminating the
marginalised groups for use of LARC stereotypes and prejudices about
methods, or place a condition of LARC use race, ethnicity, age, gender identity,
on access to services and support such as in religion or sexual orientation that
the case of Pause. During the life of this can produce pressure for people to
research project Pause shifted their make certain contraceptive

position on requiring acceptance of a LARC choices.
in order to access their support. This
change, which we will cover in more detail
later in this section, came about further to
an independent review of Pause and
evidence that the LARC use condition may
create ‘ethical tensions’ and ‘unintended
consequences’ — tensions and consequences that overlap with the ‘informed decision
making’ section of this report. Beyond targeting and conditional use, the accounts of LARC
provision that we collected from the interviews with service users expanded our
understanding of how LARC support can be unequal.

supporting people to access care
and make free decisions on an
equal basis with others.

This section of the report documents how users experience discrimination in relation to
LARC provision. It outlines how:

9 Services fail to ensure an inclusive environment for all LARC users.

9 Services fail to ensure Black and people of colour LARC users, younger LARC users
and disabled LARC users are heard and accommodated.

9 Assumptions about who can use contraception responsibly and who is ready for
parenting can limit users’ ability to access care and make free decisions about their
own contraception use.

LARC User Perspectives

The doctor seemed to have rules about who should get what contraception
despite all being viable options in theory. Anon, 21, Survey

Unequal and exclusive access to support

The Background section highlighted how the UK is currently experiencing significant issues
with access and resources related to LARC provision, and that these challenges will
disproportionately impact people from disadvantaged and marginalised groups, widening

3 Boddy et al. (2020; 62) Evaluation of Pause
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https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/932816/Pause_-_Sussex.pdf

existing health inequities.*° We heard directly
from our participants how barriers to access
The contraceptive patch is not can be particularly acute for those LARC users
considered a LARG in the LIK who identify as Black or from minoritised
(although it is in some other communities, who are considered young
country contexts e.g. USA). The (under 18/under 25) and/or those who have a
example that follows about the disability. Users described their experiences of
colour of the patch, highlights services dismissing their concerns and failing to
further some of the discriminatory accommodate their contraception needs in
aspects of LARC provision myriad ways.

internationally. This participant

was frustrated that the Failures to include Black and people of colour
contraceptive patch is only users in posters, marketing, and other service
available in a colour designed to resources is exclusive and can make it hard to
blend with a white skin tone. relate. This acts as barrier to access. For
example, Black participants pointed to the
white flesh tone of the implant tester dummy
arm:

So the implant tester dummy is[...]like an arm but it's not a full arm. And it just

kind of shows you how the implant feels beneath the skin. And the skin on that

kind of dummy is white and it's remained white for whatever because the one |
saw at 16 to the one | saw in the group interview was still white. So I've never
seen a Black dummy where they actually had some like fake black skin and put
an implant underneath it to show and normalise it for like young Black people

what it looks like underneath the skin. And that’s kind of the basis of most
sexual health demonstrations with dummies, they are always a white skin tone
so | can never see myself in it or know what it would look or feel like almost.
Even though | can see it. NUMBER ONE, 25, Interview

Because | really liked the patch, but it's white, like it doesn't blend in with
everything, and that's one of the things that's important it’s like really discreet.
Dee, 20, Workshop

Black and People of Colour users valued being able to see a Person of Colour in a healthcare
setting with concerns raised about whether they would be heard, and feel comfortable
enough in spaces where this was not an option:

40 APPG SRH (2020) Women'’s Lives, Women'’s Rights: Full Report; Hall et al. (2020) Centring sexual and reproductive health
and justice in the global COVID-19 response
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https://www.fsrh.org/documents/womens-lives-womens-rights-full-report/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146687/
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC7146687/

And | felt like because my doctor was a person of colour, like she just
understood a bit more and she wasn't trying to baby me or enforce some idea
of me that she had before. Dee, 20, Workshop

However, this can also be daunting due to concerns about being recognised or the provider
have ties to that community:

| would prefer a Black woman but | also see that Auntie behind the reception
that's just looking at me funny, and it's like: OK you've been having sex. Stacey,
24, Workshop

Or being judged against racist stereotypes*:

Firstly, I'm a Black woman, you can sometimes be looked at a sexually
promiscuous, you're kind of looked at as why are you having sex especially if
you're served by members of your own community. So | definitely think
there's kind of a stigma there which is why irrespective of someone's race,
gender etc., they should bear in mind that this is your experience and it
shouldn't be judged and it should be a safe space. Number One, 25, Interview

Services also fail to accommodate different physical needs. Nia, 29 described being “partly
shut out” of clinic settings and having to “make do” with very difficult, inaccessible services
and facilities for a wheelchair user, including for LARC fittings:

They did ask if | could get up on to the bed, which I couldn’t, so | had to
sort've lean on to a table, with my arm out, so to get my arm in that position
and relax it at the same time was quite difficult because | couldn’t on the bed.

So, although it was done anyway, you know, it would've been a lot more

comfortable and a lot easier if | could’ve got on a bed. NIA, 29, Interview

The sexual identities of our LARC user participants were diverse e.g. out of 22 LARC user
interview participants, only 6 (27%) identified as ‘heterosexual.*? However assumptions
about sexual orientation and gender identification are inherent in many contraceptive
services, which also function to exclude:

41 See for example Ntinu (2017) Hyper-sexualisation: the realities of my black, female body: https://gal-dem.com/hyper-
sexualisation-black-female-body/
42 For full demographics of the different sample groups, see the Methodology section.
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https://gal-dem.com/hyper-sexualisation-black-female-body/
https://gal-dem.com/hyper-sexualisation-black-female-body/

| don't often get the choice but | really like when services are openly LGBT
friendly [..] the default is like you're having sex with men, like that’s it and
there’s no question about. Dee, 20, Workshop

Not believed, not understood

Participants’ perceptions that they were not heard or believed by their providers were
commonplace. Some described how providers would make assumptions about their health
based on racial stereotypes:

HOW they talk to you as a young Black woman. In particular parts of the UK,
it's like, ‘oh this is very typical of you’, or ‘you're just a number, deal with it’,
you know. ‘Take some ibuprofen’, or you know, ‘take another anti-
inflammatory’. And it’s like: why don’t you just help me? Kelly, 25, Workshop

‘Playing the game’ was described when experiencing side-effects as presenting as their
‘normal Black self’ was not enough to be taken seriously. Stephanie talked for example about
preparing for appointments and making sure to bring a full record of medical notes:

Not because | don't trust them as medical professionals, but | don't trust them
to believe who /am. So | need to prepare as much as | can to make sure that
you give me what | need.Stephanie, 25, Workshop

By contrast, others shared positive experiences when they felt heard by practitioners:

The sexual health clinic | went to at the beginning of the year | saw a Black
nurse and | think she had — she was trying to remind herself you know this is
not my sister be professional, but we cracked jokes and it just helped me feel
a lot more secure and | felt like | was equipped with the proper information,

that if this thing doesn't work for me, in the next 6 months, | will be alright.

Melissa, 30, Workshop

Assumptions and stereotypes about other aspects of identity were also included by
participants. In particular, the implications of (young) age was a key theme especially from
survey participants, for example:

| clicked on this survey because myself and many of my friends at university
were pushed to use LARC by mostly female NHS nurses and doctors, even if
this was not our preference and we had stated so multiple times before. The
insinuation or outright comments made by these medical professionals were
that we were too young/irresponsible to use a contraceptive method other
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than LARC. These comments were often made repetitively even when we
asked for them to stop and seemed to be founded on no other evidence than
the stereotype that because we were all young, sexually active woman at
university, we must also be irresponsible, promiscuous, and forgetful. These
experiences are deeply upsetting and further, | believe that they could stop
women getting access to medical care they need and deserve, without shame
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