
 
 

Selected student papers, Public Health 785 | Spring 2020 | University of Wisconsin School of Medicine & Public Health 

Abstract 

Long-acting reversible contraceptives (LARC) in 
their newest iterations returned to the U.S. market 
around 2001. Since that time, adoption by 
clinicians and patients alike has been relatively 
slower than anticipated. Recognizing the potential 
benefits for these methods on maternal and child 
health, public health and social policy leaders have 
undertaken a variety of state and national 
initiatives to try and increase availability and 
utilization of LARC. Some of these efforts have 
raised concerns about coercive practices focusing 
on increasing LARC use specifically among socially 
disadvantaged populations. In this paper we 
identify the values and priorities inherent to the 
reproductive care landscape through examining 
high-level policy and position statements that drive 
clinical and programmatic practice. In doing so, it 
is clear that there is a larger issue of incorrect goal 
setting for the system at large, creating conflict 
between patients and the policies that shape their 
care. 

The problem 

The statistic that approximately 50% of pregnancies 
in the United States are unplanned is often framed 
as a national shortcoming when compared against 
other countries of similar standing1. This statistic is 
often followed by a description of those populations 
who are experiencing higher numbers of 
unanticipated pregnancy: young, socioeconomically 
disadvantaged individuals of color1.  Improving 
access to contraception, specifically long-acting 
reversible contraceptives (LARC), is one of the 
leading solutions proposed to address unintended 
pregnancy in the U.S. 

Consisting of intrauterine devices (IUDs) and 
subdermal implants, LARC are a small subset of 

options among many, described in one 2019 news 
article as a “set it and forget it” method that is 
highly effective in preventing pregnancy2. Their 
promotion has ebbed and flowed since the 1960s, 
with lingering fears due to harm caused by earlier 
models. This manifested in more narrow guidelines 
of who was eligible to use LARC when new editions 
of the hormonal IUD and implant came back on the 
market in the early 2000s3, 4. As recommendations 
have expanded, the potential impact of these 
methods on improving maternal and child health 
has drawn attention. 

With this in mind, the expectation that LARC would 
become the most popular contraceptive choice has 
grown, particularly among medicine, public health, 
and social policy entities. The prevalence of LARC 
utilization among women 15-49 years old in the 
United States in 2014 was estimated at 10.3% from 
2015-2017, an unexpectedly small increase from 2% 
in 20025, 47. Access was identified as a key issue 
slowing the rate of uptake; subsequently, several 
access-focused initiatives popped up across the 
country, providing either LARC or all methods free 
of cost at clinics serving a low-income population6, 7, 

8. The results of these initiatives seemed to affirm 
that if financial and delivery obstacles were 
removed, LARC would be the method of choice for 
all people.  

Parallel to this flurry of LARC-focused activity, 
there is an ongoing concern from leaders in 
reproductive justice that current approaches to 
increasing access are still failing to meet the needs 
of all members of the population9. Reproductive 
justice (RJ) is both a framework and a movement 
based in the United States. Its philosophies draw 
from advocacy work that took place at the 
International Conference on Population and 
Development in 199410. It is defined by SisterSong 
Women of Color Reproductive Justice Collective as 
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“the human right to maintain personal bodily 
autonomy, have children, not have children, and 
parent the children we have in safe and sustainable 
environments”11.  

One of the key participants in this system is the 
individual, with each person a stakeholder in a 
conversation about bodies, autonomy, and 
wellbeing. In addition to the individual patient, 
consideration of the individual with a different role 
in the reproductive health world (i.e. researcher, 
midwife, pharmacist, lobbyist) is also important. 
Group entities involved include organizations such 
as public health departments, non-profits, 
healthcare professional societies, and hospital or 
clinic systems. It is clear that there is tension 
between the values of these multiple stakeholders 
in the system of reproductive health care.  This 
disagreement combined with the existing power 
differentials present in the relationships between 
these entities of varying size and social capital 
results in the trap of a system with a goal that may 
in fact be incorrect12. By exploring the perspectives 
on LARC represented by policy and position 
statements of leaders in medicine, public health, 
social policy, we will identify the values that drive 
the efforts of each sector and how they interact and 
conflict to arrive at this problem. 

The history 

Acknowledging the history of reproductive care in 
the United States is crucial to understanding the 
current state of affairs surrounding LARC. 
Reproductive care has long been discussed in the 
context of population control; in the early 20th 
century, sterilization techniques were employed by 
eugenicists on individuals deemed “unfit” to 
reproduce – the poor, the mentally ill, and people 
of color – in order to reduce the burden on more 
“productive” citizens13. Since that time, additional 
policy techniques to control fertility of the 
population at large have also been developed. Title 
X is one such example -- while it has served to 
expand access to contraceptive and other 
preventive medical services, it was implemented 
with the primary goal of fertility control among the 
country’s poor14. Reproductive coercion is not a 
ghost of long-gone history; as recently as the 1990s 
and early 2000s, acceptance of certain 
contraceptive methods was tied to accessing public 
assistance funds and illegal sterilizations of prison 
inmates have been reported15.  

The history of LARC is also a foundational piece of 
the reproductive health care system. Early models 

of IUDs first became available in the 1960s and ‘70s 
and were heavily promoted at the time. A host of 
negative outcomes associated with products such as 
the Dalkon Shield IUD and the Norplant implant 
left behind a residue of fear among patients and the 
clinicians offering these methods16. Decades later, 
these concerns influenced practice 
recommendations limiting the provision of these 
methods to patients considered “low-risk”3, 4,17. 
Over time, research about the new methods has 
assuaged some of these fears from the clinical 
perspective, and the pendulum has swung to a 
zealous promotion of LARC through such practices 
as tiered-effectiveness methods counseling16, 18. 

The system 

The fields of medicine, social policy, and public 
health are systems in their own right, each with 
their own goals. Medicine focuses on promoting 
health and improving care for patient populations, 
primarily through clinical practice, continuous 
workforce development, and advocacy19, 20. 
Healthcare systems, professional societies for 
healthcare workers, and patients are some of the 
elements that come together to create this 
organism.  

Public health reports its purpose as a commitment 
to improving the health of the United States 
through information, prevention, and support for 
more local agencies21, 22, 23. Elements of this system 
include public health agencies both large and small, 
community-based organizations, and the 
individuals they all aim to serve. 

Social policy organizations, despite individual 
priorities based on their area of focus, describe 
their work as informing policy solutions to 
multifaceted social challenges through research24, 25, 

26. Academics, economists, the politicians and other 
policymakers they advise, and designers of 
initiatives all coalesce into an attempt to provide 
solutions to the social problems they observe. 

Each of these sectors can be considered subsystems 
within the larger system which we will call the 
reproductive care landscape. Their missions 
somewhat overlap, but each sector provides a 
unique contribution. Public health and social policy 
offer different mechanisms for addressing 
questions of reproductive health care, family 
planning, and contraceptive access through 
initiatives and policy recommendations. Medicine 
provides the practical component of physical 
services as well as information through research. 
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Notably, reproductive justice is entwined with 
elements of each subsystem: the clinical services of 
medicine, the initiatives and programs housed 
within public health frameworks, and the policy 
recommendations of the social analysts. The main 
element of RJ, however, is the voice of the 
individual and the communities of marginalized 
peoples who are often the primary targets of the 
reproductive care landscape.  

Exploring the values of each subsystem provides 
some insight into the goal of the overall system. 
High-level policy statements and recommendations 
from organizations with national reach in each 
sector can be considered representative due to their 
impact on practitioners and agencies across the 
country as well as the collective political power of 
the groups publishing them. Given that these 
policies in turn create practices around the 
provision and promotion of LARC whose results 
and patterns feed back into any policy revisions, 
these high-level position statements have immense 
power. 

After delving into the language of these 
publications, the values and goals begin to emerge 
(Figure 1). Reproductive justice demonstrates a 
clear value system that prioritizes autonomy, 
unrestricted access to the full spectrum of 
contraceptive services (including removal), and 
safety in every choice one might make. There is less 
coherence among the other components of the 
reproductive care landscape. Most notably, the 
values shared amongst all three subsystems are a 
positive association with LARC because of their 
minimal reliance on client agency27, 28, 29 and a 
preference for the tiered-effectiveness counseling 
model18, 30-32.  Another shared value, though much 
less equally distributed, is that of bodily and 
reproductive autonomy. While given mention in a 
smattering of medicine and social policy 
statements29, 33, 34, 35, this is a clear priority for 
public health18, 36, 37. Medicine and public health 
also demonstrate a strong shared value of the 
provider as of a source of information from which 
clients can make their reproductive health 
decisions3, 9, 17, 18, 30, 33.  

Where values diverge is perhaps more telling of the 
models driving each subsystem. Medicine again 
emphasizes the role of the provider, this time as an 
instructor17, 30, 35. This tension with the previously 
mentioned resource role calls attention to the 
lingering effects of more paternalistic training 
models despite shifts in modern practice. Social 
policy highlights the idea of an optimal order to life 

events – graduation, marriage, then parenting – as 
the key to success and social mobility, and LARC as 
the facilitators of that sequence29, 38 – 40. 

These values underpin the arguments presented in 
these publications for promoting LARC and thus, 
reducing unintended pregnancy (Figure 1). 
Financial benefits to society and potential positive 
child outcomes are shared between public health 
and social policy1, 3, 29, 31, 32, 40. Social policy alone 
goes one step further in the economic argument, 
labeling unintended pregnancy prevention as a 
solution for poverty 1, 29, 38-41. Medicine 
predominantly describes reducing adolescent 
pregnancies17, 30, 43. Though present in a select few, 
there is a general lack of acknowledgement of 
fertility control as an expression of autonomy or the 
potential reduction of risk to the person who might 
become pregnant. Notably, the underlying question 
of “why LARC? Why prevent unplanned 
pregnancy?” is not present as a value or a priority of 
reproductive justice, perhaps due to the centering 
of respecting autonomy and the wisdom of the 
individual in making choices with respect to one’s 
body. 

Figure 1. Mapping values and perspectives 
on the impacts of pregnancy prevention 
between medicine, public health, social 
policy and reproductive justice. More salient 
values or perspectives are bolded and in 
larger font. 
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The combination of these varied goals and 
perspectives coalesce into the mental models 
underlying the reproductive care landscape. There 
is a reliance on the provider as a primary resource 
for accessing contraception, though the exact role 
they take in that process seems to oscillate between 
supportive and proscriptive; tiered counseling is 
one example of this. The economic undercurrents 
of social policy and public health perspectives rise 
to the forefront in the continued focus of initiatives 
and policy arguments on cost savings to society at 
large. Although reproductive justice and its focus 
on the autonomy are part of this system and echoed 
among multiple subsystems, this is largely 
overshadowed by the priorities of more powerful 
elements. 

The system’s overall goal seems instead to be one of 
solving the problem of excess fertility among the 
young and poor people of color among us, with 
LARC presented as the best solution. The purpose 
behind these documents and the practices that 
draw from them work towards this end. Uptake of 
these methods with the ultimate goal of reducing 
unplanned pregnancy is the metric, rather than 
individuals succeeding in living a satisfying 
reproductive life. Given the stated missions of the 
sectors involved in this system it is unlikely that 
this devaluation, though aligned with a historical 
precedent, is entirely intentional. Facilitating a 
shift, however, requires a restructuring of the 
messages and thus, models, underlying the 
practice. 

Recommendations 

Long-acting reversible contraceptives (LARC) have 
been centered as a preferred strategy for the 
reduction of unintended pregnancy rates in the 
United States for the past two decades. Over the 
years, a variety of initiatives have been presented by 
public health and social policy organizations to 
increase the use of these methods2, 6-8, 42. Policy 
statements, practice guidelines, and best practice 
recommendations by leaders in the fields of 
medicine, social policy, and public health have 
provided a foundation for many of these initiatives. 
Several of these programs have focused on 
increasing the use of LARC in particular groups of 
individuals, such as those using public insurance 
and young people2-5. Leaders in reproductive justice 
have called attention to the potential harms of such 
focused efforts to increase use of one method in 
vulnerable populations affected by the history of 
controlled reproduction in this country9. Through 
exploring the language of these policy and position 

statements, the values that are shaping clinical and 
programmatic practices come to light. Not all of 
these values align with the principles of 
reproductive justice, creating tension between the 
goals of these recommendations and the goals of 
the people impacted by them, and highlighting the 
imbalance of power between the two. 

Promising examples of ways in which to address 
this issue already exist. One particularly notable 
program is Beyond the Pill, from the Bixby Center 
at the University of California in San Francisco. The 
program aims to increase access to all contraceptive 
methods by training providers in intrauterine 
device (IUD) and subdermal implant insertion44. 
Despite reporting a focus on patient-centered 
decision making as part of the training, an early 
trial of the program listed the primary outcome as 
patient selection of an IUD or implant45. While this 
in itself is an example of the larger system problem 
of incorrect goal-setting, where the program aims 
to increase use of a specific contraceptive method 
while ostensibly the people participating aim to 
access a full range of contraceptive methods, what 
is exciting about this program is its evolution. Their 
website currently describes the development of an 
“Advanced Counseling Practicum” as part of the 
training curriculum, with a focus on identifying bias 
in contraceptive counseling and centering 
reproductive autonomy in the clinical encounter44. 
Reframing the goal of this program from what may 
have been an unintended harm in its early years is a 
step towards alignment between the goals the 
program imparts to its trainees and the goals of the 
people they serve. 

There is also a growing body of literature that aims 
to reinvent the frameworks employed by those 
providing reproductive and contraceptive care. 
Even more important is that more and more of this 
literature is being produced by actual leaders in 
reproductive justice for their colleagues in 
medicine, policy, and public health spaces. One 
such publica describes a deliberate person-centered 
approach that highlights health equity and 
recognition of the historical, social and 
interpersonal contextual factors that inherently 
impact care delivery and patient experiences46. The 
authors are not only physicians and public health 
professionals but also CEOs and founders of a host 
of RJ and health equity-focused organizations, such 
as SisterReach and the National Birth Equity 
Collaborative. 

Given that this problem is one of an incorrect goal 
set for the system, higher leverage points must be 
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addressed in the solutions.  Rewriting the goals is 
one such point. Language is how the documents 
frame the goals and values of the subsystem they 
represent.  These goals manifest in the care models 
and initiatives enacted by the institutions and 
individuals who make up the members of the 
publishing organization. In order to resolve an 
erroneous narrative, the language must be adjusted 
to convey values that align with the goals of a key 
element: the patients.  

One of the limitations of this approach is that in the 
overarching system of the reproductive care 
landscape are multiple subsystems. Resetting the 
goals of a single subsystem may not be sufficient to 
shift the system’s larger goal; we have seen this in 
the example of person-centered goals losing out to 
those represented by each subsystem of medicine, 
policy, and public health, despite people being 
essential elements of each of the subsystems 
themselves. It may also difficult to catalyze change 
at the level of rewriting sweeping position 
statements given internal politics within each 
system. This may require adjusting the mental 
models of those in power, another challenging 
leverage point, though fruitful if successful.  

Rather than trying to get those in power to reset 
their own mental paradigms, another strategy is 
simply shifting power to those whose goals more 
closely align with those impacted. In the settings of 
the sectors that make up the reproductive care 
landscape, this means changing the leadership that 
writes those widely disseminated publications. It 
means centering the people who are already doing 
the work – current and future leaders in 
reproductive justice. It also means improving 
representation in each sector, so that the affected 
individuals are reflected in the author lists of 
guidelines.  

Time, ego, and potential resistance can all 
potentially hinder this approach. The time it will 
take to meaningfully shift representation at the 
level of leadership in these three fields is more time 
where potentially harmful policies and programs 

are left in place. The amplification of current voices 
is a more immediate solution, though it comes with 
a different challenge; organizations whose mission 
is centered around serving populations may not be 
willing to publicly own that they have strayed from 
that mission and require redirection. A third 
hurdle, ugly though it may be to acknowledge, is 
that the voices that must be centered are those of 
people traditionally silenced: low income 
individuals of color. There will be elements of each 
subsystem who ignore their leadership because it 
threatens the foundational power imbalances upon 
which those elements are built.  

Knowing that a system’s goals are often best 
represented in how it measures success, some new 
metrics will be useful in measuring any shift in the 
reproductive care landscape’s problem. At the level 
of the policy statements, language that explicitly 
centers reproductive justice and a focus on RJ 
principles in guidelines for delivery of reproductive 
health care will be a useful indicator for change. 
Representation in the authorship of those 
statements through partnership with RJ 
organizations is another possible outcome to watch. 
Finally, programs reporting the numbers of 
preferred contraceptive methods delivered to their 
clients rather than the proportion of LARC given 
may be a more downstream indicator, 
demonstrating the impact of the shift in practice 
recommendations, and hopefully feeding back into 
future policy development.  

Without the adoption of an RJ framework 
throughout the system, the cycle of harm and 
mistrust will continue to repeat itself. There are 
already positive changes occurring across the 
sectors of public health, social policy, and medicine, 
and hopefully these will continue to grow. 
Ultimately, the accumulation of change at lower 
levels of the system may provide enough pressure 
to reset the overarching goal. The top-down 
approach of shifting the power structure and 
rewriting the rules, however, is a necessary catalyst. 
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