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ABSTRACT
AIM: This paper offers a grassroots view of the impact of a recent government initiative designed to 
increase access to contraception and improve health and social outcomes for women in New Zealand. 

METHOD: District health board and primary health organisation project leads were contacted to 
request information on how each region had chosen to configure contraception services under the 
new contract in August 2019, a month after the rollout of the initiative, and again in August 2020. In 
addition, feedback from individual general practitioners was sought via social media groups.

RESULTS: There is significant variation in regional funding and provision of contraception services. 
Further, complex eligibility criteria can create unnecessary barriers to access for women.

CONCLUSION: Variation in funding and access to contraception continues to be a feature of service 
provision in New Zealand and may have been exacerbated by the recent Ministry of Health funding 
initiative. This perpetuates inequity, particularly for vulnerable women. Urgent consideration should 
be given to a whole-of-system approach with contraception being free at the point of access for all 
women in New Zealand.

Background: the 
$6m ‘increasing 
equity of access 

to contraception’ 
initiative

In November 2019, New Zealand’s long-
awaited draft cross-sector Reproductive 
Health Action Plan was withdrawn. This 
plan had been in development since 2017. 
However, email correspondence from the 
Ministry of Health (MoH) to stakeholders 
explained that ‘given the complexity and 
breadth of the plan, and the divergence 
of advice received, an agreement [was] 
not able to be reached with the sector 
advisory group on the text of a final plan’. 
The Ministry of Health instead aimed to 

develop a ‘sexual and reproductive health 
work programme document’ of unspec-
ified actions with ‘a focus on equity and 
government priorities’.1

Contraception provision was seen as 
one of these priority areas, due to New 
Zealand’s relatively high rates of abortion 
and unplanned pregnancy2 and variable 
access to the most effective methods of 
contraception, such as long-acting reversible 
contraception (LARC).3 Cost and a dearth of 
trained providers have contributed to this 
lack of access.3

Funding of $4,500,000 was announced 
in April 2019 and was distributed between 
New Zealand’s twenty district health boards 
(DHBs); the amount to each individual 
DHB varied according to the number of 
low-income women aged 15 to 44 years 
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residing within their area. Additionally, 
$1,500,000 was allocated to Family Planning 
New Zealand, a non-governmental organ-
isation (NGO) with 30 clinics around the 
country. Further discussion of Family Plan-
ning’s approach is outside the scope of this 
article.

The intention of the funding, as described 
in a press release at the time,4 was to 
provide ‘better access to free or very 
low-cost contraception’ and increase the 
ability of women ‘to manage their fertility 
and reduce unwanted pregnancies’. The 
objectives described in the service specifi-
cation from the Ministry of Health were:

• Increase equity of access for 
low-income women and those living 
in deprivation.

• Reduce poor health and social 
outcomes for women and infants  
associated with an unplanned preg-
nancy and birth.

• Provide more women with support, 
so that they can make a decision 
about their fertility and when to have 
children.5 

Specifically, the MoH contract service 
description included provision of free LARC 
insertion and removal for the target popu-
lation, low-cost contraceptive consultations 
and facilitation of a training programme for 
LARC providers. 

The target population was defined as 
women aged 15 to 44 years who were:

• Community Services Card (CSC) 
holders 

• living with high levels of socioeco-
nomic deprivation, defined as New 
Zealand Index of Deprivation (NZDep) 
quintile 5 areas

• at ‘higher risk of unplanned preg-
nancy and poor health and social 
outcomes’.5 

The term ‘higher risk’ was not defined, 
but it was suggested that priority be given 
to those accessing mental health or alcohol 
and drug services, and maternity-service 
users aged under 25 or of Māori or Pacific 
ethnicity. 

Services were to be ‘widely available in 
primary care settings accessible and conve-
nient to the target population’,5 and the 
initiative was to start in July 2019. 

Implementation of 
the contract: where 
did the money go?

In August 2019, the authors contacted 
DHB and PHO project leads to request 
information on how each region had 
chosen to configure contraception services 
under the new contract. The providers 
were then contacted again in August 2020. 
Eighteen DHBs supplied information 
including service specifications and details 
of payment schedules. Two DHBs (Auckland 
and Waitematā) declined to supply 
information. 

In addition, in July 2020 feedback was 
sought from individual general practi-
tioners (GPs) via a private New Zealand 
GP social media group with over 1,000 
members. 

This research has revealed variable and 
inconsistent service provision and funding 
between and within regions, raising 
concerns about equitable access and the 
effectiveness of the initiative. Specific issues 
have been identified relating to eligibility, 
service configuration and funding. Primary 
care practitioners continue to report a lack 
of information on the available training 
opportunities, and as yet there has been no 
indication on when the national training 
scheme (to be administered by Family 
Planning New Zealand after they were 
awarded the contract in 2019) will be 
available.

Eligibility criteria: 
fair or fragmented?

DHBs apply and enforce a range of eligi-
bility criteria regarding access to funded 
contraception, which varies widely from 
region to region and even within the same 
city: Auckland’s three DHBs have different 
criteria for women accessing LARC in 
the community. Across the country, these 
criteria may include: under the care of 
secondary mental health services; termi-
nation of pregnancy within the last five 
years; at risk of family violence; aged 
under 30 with more than four children; 
substance abuse; Māori or Pacific ethnicity; 
or currently living in a youth justice resi-
dence. Several DHBs have chosen to 
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fund free contraception for all Māori and 
Pacific women, regardless of income or 
deprivation status, with the intention of 
increasing equity of access and reducing the 
higher rates of unintended pregnancy in 
these populations. Only one DHB contract 
(Northland) specifically mentioned funding 
women with a ‘chronic health condition 
that could be worsened with pregnancy’ (eg, 
diabetes). 

The approach to women with mental 
health or substance abuse issues varies by 
region. A number of DHBs will fund contra-
ception for any women who discloses a 
mental health or substance abuse issue, 
while in other areas only women currently 
under secondary care mental health and 
addiction services can access funding. 

It is perhaps unsurprising that eligibility 
criteria remain open to such wide inter-
pretation when the service specification 
identified only ‘women at higher risk of 
unplanned pregnancy and poor health 
and social outcomes’,5 without specifying 
what this would entail within the context 
of a robust national reproductive health 
framework. Many health conditions and 
their treatments place women at risk of 
an adverse outcome in pregnancy. These 
include: women taking teratogenic medi-
cation; women with a previous preterm 
birth; and women with hypertension, renal 
disease, previous pre-eclampsia, poorly 
controlled diabetes or obesity, all of which 
are recognised as contributing to maternal 
and fetal risk.6

There appears to be no consideration of 
women at risk due to high body mass index 
(BMI), despite the Royal Australian and New 
Zealand College of Obstetrics and Gynae-
cology’s (RANZCOG’s) 2017 statement on 
pre-pregnancy counselling noting that ‘high 
BMI (>30) is now one of the commonest 
and most important risk factors for infer-
tility and adverse pregnancy outcomes’.7 
There has also been no consideration of 
women living with disabilities, who can face 
significant barriers in accessing effective 
contraception.8 

Additionally, the application of stringent 
eligibility criteria and the use of the term 
‘target population’ applied to women 
fulfilling these criteria is of concern.  
The World Health Organisation (WHO) 

states that ‘contraceptive information  
and services… should not be discriminatory 
and should aim at eliminating stereotypes 
and discriminatory attitudes that lead to 
forced and coercive practices’.9 Offering 
free contraception to targeted groups of 
women may cause them to feel that their 
pregnancies are of less worth to society as 
a whole, and they may feel under ‘implicit 
pressure’ to choose a particular method.10 
This is of particular importance when 
offering LARC methods, which are long 
lasting and not under the control  
of the user to stop, and particularly where 
there may be cost barriers to having  
the method removed, such as with an 
implant or intrauterine contraceptive 
device (IUCD). Southern DHB reportedly 
only funds LARC removal if the insertion 
took place within that same DHB. Reported 
volumes of LARC insertions and removals 
obtained via the Official Information Act 
(OIA) show that Auckland and Waitematā 
DHBs have had no LARC removals since 
the inception of the contract, while smaller 
DHBs, such as Lakes and Canterbury, 
report 324 and 377 LARC removals respec-
tively over the same period of time.11 This 
raises the possibility that significant access 
barriers exist across Auckland and Wait-
ematā, potentially affecting up to 25% of 
New Zealand women.

Great care must be taken during contra-
ception counselling to ensure that women’s 
cultural attitudes to pregnancy and  
childbirth are understood and respected. 
Unconscious bias can be introduced  
when women of specific ethnicities are 
targeted for contraception programmes, 
and the possibility of coercion, whether 
real or perceived, must be avoided.  
Māori and Pacific families tend to be  
larger than the families of other ethnicity 
groups in New Zealand, and targeting  
these groups of women for contraception 
could be viewed as an attempt to limit 
family size.12

Previous New Zealand government policy 
has been to fund LARCs for beneficiaries 
or the children of beneficiaries; this policy 
was withdrawn in 2018 as it was considered 
stigmatising.13 Unfortunately, the new 
contract appears to be encouraging a similar 
approach.



91

viewpoint

NZMJ 15 January 2021, Vol 134 No 1528
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

Service structure
The eighteen DHBs that supplied infor-

mation all chose to contract contraception 
services to primary care, with some also 
funding additional community providers 
where they exist, such as Youth One Stop 
Shops, iwi health providers, nurse-led 
services or high-school clinics (see www.
protectedandproud.nz). In some DHBs, all 
GP practices are eligible for funding, while 
in other areas only some practices have 
been offered funding. The process by which 
practices are commissioned is reportedly 
unclear in many areas, creating a degree of 
frustration and confusion among healthcare 
practitioners.

Northland and the Bay of Plenty have 
taken a collaborative approach, designing 
services in partnership with local stake-
holders and seeking input from end users 
(women) themselves. The most striking 
example of this has been the Bay of Plenty 
initiative ‘Protected & Proud’, developed 
using ‘wāhine-centred principles that 
[inform] service delivery’ and taking  
account of specific focus-group findings.14 
This has resulted in good availability of 
accessible services offered by a range of 
providers. 

Notably, Northland is the only DHB to 
specifically fund postcoital IUCD insertion. 
Effective up to five days after unprotected 
intercourse, postcoital IUCD is the ‘gold 
standard’ form of emergency contraception, 
with a far lower failure rate than oral emer-
gency contraception (EC). Its availability  
is currently highly restricted due to the  
cost and lack of available practitioners 
outside Family Planning New Zealand 
clinics.

Two DHBs, Auckland and Waitematā, 
have established free community clinics 
for LARC insertion and removal admin-
istered directly by the DHBs. While this 
appears to be a positive initiative, local 
providers have raised concerns that these 
clinics may in fact exacerbate barriers to 
contraception access, restrict choice and 
erode the quality of existing primary care 
contraceptive services over time. The impo-
sition of DHB-led clinics in areas where 
there is no primary care funding to provide 
contraception introduces an element of 
competition for services, and it fails to 

acknowledge that up to 80% of women 
already access contraception from their 
local primary care practice, via their GP or 
practice nurse.15 It implies a lack of local 
consultation and stakeholder engagement 
about the most appropriate service configu-
ration. There is also a risk of fragmentation 
of patient care unless DHB clinics are 
part of an integrated system with clear 
referral pathways and information sharing 
between primary and secondary care. 
DHB clinics may in addition have limited 
operational hours or be located centrally, 
requiring time off work and long journeys 
to access. This poses an additional barrier 
to accessing care, particularly for young 
Māori and those living in rural areas or on 
low incomes.16

Contraception is a routine part of the 
continuum of women’s health services 
provided in primary care over a patient’s 
lifetime, along with human papilloma-
virus (HPV) vaccination, cervical screening, 
preconception counselling, maternity care 
and management of menopause. Primary 
care is ideally placed to offer this holistic 
approach of providing local, focused, 
integrated and intergenerational care for 
women and their whānau. Contraception 
may be addressed opportunistically during 
consultations for other matters. Lack of 
support for primary care to provide contra-
ception may lead to a loss of valuable LARC 
insertion and removal skills over time 
and further restrict a woman’s choice of 
providers. 

Another largely unaddressed concern 
is access to funded contraception post 
abortion. In New Zealand, the rate of early 
medical abortion (EMA) as a proportion 
of all abortions has risen sharply over the 
last few years, and it now stands at around 
45% in Auckland, up from under 10% in 
2018.17,18 This proportion is likely to rise 
further following the March 2020 change 
in abortion law.19 With abortion now 
decriminalised, women have the ability 
to self-refer, and services are being recon-
figured such that there will be a wider 
choice of community providers, enabling 
easier access. In the UK, the rate of EMA  
as a proportion of all abortions is 71%,20 
and in Australia’s Northern Territory, 
following similar legislative change, it is 
also over 70%.21
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Following an abortion, women are 
routinely offered contraception that is free 
if dispensed or inserted at the time within 
the DHB service, and the rate of uptake is 
high. Following an EMA, a Jadelle implant 
may be inserted at the time of the first visit 
to the service, but IUCD insertion must be 
delayed until abortion is confirmed, and 
that requires a second visit. In Auckland, 
39% of women chose an IUCD post abortion 
in 2019.18 With many women having to 
travel long distances to access their regional 
abortion centre, there is a substantial risk 
that they will not return for funded IUCD 
insertion, increasing the possibility that New 
Zealand may see a rise in the number of 
repeat abortions, which has fallen substan-
tially since the offering of post-abortion 
LARC became routine practice. Only 
Northland DHB has included funding for 
post-abortion contraception in primary care 
as part of the new LARC contract.

Finally, it is clear that New Zealand’s 
current contraceptive-service landscape 
is highly complex. Women face significant 
difficulties in navigating to the service of 
their choice. Family Planning New Zealand’s 
website contains clear information on 
service location and cost, but many of their 
services are overstretched and wait times 
of over two months for an IUCD insertion 
are common. There is currently no national 
website where women can find other qual-
ified local contraception providers. If there 
were, women would find themselves having 
to disclose sensitive information in order to 
be eligible for funded services in many areas 
of the country.

Provider funding
The funding offered by DHBs to providers 

varies markedly around the country  
(Table 1). The MoH contract suggested 
funding LARC procedures at a value ($150) 
that was ‘tested with a selection of PHOs to 
confirm feasibility’.5 However, this value 
does not reflect the true cost of providing 
services. Many GP practices report that they, 
or their PHO, have declined the contract 
because it does not cover costs such as 
materials and staff time, and a patient 
co-payment is disallowed. In some provider 
contracts, clauses exist such that providers 
can claim only one fee if a LARC is removed 
and a new one reinserted at the same visit.

Five DHBs (Canterbury, South Canterbury, 
MidCentral, Nelson Marlborough and 
Bay of Plenty) offer more than the MoH 
suggested funding, implying that they 
have taken account of feedback from 
local healthcare practitioners. Some PHOs 
already fund LARC insertion and removal 
for certain enrolled patients (eg, aged 
under 22 years, or ‘high needs’ (defined 
as Māori or Pacific ethnicity or residing in 
a quintile 5 area)). Local providers have 
little incentive to implement a new service 
where one already exists with a higher  
fee payable, even if it would mean that 
more patients would be eligible for 
services.

Historically poor data collection means 
that it is not possible to compare 2019/20 
volumes of LARC insertions in New Zealand 
with those dating to before the intro-
duction of the new contract. However, data 
obtained via OIA11 illustrate that more than 
half of the country’s DHBs report failing to 
achieve the number of insertions for which 
they were funded. These DHBs include  
all three Auckland DHBs, who collectively 
have inserted less than 30% of the LARCs 
for which they were contracted. This  
raises significant questions about the  
way in which they have chosen to  
configure services.

By way of contrast, Lakes and Bay of 
Plenty DHBs have provided far more contra-
ception services than they were originally 
contracted for, which suggests that their 
services are both accessible and acceptable 
to women. Further work will need to be 
done to elucidate the factors contributing to 
these volumes.

Table 1: Range of funding offered for LARC inser-
tion and removal across DHBs.

Procedure Lowest  
funding 
amount ($)

Highest  
funding 
amount ($)

Jadelle  
insertion

80 156

Jadelle  
removal

60 160

IUCD  
insertion

102 200

IUCD  
removal

60 160
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Conclusions
The implementation of this initiative has 

been variable and has resulted in marked 
regional differences in access to services. 
In some areas, women must now disclose 
sensitive personal details in order to access 
funded contraception—something they 
are not expected to do when accessing 
abortion services. There are currently no 
other medical services in New Zealand 
that rely on the application of inconsistent 
non-clinical criteria in order to access 
funding. Contraception is an entirely 
predictable healthcare cost required by 
up to 50% of the population at some point 
in their lives, often for over 30 years. It is 
therefore surprising that it is seen as a low 
priority for health-policy makers rather 
than a central part of an integrated, well-re-
sourced and country-wide women’s health 
service. Moreover, the benefits of contra-
ception cannot be overstated: they include 
a reduction in the adverse outcomes 
associated with unintended pregnancy, 
improvement in maternal physical and 
mental health and retention of women 
in the workplace. A UK report estimated 

that these effects result in savings to the 
NHS of up to £11 for each £1 spent on 
contraception.22

It is clear that New Zealand urgently needs 
a national women’s health strategy, which 
should include addressing the variable 
funding and provision of contraception 
services. In addition, DHBs should be held 
to account where it is clear that they are 
failing to deliver programmes of work for 
which they have been contracted. Where 
DHBs have created successful initiatives for 
their population, any learnings should be 
disseminated widely in order to narrow the 
unacceptable gaps in contraception access 
across the country, and to avoid ‘reinventing 
the wheel’, an all-too-common feature of 
DHB projects.

If success looks like a reduction in unin-
tended pregnancy and abortion, then clearly 
a population-wide approach is required. 
The issue appears to be one of prioritisation, 
with current restrictive funding criteria 
enabling an unethical form of rationing. 
This in turn perpetuates entrenched 
inequities in contraception access and avail-
ability for the women of Aotearoa.



94

viewpoint

NZMJ 15 January 2021, Vol 134 No 1528
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

1. Pollard G. Group Manager, 
Child and Community 
Health, Population Health 
and prevention, New 
Zealand Ministry of 
Health. Personal commu-
nication via email 
November 12 2019. 

2. Hohmann-Marriott BE. 
Unplanned pregnancies 
in New Zealand. Aust 
N Z J Obstet Gynaecol. 
2018 Apr;58(2):247-250. 

3. McGinn O, Fulcher HJ, 
Arroll B, McCowan L. 
Barriers to the prescrip-
tion of LARCs in general 
practice in New Zealand-a 
qualitative research 
study. N Z Med J. 2019 
Dec 13;132(1507):63-69. 

4. Genter JA. Thousands of 
women to benefit from 
contraceptive changes. 
(Internet) Releases: New 
Zealand Government; 
2019 April 4. Available 
from: https://www.
beehive.govt.nz/release/
thousands-women-bene-
fit-contraceptive-changes.

5. Service Specification: 
Increasing Equity of 
Access to Contraception. 
Ministry of Health; 2019. 
Response to request under 
the Official Information 
Act 1982 to the Ministry of 
Health, September 2020.

6. Department of Health. 
2018. Clinical Practice 
Guidelines: Pregnancy 
Care. Canberra: Australian 
Government Department 
of Health. Available from: 
https://www.health.gov.au/
sites/default/files/pregnan-
cy-care-guidelines_0.pdf

7. Women’s Health Commit-
tee. Pre-pregnancy 
counselling Statement. 
Royal Australian and 
New Zealand College of 
Obstetricians and Gynae-
cologists; 2017. Available 
from: https://ranzcog.
edu.au/RANZCOG_SITE/
media/RANZCOG-ME-
DIA/Women%27s%20
Health/Statement%20
and%20guidelines/
Clinical-Obstetrics/
Pre-pregnancy-Counsel-
ling-(C-Obs-3a)-review-Ju-
ly-2017_1.pdf?ext=.pdf

8. Dickson J, Thwaites A, 
Bacon L. Contraception 
for adolescents with 
disabilities: taking control 
of periods, cycles and 
conditions. BMJ Sex Reprod 
Health. 2018 Jan;44(1):7-13. 

9. World Health Organization. 
Framework for ensuring 
human rights in the 
provision of contraceptive 
information and services 
2014. Geneva, Switzerland: 

WHO; 2014. Available 
from: https://apps.who.
int/iris/bitstream/handle/
10665/133327/978924150
7745_eng.pdf;jsessionid=-
8577D39EC955EF355799B-
92CEE2127C9?sequence=1

10. Gomez AM, Wapman M. 
Under (implicit) pressure: 
young Black and Latina 
women’s perceptions 
of contraceptive care. 
Contraception. 2017 
Oct;96(4):221-226. 

11. Number of long acting 
reversible contraceptives 
(LARCs) delivered under 
DHB contraceptive access 
contracts for the period 
1/7/19 to 31/6/20.  Response 
to request under the 
Official Information Act 
1982 to the Ministry of 
Health, September 2020

12. Urale PWB, O’Brien MA, 
Fouché CB. The relation-
ship between ethnicity and 
fertility in New Zealand. 
Kōtuitui: New Zealand 
Journal of Social Sciences 
Online. 2019;14(1):80-94. 
Available from: https://
doi.org/10.1080/11770
83X.2018.1534746.

13. Hutton C. Beneficiary 
contraceptive scheme 
comes to an end. (Internet) 
Radio New Zealand; 2018 
August 8. Available from: 

Competing interests:
Nil.

Author information:
Orna McGinn: General Practitioner &  Clinical Director  

Primary Care Women's Health, Auckland District Health Board.  
Vicki Mount: General Practitioner, Mission Bay Doctors;  

MPH candidate, University of Auckland.  
Helen Fulcher: General Practitioner, Academic Tutor,  

Auckland Medical School, University of Auckland.
Corresponding author:

Dr Orna McGinn, General Practitioner &  Clinical Director  
Primary Care Women's Health, Auckland District Health Board  

o.mcginn@auckland.ac.nz
URL:

www.nzma.org.nz/journal-articles/increasing-access-to-contraception-in-new-zealand-as-
sessing-the-impact-of-a-new-funding-initiative

REFERENCES



95

viewpoint

NZMJ 15 January 2021, Vol 134 No 1528
ISSN 1175-8716                 © NZMA
www.nzma.org.nz/journal

https://www.rnz.co.nz/
news/national/363603/
beneficiary-contra 
ceptive-scheme-
comes-to-an-end.

14. Protected&Proud: Me aro 
koe ki te hā o Hiueahuoue 
(Internet). Bay of Plenty 
District Health Board; 
c2019-2020. Available from: 
https://www.protectedan-
dproud.nz/services.

15. Ministry of Health. 
Contraception: Findings 
from the 2014/15 New 
Zealand Health Survey. 
Wellington: Ministry 
of Health; published 
online November 2019.  

16. Lawton B, Makowha-
remahihi C, Cram F, et 
al. Pounamu: E Hine: 
access to contraception for 
indigenous Māori teenage 
mothers. J Prim Health 
Care. 2016 Mar; 8(1):52–9.

17. National Women’s Annual 
Clinical Report. Auckland: 
National Women’s Health, 
Auckland District Health 

Board; 2019. Available 
from: http://national-
womenshealth.adhb.
govt.nz/assets/Womens-
health/Documents/ACR/
NWH-Annual-Clini-
cal-Report-2019.pdf.

18. National Women’s Annual 
Clinical Report. Auckland: 
National Women’s Health, 
Auckland DIstrict Health 
Board; 2018. Available 
from: https://national-
womenshealth.adhb.govt.
nz/assets/Womens-
health/Documents/ACR/
NWH-Annual-Clinical-Re-
port-2018-final.pdf

19. Ministry of Justice. Abor-
tion Legislation Act 2020. 
Ministry of Justice: New 
Zealand Government; 2020 
March 23. Available from: 
http://www.legislation.govt.
nz/act/public/2020/0006/
latest/whole.html

20. Department of Health 
& Social Care. Abortion 
Statistics, England and 
Wales: 2018. Department 

of Health & Social Care; 
published 2019 13 June. 
Available from: https://
assets.publishing.service.
gov.uk/government/
uploads/system/uploads/
attachment_data/
file/808556/Abortion_Statis-
tics__England_and_
Wales_2018__1_.pdf

21. Belton S, McQueen G, Ali E. 
Impact of legislative change 
on waiting time for women 
accessing surgical abortion 
services in a rural hospital 
in the Northern Territory. 
Aust N Z J Obstet Gynaecol. 
2020 Jun;60(3):459-464. 

22. Department of Health. A 
Framework for Sexual 
Health Improvement in 
England. England: Youth 
Justice Board for England 
and Wales; 2013 March. 
Available from: https://
www.gov.uk/government/
publications/a-frame-
work-for-sexual-health-im-
provement-in-england


