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Introduction 

Contraception is vital for preventing unwanted pregnancies and improving the position 

of women within society. It allows women to delay having children, time their births 

appropriately, or choose to not have children at all.  

Women are able to access contraception from their general practitioner (GP), sexual 

health clinics, pharmacies and genitourinary medicine clinics.  

Community clinics providing contraception play an important role by diverting pressure 

away from GPs whose services are already stretched. They are convenient for women 

to access since clinics lie within the community, commonly have opening hours more 

suitable to working women, and have walk-in capability thereby making it easier to 

attend. They also provide specialist consultant led services which are vital for women 

with complex contraceptive needs.  

However since 2012, changes in the National Health Service (NHS) structure and 

public health budget have transformed the commissioning of sexual health services. 

As a result women’s access to contraception via community clinics, among other 

services, may be at risk.  

This essay will discuss the consequences of these changes on the wellbeing of women 

who use contraceptive services; the impacts on their ability to make choices 

concerning their own health and lifestyle; and the inequity in distribution of care which 

is apparent under the new system.  



Context  

The Health and Social Care Act of 2012 brought huge restructuring to health services 

in the UK, fundamentally changing the way in which they are commissioned and 

delivered. This had widespread impacts on the sexual health sector.  

The changes resulted in fragmentation of the commissioning of contraception, with 

different groups responsible for different aspects: Clinical Commissioning Groups 

(CCGs) commission sterilisation and contraception for gynaecological reasons; Local 

Authorities (LAs) are responsible for long acting reversible contraception (LARC) and 

services in community settings; and NHS England is now the body which commissions 

contraception under the GP contract. Divisions were created in contraception services, 

resulting in lack of cohesion so that services appear to be focussed on commissioning 

ability rather than on patient need.  

Furthermore, in June 2015 the budget of Public Health England, the governing body 

of LAs, was cut by £200 million1. A few months later, the November 2015 Spending 

Review declared a further 3.9% cut in the LA budget over the next 5 years1. This is 

problematic since LAs are the only group who provide contraception services in sexual 

health clinics, pharmacies, and sexual health promotion schemes in schools.  

The Advisory Group on Contraception (AGC) calculated that changes to the budget 

since 2015 equate to an overall 8% cut in spending on contraception2. In 2012 the 

AGC estimated that nearly one third of women of reproductive age were living in areas 

where contraceptive services are restricted in some way2. This was before changes in 

commissioning and funding were introduced, therefore the proportion of women 

currently experiencing restrictions is likely to be even higher.   

 



The impact on contraceptive services  

Moving sexual health commissioning into LAs has led to decentralised organisation of 

public health services. Each LA is responsible for the needs of its region, which means 

that each group will have differing priorities. This has put a strain on sexual health 

services since the budget for this particular sector is not ring-fenced within the public 

health budget. As a result there is uneven distribution of contraception care across the 

country with some authorities seeing it as a necessity whilst others do not.  

In 2016 Brighton and Hove choose to make a £115,000 saving in sexual health, whilst 

Leicestershire cut their sexual health budget by £340,0003. Furthermore, the London 

Borough of Havering scrapped their sexual health prevention scheme for young 

people3. Meanwhile the Boroughs of Tower Hamlets and Ealing cut their sexual health 

spending by 20% and 50% respectively4. This shows that where a woman lives has a 

direct bearing on her access to contraception, with some areas showing more 

comprehensive provision than others, potentially creating significant health inequality.  

Funding cuts have forced some community services to close, restrict their operating 

hours, or limit access to a certain age group. Those that do remain open are likely to 

be over-burdened with patients travelling from further afield, which increases the 

waiting time for appointments.  

Research conducted by the British Association for Sexual Health and HIV found that 

the transfer of commissioning power to LAs has resulted in many choosing to 

outsource sexual health services rather than commission from previous NHS 

providers5. The rationale for putting services out to tender is to make provision more 

cost effective. However the process of finding and securing bids, whilst involving all 



the relevant parties, is highly expensive. All cost of this comes directly from the sexual 

health budget itself which further reduces the money available for patient care.  

The outsourcing process is unsuccessful in many cases, with staff leaving posts due 

to job insecurity and inadequate training or supervision5. Some providers outside the 

remit of the NHS have also attempted to reduce the numbers of consultant positions 

in sexual health and genitourinary medicine clinics which means that the ones who do 

remain are expected to manage clinical care across several locations5.  

The emerging situation is a reduction in community based services, thinly spread 

consultants and staff who have to cope with increased demand with fewer resources. 

All of which is likely to decrease the quality of services available to users, particularly 

women with complex contraceptive issues who require referral to specialist sexual 

health services.  

The impact on women’s choice  

Many women currently access contraception from their GP, but the number who do so 

is likely to rise due to the difficulty of accessing community services. 

Unfortunately, many GPs do not offer out of hours or weekend appointments for 

contraception, making it difficult for many women to attend. In addition, some women 

simply prefer seeking contraception from a clinician who does not know them as well 

as their own GP.  

In 2016 the Family Planning Association (FPA) found that 54% of GPs surveyed 

reported having insufficient appointment time to talk to a woman about the 

contraceptive methods available to her6. Making it likely for her to be inadequately 



informed, which restricts choice and impairs her ability to make a fully informed 

decision.  

The FPA also found that around 20% of general practices do not employ staff who are 

trained to fit LARC methods such as an intrauterine device (IUD) or implant6. For either 

of these methods women would need to attend a sexual health clinic, many of which 

are facing closure or reducing services.  

It seems counterintuitive to place barriers between women and LARCs since they are 

the most effective methods available. They are also longer lasting and often more 

convenient for a woman since she does not need to remember to take a pill each day, 

or use a barrier method each time she has intercourse. Furthermore LARC methods 

are highly cost effective. In 2005 NICE published data outlining that increased uptake 

of LARC could result in a saving to the health budget of £102 million each year7.  

The impact on women’s health and wellbeing 

When women who are sexually active with men cannot easily access contraception, 

they are highly likely to be at risk of falling pregnant and/or contracting sexually 

transmitted infections (STIs) which severely impacts their health and wellbeing.   

Barrier methods are highly effective in preventing the spread of STIs, for example HIV, 

chlamydia, and gonorrhoea. These can lead to infertility and painful symptoms in 

addition to the emotional strain of disclosure and the associated stigma. However it is 

estimated that under the reduced budget, there will be a further 72,299 diagnoses of 

STIs by 20208. This is likely to be due to the reduction in community sexual health 

clinics which are typically able to provide condoms free of charge, and offer STI 

screening and treatment. In the future those who used these services may instead be 



forced to purchase contraception over the counter in pharmacies, this may dissuade 

some users and encourage risk taking behaviour.  

The impact on a woman of an unplanned pregnancy can be significant. She is left with 

a choice between continuing and terminating the pregnancy. The evidence shows that 

in areas where contraception care is reduced, the abortion rate is greater than the 

national average9. On top of this a third of women who experience an unplanned 

pregnancy suffer from mental health problems regardless of their decision to continue 

with or end the pregnancy10. This is three times higher than the incidence in the 

general public10.  

These negative consequences on a woman’s wellbeing are largely preventable via 

effective contraception use. Not only is contraception important for a woman’s health, 

it also enables women to pursue an education or career which lessens the inequality 

between sexes. It allows a woman to postpone having children until she is in a 

financially stable position and has the support she desires.  

The cost to the health service  

The FPA estimate that under the reduced public health budget, every £1 considered 

a saving in sexual health will actually result in £86 of further costs down the line7. For 

example the increased demand for antenatal and obstetric services which will lead to 

more live births, resulting in a greater burden on social care and the education system. 

There is also likely to be higher costs from more women seeking abortion services.  

The FPA predict that an extra £8.3 billion will be spent between 2015 and 2020 as a 

consequence of the expected increase in unintended pregnancies7. This is vastly 

greater than the money “saved” under the new budget, clearly indicating that cutting 



back on contraception is a false economy. It fails to protect the health of women, 

creates unnecessary costs and adds burden onto other services.  

What can be done? 

The way in which the LA budget is allocated could be altered to ensure a more 

equitable distribution of resources across the country. Creation of a ring-fenced budget 

for contraception would prevent LAs and local providers from deprioritising 

contraception services and help to reduce the discrepancies in contraceptive choice 

and access in different regions.  

It is clear that GPs will be increasingly vital in contraception provision. Therefore 

making training more accessible for GPs is essential, particularly the fitting of LARCs. 

For example, by making funding available for locums to cover appointments whilst 

GPs attend teaching sessions.  

In addition, community pharmacies offer a potentially valuable resource. They are 

easily accessible for women, present on high streets and within GP surgeries, and 

home to highly trained clinicians who could offer contraception. Pharmacies already 

provide emergency contraception to women but do not yet offer other prescription only 

methods. If the LA budget is too stretched to keep sexual health clinics operating, then 

moving some services into pharmacies could keep some women out of their GP 

waiting room. This would help to lighten GP workloads and give women more options 

and greater ability to access contraception simply by walking into their local pharmacy.  

Conclusion 

Changes made to the structure and funding of health services have adversely affected 

the provision of community-based contraceptive services. For example, some clinics 



have had to reduce their opening hours, restrict the range of services they offer, or 

employ fewer skilled staff, whilst some have had to close altogether.  

This has reduced the ease of availability of contraception for women, which could put 

them at an increased risk of unintended pregnancy. This is costly to their health, 

wellbeing, and to the welfare state.  

To mitigate the consequences of reduced funding the commissioning of contraception 

services needs to be prioritised. For example, ring fencing the contraception budget 

would, to some extent, protect consultant led services in sexual health clinics. Whilst 

increased training of GPs in the fitting of LARCs would enable more women to access 

implants or IUDs. Finally, equipping other healthcare professionals such as 

pharmacists to provide contraception could alleviate the strain on GPs and increase 

the ease of access to services for women.  
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