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1. Introduction 

According to the European Contraception Policy Atlas, the United Kingdom (UK) is consistently 

ranked among the best in Europe for overall access to contraceptives and contraceptive counselling 

and availability of online information.1 A 2019 report developed by the United Nations found that use 

of any contraceptive method among women of reproductive age is substantially higher in the UK 

(71.7%) than the European average (56.1%) and higher than the Northern European average (68.4%) 

(Figure 1).2 

Despite good access and historically high contraception use, rates of unintended pregnancy suggest 

there are still gaps in the effective use of contraception. For example, the Guttmacher Institute reports 

that 545,000 pregnancies annually are unintended (almost half of the annual total of 1.15 million 

pregnancies) (Figure 1).3 Unintended pregnancies are associated with a large socioeconomic burden 

for women.4 Nearly 200,000 of annual unintended pregnancies end in abortion, which leads to 

additional emotional impact for women and a societal-level economic impact. Additionally, recent data 

show that abortions are increasing in number.3,5   

While a range of factors are considered in making a contraceptive decision, including efficacy, side 

effects and convenience, the World Health Organization recognises long-acting reversible 

contraceptives (LARCs), such as intrauterine devices (IUDs), contraceptive injections, and 

contraceptive implants, as among the most effective methods for preventing unintended pregnancy, 

with a failure rate of less than 1%.6 Currently, the vast majority of UK women rely on user-dependent 

methods such as oral contraceptives, contraceptive patches and contraceptive rings rather than 

LARCs. Although shorter-acting user-dependent methods innately require more prescriptions, 

prescriptions for LARCs made up only around one million of the more than seven million community-

dispensed contraceptive prescriptions in the UK in 2023.7 

Figure 1: Key statistics on contraceptive use and unintended pregnancies 

 

 

 

 

 

 

 

 

 

Sources: United Nations (2019),2 NHS England Digital7 

Note: Data on LARC prescription include IUDs, implants, and contraceptive injections 

In the context of high rates of unintended pregnancy, with LARC use making up only a small 

proportion of total contraceptive use in England, it is important to assess if there are barriers 

preventing users from accessing LARCs. Our study focused on identifying these barriers through a 

review of recent literature, validation of insights with leading England-based health care professionals 

(HCPs) and co-development of actionable policy recommendations to address these challenges in a 
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Policy Forum that included HCPs from nine countries, including England. Below, we cover the 

challenges that are most prominent in England, how they manifest, and what policy recommendations 

could help to provide more women in the country with access to LARCs. We also noted that there is 

some debate over which contraceptive methods qualify as LARCs. 8,9 While some sources include 

contraceptive injections, others exclude them because their effects are not as quickly reversible as 

those of IUDs and implants.10 For this reason, not all the available evidence covers contraceptive 

injections. Therefore, we will mostly focus on IUDs and implants and mention contraceptive injections 

explicitly when available data permit. 

Note: We focus on the health care system in England. Other devolved nations of the UK are not 

covered explicitly in this analysis but may experience many of the same challenges. 

2. Challenges impacting access to LARCs 

Insights from the extensive review of recent literature and conversations with expert participants of the 

Policy Forum revealed that women in England face a range of challenges when seeking access to 

LARCs. To guide targeted and effective policy action, in this paper we describe the five most 

significant barriers to LARC access in England (Figure 2). 

Figure 1: Significant policy challenges in England 

 

 

 

 

 

 

 

 

 

Source: CRA analysis 

Sexual health counselling, LARC fitting and LARC aftercare services are difficult to access, 

with many women having no local access to such services or facing long waiting times 

Access to sexual health counselling varies on a regional basis, depending on the service offerings of 

individual National Health Service (NHS) trusts and local-authority-funded sexual health clinics, but 

generally, counselling is considered difficult to access across England.11 In some areas, dedicated 

counselling services are not available at all, whereas in others, women face long waits.11 Waiting 

times for counselling were highlighted as an issue in a 2020 inquiry by the UK All-Party Parliamentary 

Group (APPG) on Sexual and Reproductive Health (SRH), which recommended that the UK 

Department of Health and Social Care should capture data on waiting times for the provision of 

contraceptive counselling.12 

Some regions in England have implemented online ‘self-counselling’ services, allowing users to read 

about their contraceptive choices and, if desired, book a LARC fitting appointment directly.13 Such an 

approach frees up the capacity of sexual health counselling services for those who could most benefit 
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from an in-person discussion (such as digitally excluded groups), but these online options are not 

available everywhere.11  

As with sexual health counselling, appointments for LARC fitting and aftercare (i.e. check-up and 

removal) are generally challenging to access, especially outside of major urban areas.11 There are a 

limited number of LARC fitting appointments, due to both the shortage of trained professionals and 

the financial unviability of LARC service provision, leading to restricted appointment times (as 

described below).14 The impact of too few trained professionals was captured in the UK APPG SRH 

Inquiry, which found that ‘a reduction in the availability of LARCs in General Practice, [leads] to 

reduced overall provision and long waiting times for women’.12  It is also important to note that lack of 

funding for LARC services (especially insufficient tariffs for coil and implant procedures) can directly 

disincentivise training. For example, if a general practice or primary care network (PCN) is unable to 

develop a financially viable business case, even motivated HCPs are likely to be actively discouraged 

or prohibited from training for a service that would leave practices and PCNs out of pocket.11  

The budget allocated for women’s health and provision of LARC services is limited and unequal 

across care settings. Although commitments have been made in recent years to allocate more funding 

to women’s health, for example, through the establishment of Women’s Health Hubs, this money may 

not always reach the intended users. Many Integrated Care Boards (ICBs) are facing unprecedented 

financial pressures, with a strong focus on other priorities (such as elective recovery and emergency 

care) and a subsequent lack of investment in women’s health.11 

The budget is also not equally available across all health care settings, for example, postabortion and 

postpartum care. A 2022 ‘Progress Update’ on the UK APPG SRH report found that although ‘LARC, 

is included in most abortion contracts . . . providers are finding it challenging to cover this aspect of 

SRH within abortion consultations’, as funding made available in these settings is not sufficient to 

cover staff time for the fitting and training of LARC methods.15 

Similarly, the same report found that funding arrangements were not in place for routine postpartum 

contraception in all maternity settings. Despite the Women’s Health Strategy encouraging local 

commissioner providers to consider the provision of contraception in maternity settings, ‘funding has 

not been made available to support the implementation of such a service’.15 

Funding of LARC services is restricted based on the purpose of the contraception and the 

type of LARC service delivered, creating barriers for women and difficulties for HCPs seeking 

to provide equal care to everyone 

Funding of LARC services can also be restricted depending on whether the LARC service is being 

provided for contraceptive or noncontraceptive purposes and where the service is being provided. In 

many regions of England, sexual health clinics (funded by local authority public health funding) only 

receive funding for the provision of LARCs for contraceptive purposes, whereas general practitioner 

(GP) practices (funded via a mix of income streams but largely through the NHS core contract 

agreement) only receive funding for the provision of LARCs for noncontraceptive purposes.11,16 This 

creates barriers and confusion for women about where they can access LARCs and poses difficulties 

for HCPs seeking to provide equal care to everyone.  

Furthermore, the funding of services does not consistently extend to cover all aspects of LARC 

service provision, for example, failed LARC insertions or ‘did not attends’ (DNAs), which places a 

financial burden on clinics.11  Some regions in England have successfully implemented additional 

payments such as a ‘failed attempted procedure fee’ and a small ‘DNA retainer’  to help sustainability,  

but this is not widespread across the nation.11 
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While variable across different regions, the amount of funding per LARC service delivered is 

generally too low, resulting in financial unviability of service provision, which leads to reduced 

service availability and issues with access for women 

While all GP practices are mandated to provide basic contraception under their core contract (such as 

contraceptive pills), offering LARCs is an ‘opt-in’ service, termed a ‘locally enhanced service’ (LES).11 

While an additional fee is paid to clinics offering the LES, this is typically insufficient to cover the full 

cost of service provision. The UK APPG SRH report found that while some practices might be paid 

around £80 for the provision of LARC, the true cost to cover consultation, fitting, follow-up and 

removal may be closer to £140.12 In many areas, this financial unviability of service provision means 

that clinics are forced to offer services at a loss or restrict service provision to times when additional 

‘top-up’ funding is available, such as evenings and weekends.11  
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3. Key policy recommendations 

There is an economic benefit to investing in women’s health; recent findings from the NHS 

Confederation demonstrate a potential £11 return on investment for every additional £1 of public 

investment in obstetrics and gynaecology services per woman in England.17 In addition, government 

analysis finds that undertaking gynaecological LARC procedures in Women’s Health Hubs instead of 

secondary care offers an individual appointment cost saving of 68%.18   

In this context, based on our analysis of the identified challenges in England, and in close 

collaboration with HCPs in the field, we have developed a set of targeted policy recommendations 

designed to address these issues comprehensively (Table 1).  

Table 1: Key policy recommendations for England 

Challenges Policy recommendations 

Sexual health counselling, LARC fitting 

and LARC aftercare services are difficult 

to access, with many women having no 

local access to such services or facing 

long waiting times 

 There should be greater availability of clinics and 

trained HCPs for women to receive sexual health 

counselling, LARC fitting and LARC aftercare; 

more convenient access may encourage women 

to seek out trusted advice from HCPs 

 Sexual health counselling should be available 

through multiple channels such as online or via 

telephone, if appropriate, to ensure convenient 

access for users outside of large cities 

The budget allocated for women’s health 

and provision of LARC services is 

limited and unequal across care settings 

 The new Labour government should recommit to 

funding under the Women’s Health Strategy, 

including further development of Women’s Health 

Hubs, with appropriate ringfencing implemented 

to ensure money reaches the intended users, 

and thus delivering on its manifesto commitment: 

‘Never again will women’s health be neglected. 

Labour will prioritise women’s health as we 

reform the NHS’ 

Funding of LARC services is restricted 

based on the purpose of the 

contraception and the type of LARC 

service delivered, creating barriers for 

women and difficulties for HCPs seeking 

to provide equal care to everyone 

 The service via which contraception is accessed 

should have no impact on the woman’s 

contraceptive options or choices 

 Adequate funding for LARC provision should be 

made available across all care settings, including 

postabortion and postpartum 

The amount of funding per LARC service 

delivered is too low, resulting in 

financial unviability of service provision, 

which leads to reduced service 

availability and issues with access for 

women 

 The amount of money paid to clinics per service 

should be increased, with decision-making at a 

regional level, to ensure adequate coverage of 

the true costs of service provision in each region 

 Clear funding channels should be available in 

every region to cover all circumstances of LARC 

service delivery, including failed insertion and 

LARC removal 
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