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Long-acting reversible contraceptives (LARC) are highly effective, but are currently underutilised 
worldwide.1,2,3,4,5,6 Globally, subdermal implants are underused despite their excellent efficacy, 
and worldwide, fewer than 1% of women in their reproductive age use implants for contraception.7 
Countries including the United States, Canada, England and Australia report that less than 10% 
of reproductive-age women are using an intrauterine contraceptive device (IUCD).7 In South 
Africa, short-acting contraceptives such as condoms, injectables and oral contraception take 
preference as the choice of contraception among women of childbearing age.1,8,9 The Implanon 
and the copper IUCD are the two forms of LARC that are available in the primary health care 
(PHC) setting in South Africa. 

A 2012 worldwide study showed that of the 213 million pregnancies that occurred, 85 million 
pregnancies, representing 40%, were unintended.10 Of these, 50% ended in abortion, 13% ended in 
miscarriage and 38% resulted in an unplanned birth.10 Worldwide, unintended pregnancies are a 
public health concern that account for substantial costs to healthcare systems.11 Research 
conducted in Brazil claimed that part of the high rates of unplanned pregnancies may be attributed 
to the relatively low use of LARC methods.12 In Nigeria, illegal abortions arising from unwanted 
pregnancies constitute a major reproductive health problem, and data indicate that the proportion 
of women having unwanted pregnancies in this country is increasing.13 Data from a South African 
household survey in 2012 assessed contraception coverage among women aged 15–49 years. The 
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study concluded that two-thirds of women had an unintended 
pregnancy in the 5 years preceding the study, a quarter of 
which were as a result of contraceptive failures.1 

Long-acting reversible contraceptive methods are proven to 
be the most effective form of contraception, cost-effective and 
suitable for a wide variety of women.14,15,16,17,18 With typical 
use, the failure rate of the IUCD is 1% and that of the 
Implanon is 0.1% in the 1st year of use.19 One-year 
continuation rates are also markedly superior to short-acting 
reversible contraceptives, such as the progesterone-only 
pills, injectables and the combined oral contraceptives.19

Previously conducted international studies have shown that 
poor counselling from contraception providers, lack of 
training and poor provider knowledge, lack of skill and 
certain beliefs of the provider can act as barriers in terms of 
the provision of LARC.2,20,21,22,23 Research conducted in 
California suggested that LARC insertion skills were limited 
among PHC contraception providers, and about 60% of 
providers who formed part of the study saw the cost of 
instrumentation as a barrier.24 

Practitioners’ views in terms of safety, efficacy and acceptability 
regarding LARC were studied in the general practice sector of 
the United Kingdom.24 Lack of skill in providing LARC was 
identified in 61% of participants as a barrier, and about 50% of 
participants believed that irregular bleeding deterred women 
from using LARC. Twenty percent were concerned about high 
discontinuation rates, and misconceptions about the side 
effects of contraceptive methods were common.25

A systematic review identified the following factors as 
barriers to the provision of LARC: (1) misconceptions 
regarding the risk of pelvic inflammatory disease (PID), (2) 
infertility and ectopic pregnancies, (3) misconceptions about 
the difficulty and risks of insertion of IUCDs, and (4) 
misconceptions about the mechanism of action. Health 
system barriers that were identified included confusing 
pharmaceutical guidelines, lack of understanding of the 
value and cost-effectiveness of LARC, and mandatory Pap 
smear screening for cervical cancer before insertion of an 
IUCD. Women’s lack of awareness and understanding of 
LARC, the fear of IUCDs and discontinuations because of 
bleeding pattern changes were identified as user barriers.26

In Malawi, a high workload, inconsistent supply of LARC 
and poor resources posed challenges to LARC provision. 
Providers had a favourable perception of LARC, but few felt 
competent to provide it.27 In Nigeria, more than 50% of 
providers perceived the provision of contraceptives for 
unmarried adolescents as promoting sexual promiscuity, 
and about 50% reported that unmarried adolescents should 
be asked to abstain from sex rather than providing them with 
contraceptives. Over a third reported that contraception 
services for both married and unmarried adolescents should 
not be provided.28 In Ghana, lack of IUCD-specific knowledge, 
provider discomfort with insertion and incomplete 
contraceptive counselling contribute to the lack of IUCD 

use.29 Research conducted in Egypt found that receiving 
formal contraception training was a significant predictor of 
recommending LARC and that providers generally had 
negative attitudes towards LARC prior to training.30

No previous study on LARC, with the aim of evaluating 
knowledge, beliefs and practices of nurse providers, has been 
performed in the Western Cape. The researcher was 
employed in KESS at the time of the study and identified a 
deficiency in LARC provision. This research aimed to 
evaluate the current knowledge, beliefs and practices of 
providers pertaining to the provision of LARC in the KESS, 
Western Cape, and to identify potential solutions to address 
barriers. The wider benefit could potentially prevent 
unwanted and unplanned pregnancies as well as the 
complications and sequelae associated with them. 

Research methods and design
Study design
This quantitative study took the form of a descriptive survey 
and was conducted using a validated questionnaire.

Setting
This study was conducted among nursing staff working in 
PHC centres in the public sector of the Eastern metropole of 
the Western Cape province in South Africa. This metropole 
has a population of 900 437 according to the 2011 census, with 
a headcount of two million patients over the age of five years 
who visit public sector PHC facilities annually, according to 
recent routine data collection at facilities. The Khayelitsha 
Eastern Substructure (KESS), a health substructure within 
the Eastern metropole, has been identified as the study 
population.

Study population
Nursing staff who work in the dedicated women’s health 
section of the PHC facilities within KESS and who provide 
contraception were invited to participate in the study. 
Nursing staff from both the Department of Health (DOH) 
and City of Cape Town (COCT) PHC facilities were included. 

Participants were selected by contacting the facility managers 
of each of the 29 PHC facilities in the KESS to identify nursing 
staff who provide contraception at the respective facilities. 

Inclusion criteria were nurses who provide contraception in 
dedicated women’s health sections, employed within the 
KESS public sector and permanent nursing staff who have 
been employed for at least 1 year.

Agency, locum and community service nurses were excluded 
from the study. The locum group was excluded from the 
study because of unfamiliarity with the substructure or short 
periods of employment within the substructure, usually 
relieving permanent staff members during annual and sick 
leave or in the case of staff shortages.
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Data collection
A questionnaire from a previously conducted international 
study was validated and adapted to make the questionnaire 
more appropriate for use in the South African setting.23 The 
questionnaire on which the survey is based was developed in 
San Francisco in 2009. A United States national representative 
sample of nurse practitioners in primary care and women’s 
health were surveyed.24 The survey evaluated clinician 
characteristics, professional training, practice factors, the 
patient population and contraceptive care. Long-acting 
reversible contraceptive methods were evaluated by asking 
about clinician knowledge, insertion skills, perceptions of 
safety, patient eligibility, indications and need for training in 
IUCD and implant insertion. The adapted questionnaire 
used in this study evaluated the same components and 
circumstances around LARC insertion, with the addition of a 
section on common misconceptions.

The questionnaire used in this research was thus further 
validated and adapted by a panel of experts working with 
contraception. The panel consisted of two district 
gynaecologists, a gynaecologist working in tertiary care with 
a special interest in contraceptive care, four family physicians, 
a statistician and the study supervisor. Validation was 
acquired by sending the questionnaires to the relevant 
experts, incorporating their recommendations and sending 
them back to the experts after adjustments for final approval.

This questionnaire was piloted on five representatives of the 
study population from another substructure to address 
potential question ambiguity, logistics, feasibility and 
completion time. These subjects did not form part of the study 
population, and data obtained following the completion of 
the questionnaires were not included in the study. The 
feedback obtained after piloting aided to adjust the phrasing 
and style of questions and improved logistics and ambiguity.

Facility managers of each of the PHC facilities were contacted 
to arrange a suitable time for the completion of questionnaires. 
The staff involved in data collection were identified prior to 
the visit in discussion with each facility manager. Consent 
was discussed verbally with the participants, and a consent 
form provided for completion by the participants was signed 
prior to the completion of the questionnaire. The consent 
form explained how data would be kept anonymous and 
participants’ confidentiality maintained. 

Questionnaires were administered by the researcher during 
a visit to the facility and were delivered face-to-face. The 
researcher was present during the completion. Completed 
questionnaires were collected immediately after completion. 
Face-to-face data collection was chosen to allow the 
participants to ask questions addressed to the researcher.

Data analysis
The data were captured onto a spreadsheet and checked for 
any errors or omissions. Knowledge was tested by answering 

questions on insertion eligibility criteria. Likert scales were 
used for beliefs and misconceptions, and yes or no questions 
and numeric values were used for the sections on the 
practices of the participants. The data were then uploaded to 
the Statistical Package for the Social Sciences (SPSS) version 
25 and analysed. Frequencies and percentages were used for 
categorical data. For numerical data, means and standard 
deviations or medians and interquartile range were used, 
depending on whether the variables were normally or not 
normally distributed. For inferential analysis, Pearson’s 
correlation tests and Pearson’s chi-square tests were used. 
Statistical significance was described as p < 0.05.

Ethical considerations
Ethics approval was obtained from Stellenbosch University 
Health Research Ethics Committee (HREC) (Reference 
number: S18/10/204), and permission for data collection 
was obtained from the Western Cape Department of Health 
(DOH) and from the City of Cape Town (COCT). Participation 
was voluntary, anonymous and by means of informed 
consent.

Results
Profile of participants
The response rate was 80% (72 participants out of 90 nursing 
staff members who provide contraception in KESS PHC 
facilities). The remainder of staff members who met inclusion 
criteria were on leave (annual, maternity and sick leave), 
while the rest were on courses or at outreach facilities at the 
time of data collection. One out of the 29 facilities did not 
participate because a section of the facility had previously 
burnt down and nursing staff providing contraception had 
been relocated to nearby facilities. They were, however, 
included in the study, being employed at different facilities. 
Table 1 presents the demographic characteristics of the 
participants. The mean age of the participants was 41.3 years 

TABLE 1: Respondent and practice characteristics (N = 72).
Characteristic N %

Professional qualification
Advanced midwife 1 1.4
Clinical nurse practitioner 21 29.2
Professional nurse 41 56.9
Enrolled nurse 8 11.1
Enrolled nurse assistant 1 1.4
Gender
Female 69 95.8
Male 3 4.2
Period in which the highest qualification obtained
2011–2018 18 25.0
2001–2010 30 41.7
1996–2000 16 22.2
1988–1995 8 11.1
Facility
COCT 53 73.6
DOH 19 26.4

COCT, City of Cape Town; DOH, Department of Health
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with s.d. 9.9, 95.8% were female and 41.7% obtained their 
highest qualification between 2001 and 2010.

Figure 1 depicts the type of contraception provided. Only 
about 10% of participants provided the IUCD regularly, 
while the Implanon is provided regularly by about 40% of 
participants. Injectable contraception and the combined oral 
contraceptive pill (COCP) are noted to be provided most 
often in KESS facilities.

Knowledge and training
The knowledge of participants was tested by asking questions 
based on eligibility for LARC used in South Africa and 
provided by the World Health Organization Medical 
Eligibility Criteria. It was shown that trained participants 
had superior knowledge about insertion criteria overall. 
A  maximum score of 12/12 was awarded for IUCD and 
11/11 for Implanon insertion eligibility criteria. The mean 
score for Implanon knowledge for those who were trained 
was 8.56 (s.d. 1.42) and for those who the untrained was 7.16 
(s.d. 2.83) (p = 0.007). The mean score of participants trained 
in IUCD insertion was 10.42 (s.d. 1.80), and those who were 
untrained had a mean score of 8.03 (s.d. 3.70) (p = 0.019).

Trained staff also felt more confident inserting LARC than 
untrained staff, although only 61% of trained staff were 
confident in inserting IUCDs; 82% of trained staff were 
confident in the insertion of the Implanon. All untrained staff 
did not feel confident in the insertion of both methods of 
LARC. Staff who were both trained and felt confident in the 
insertion were low; 31.9% were trained and felt confident in 
IUCD insertion, while 56.1% were trained and felt confident 
in Implanon insertion.

In Table 2, information about training, insertion and 
confidence is shown. A lower proportion of staff trained to 
insert IUCDs performs actual insertions when compared to 
those trained for Implanon insertion, and confidence in IUCD 
insertion is low, while the Implanon group felt more 
confident in insertions. Nearly, all staff who are trained to 

insert the Implanon performed actual insertions. Overall, 
both the trained and untrained participants expressed a need 
for further training in the insertion of both methods. Poor 
knowledge and lack of training with poor confidence 
correlated with lower insertion rates.

Beliefs
Participants’ beliefs were evaluated with the use of Likert 
scales. Certain false beliefs and misconceptions would deter 
the provider from inserting LARC, while positive beliefs and 
attitudes towards LARC will motivate the provider to insert 
or refer to a trained provider who performs insertions.

Table 3 shows beliefs against a number of participants who 
are of the opinion that said belief is correct or incorrect. Most 
participants agreed with the true beliefs and disagreed with 
the false beliefs, this irrespective of their training or 
qualification. Common misconceptions were included. In the 
South African setting, there is a misconception that Implanons 
may be forcefully removed to be smoked as an illicit drug 
has, this has also been included in the questionnaire; 14% of 
providers believed that the IUCD can migrate, while 24% 
believed that the Implanon can migrate. Nearly, a quarter 
believed that Implanon can delay return in fertility. 
Misconceptions may be deterrents to both the provider and 
the user. Questions were asked on beliefs with regard to 
barriers to effective provision. Some of the systemic barriers 
to provision were time constraints, shortage of staff, privacy, 
stock and equipment, and inaccessibility to training courses.

Table 4 demonstrates whether there is a correlation between 
years of experience and whether participants agreed with 
misconceptions by using Pearson’s correlation test. No 
correlation was found between participants who had more 
than 5 years of experience and whether they agreed with 
misconceptions, compared to participants with less than 5 
years of experience. Correlation is significant at the 0.05 level 
(2-tailed). From these data, junior and senior staff shared 
similar beliefs with regard to misconceptions, and seniority 
is not a factor that would deter or encourage staff to provide 
LARC based on their beliefs about misconceptions.

Practices
The total number of patients counselled for contraception per 
week (7 days) prior to the study was 2759. Of those, only 
40.1% (n = 1105) were counselled for IUCD, and 47.2% 
(n = 1303) were counselled for Implanon insertion. Participants 

TABLE 2: Training, insertion and confidence.
Level of training IUCD 

insertion n†
IUCD 

insertion %†
Implanon 

insertion n‡
Implanon  

insertion %‡
Untrained 33 47.8 21 31.8
Trained 36 52.2 45 68.2
Trained and inserts 28 40.6 42 63.6
Trained and feels 
confident inserting

22 31.9 37 56.1

Needs further training 42 60.8 30 45.4

IUCD, intra-uterine contraceptive device
†, N = 69 for IUCD; ‡, N = 66 for Implanon.
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who had more experience in years (> 5 years) did not counsel 
more patients (p > 0.01) and did not do more LARC insertion 
than those with less experience in years. Trained participants 
counselled more patients than untrained participants. While 
72% of staff had evidence-based guidelines on LARC 
provision available, 65% used the guidelines.

Table 5 shows that in the IUCD insertion group, more 
participants from the two largest professional qualification 
groups (clinical nurse practitioner and professional nurse) did 
not insert IUCDs than those who did. In the Implanon group, 
more participants from the clinical nurse practitioner (CNP) 
and professional nurse (PN) groups performed insertions 

than those who did not. Using the chi-square test, one could 
infer that there was a statistically significant difference for 
providers who inserted Implanons in the larger qualification 
groups compared to the smaller qualification groups, while 
there was no statistically significant difference for IUCD 
insertion within these groups. Clinical nurse practitioners, 
advanced midwives (AMs) and professional nurses inserted 
more LARC than the enrolled nurses (ENs) and enrolled 
nursing assistants (ENAs). Staff with higher professional 
qualification insert more LARC than the less-qualified groups.

Discussion
The findings of this study provided a comprehensive 
evaluation of knowledge, beliefs and practices pertaining to 
LARC provision, and barriers specific to healthcare systems in 
KESS were identified. Most participants had more than 
5  years’ experience and were able to provide an accurate 
account of practices. Of the participants who formed part of 
the study, most were PNs. This is likely because CNPs have a 
higher qualification and can manage a wider range of patients 
and diseases. They are usually not allocated to work in only 
one dedicated area.31 It was found that PNs had a higher 
percentage of staff trained for the insertion of both methods of 
LARC.

Similar to previous international studies and a South African 
household survey, participants in KESS reported that LARC 
were not as readily provided, and short-acting methods were 
mostly prescribed and/or administered.1,2,3,4,5,6

Counselling on LARC was poor among participants, and 
participants indicated that they counselled less than 50% of 

TABLE 4: Correlating years (more than five years) of experience to common 
misconceptions.
Variable IUCD delays 

fertility
IUCD can 
migrate

Implanon 
can migrate

Implanon can 
be smoked

Implanon 
delays 
fertility

Pearson’s 
correlation (r)

0.083 -0.010 -0.105 0.003 0.113

p-value 0.503 0.0933 0.389 0.981 0.354
N 68 67 69 68 69

IUCD, intrauterine contraceptive device

TABLE 3: Beliefs regarding long-acting reversible contraceptives insertion (N = 72).
Beliefs regarding LARC Yes No Unsure or no 

answer
n % n % n %

True beliefs 
IUCD are safe 66 91.7 0 - 6 8.3
IUCD can be inserted immediately 
postpartum

51 70.9 16 22.2 5 6.9

IUCD can be inserted immediately 
post-abortion

55 76.4 7 9.7 10 13.9

Follow-up after IUCD insertion is necessary 69 95.8 0 - 3 4.2
Remove IUCD to treat PID 32 44.4 23 31.9 17 23.7
Implanon is safe 69 95.8 0 - 3 4.2
Implanon can be inserted immediately 
postpartum

68 94.4 3 4.2 1 1.4

Implanon can be inserted immediately 
post-abortion

69 95.8 1 1.4 2 2.8

Implanon can be inserted any time during 
menstrual cycle

58 80.6 6 8.3 8 11.1

False beliefs and misconceptions
IUCD increases the risk of miscarriages 8 11.1 45 62.5 19 26.4
Association between IUCD and ectopic 
pregnancies

13 18.1 27 37.5 32 44.4

Association between IUCD and PID 16 22.2 35 48.6 21 29.2
IUCD can delay return in fertility 3 4.2 61 84.7 8 11.1
IUCD can migrate 10 13.9 44 61.1 18 25.0
Implanon can migrate 15 20.8 51 70.8 6 8.4
Implanon can be removed and smoked 8 11.1 44 61.1 20 27.8
Implanon can delay return in fertility 17 23.6 49 68.0 6 8.4
Beliefs regarding barriers
Enough time to insert LARC 43 59.7 14 19.5 15 20.8
Enough space to insert LARC 48 66.7 8 11.1 16 22.2
Enough privacy to insert LARC 53 73.6 9 12.5 10 13.9
Always stock available 46 63.8 14 19.5 12 16.7
Training courses in LARC insertion easily 
accessible

40 55.5 21 29.2 11 15.3

Enough staff at facility 35 48.6 25 34.7 12 16.7
Correct equipment for insertion available 46 63.8 13 18.1 13 18.1
Another skilled person available for 
assistance

40 55.6 17 23.6 15 20.8

Guidelines on LARC insertion available 52 72.2 15 20.8 5 7.0

LARC, long-acting reversible contraceptives; IUCD, intrauterine contraceptive device; PID, 
pelvic inflammatory disease.

TABLE 5: Relationship between nursing qualification and practice.
Professional qualification Inserts IUCD †* Inserts Implanon ‡*

Yes No Yes No

Clinical nurse practitioner
n 7 14 12 9
%within PQ 33.3 66.7 57.1 42.9
%within insertion 25.0 31.8 28.6 32.1
Advanced midwife
n 1 0 1 0
%within PQ 100 0 100 0
%within insertion 3.6 0 2.4 0
Professional nurse
n 19 22 29 12
%within PQ 46.3 53.7 70.7 29.3
%within insertion 67.9 50.0 69.0 42.9
Enrolled nurse
n 1 7 0 7
%within PQ 12.5 87.5 0 100
%within insertion 3.6 15.9 0 25
Enrolled nursing assistant
n 0 1 - -
%within PQ 0 100 - -
%within insertion 0 2.3 - -

IUCD, intrauterine contraceptive device; PQ, professional qualifications
†, χ² for IUCD insertion = 0.167; ‡, χ² for Implanon insertion = 0.004.
*, p-value = 0.05.
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patients on LARC methods: 40.1% for IUCD and 47.2% for 
Implanon insertion. These findings correlated with a lack of 
knowledge and training on counselling on LARC methods 
and are comparable to research among PHC and specialised 
contraception provider nurses in the United States. PHC 
contraception providers only routinely counselled about half 
of patients on LARC methods.32 In Rwanda, government 
clinic nurses who provided contraception were studied. They 
indicated that those who were not trained to insert LARC or 
did not have time to provide them were reluctant to promote 
LARC.33 The findings are also in keeping with other research 
undertaken in Southern Africa, suggesting an unmet need at 
the provider level for training to competency in LARC 
methods, appropriate counselling, and insertion and removal 
techniques.34 South African providers felt that they had 
limited knowledge and had the need for further training in 
counselling and insertion of LARC.35

Common misconceptions were evaluated. There was no 
difference between more and less experienced participants 
and whether they were of the opinion that the common 
misconceptions were true. To date, no previous literature 
had been found that studied these relationships.

Participants had a favourable perception of LARC methods 
regarding safety. Timing of insertion of both devices and the 
importance of follow-up were well understood by participants. 
Beliefs with regard to associations between LARC methods 
and conditions such as miscarriages, ectopic pregnancies and 
PID varied among participants of all qualification groups. 
There was no correlation between years of practice, 
professional qualification and beliefs regarding LARC 
methods. These findings were similar among those trained 
and untrained for LARC provision. A 2012 study in the United 
States evaluated beliefs and perceptions of PHC contraception 
providers and results yielded similar findings to those studies 
in this research. Over half of the participants from the United 
States study thought that LARC methods were safe and 
suitable for a wide variety of women. The study was conducted 
in 2012 after LARC gained more popularity and training 
courses became more readily available to staff.36

The findings of this study show that a lack of training is 
associated with poorer confidence and poorer knowledge on 
eligibility criteria for insertion. Trained participants counselled 
more patients on LARC methods and performed more 
insertions. They also had superior knowledge on insertion 
criteria. These findings are in keeping with studies conducted 
in first-world countries such as the United States and the 
United Kingdom, which found that superior knowledge on 
LARC eligibility criteria, counselling, and insertion skills could 
be attributed to training.19,20,21,37 These findings were also 
observed in the African context with research done in Egypt.29

Lower provision of LARC had an association with poor or 
inaccurate knowledge and insufficient numbers trained for 
insertion. These findings are comparable to an Australian 
systematic review suggesting that IUCD training for 
healthcare providers contributes to improved knowledge 

and attitudes regarding the provision of IUCDs, high rates of 
successful insertions with low complication rates and 
increased provision of IUCDs to women.38

Lack of resources such as time constraints, limited stock and 
equipment, and the absence of another skilled person at the 
facility were suggested as barriers to LARC insertion by 
participants in this study (21%, 20% and 25%, respectively). 
Over a third of participants believed that a shortage of staff 
was a barrier and almost a third thought that training courses 
were not easily accessible. There are limited studies available 
on healthcare and system barriers; however, an international 
literature review and a survey among LARC experts found 
that lack of skilled providers onsite, lack of trained 
contraception providers, and cost and shortages of 
instrumentation are barriers to LARC provision.26,39 Two 
African studies conducted in Malawi and Uganda found that 
systemic problems such as lack of experienced LARC 
providers, high work burden and lack of equipment have 
resulted in reliance on outside referrals for LARC insertion.27,40

Strengths and limitations
All facilities in the Khayelitsha Eastern Substructure were 
included in the study, and there was a good response rate for 
the completion of questionnaires. The data collection tool had 
been validated and may therefore be used in future research.

Questionnaires were mostly completed by staff who provided 
contraception. However, two facility managers from the 28 
facilities that participated asked all the nursing staff 
employed at their facilities to complete the questionnaires. 
During the completion, it was clear that not all of them 
provided contraception regularly and may not have 
understood all questions, specifically questions pertaining to 
knowledge. However, it is unlikely that this would have 
affected the results of the study significantly. The analysis 
could have been taken further in terms of the direct correlation 
of factors with LARC provision. This is an opportunity for 
further research.

Recommendations
From the above findings, recommendations can be made to 
improve LARC provision. Hands-on training, regular 
refresher courses and a trained mentor or supervisor at each 
facility may improve provision, together with supporting 
contraception providers to attend courses. Dedicated LARC 
providers may improve uptake by women. Community 
health workers may also have a role in increasing uptake by 
doing initial counselling and expanding women’s knowledge 
on different methods of contraception. Long-acting reversible 
contraceptives may be offered to adolescents and first-time 
contraception users. Policymakers should ensure that an 
allocated space for women’s health and contraception 
provision is available at facilities that would address space 
and privacy constraints. Compulsory courses on counselling 
should be made available for all healthcare workers, even 
those who do not provide contraception services, and 
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education on LARC methods should form part of teaching in 
schools to improve awareness among adolescents. In the 
future, perspectives from the users should be researched to 
identify factors that will improve the uptake of LARC.

Conclusion
The knowledge, beliefs and practices pertaining to LARC 
provision differ among healthcare providers with different 
levels of training and qualification. Poor knowledge was 
identified in the untrained providers and in the groups with 
lower levels of qualification. Many participants indicated a 
further need for training in LARC insertion. Provision of 
LARC, particularly the IUCD, was among the lowest of 
contraception provided, and lack of knowledge and poor 
confidence attributed to the lower figures of LARC insertion. 
Participants had a favourable perception regarding the safety 
of LARC methods, and there was no correlation between 
more years of experience, counselling and beliefs. To date, 
no  comparable studies were found pertaining to these 
relationships. Poor knowledge regarding insertion criteria, 
poor confidence in LARC insertion and inadequate numbers 
of women counselled were identified as the major factors 
that limit the provision of LARC, and all had a relationship 
with lack of training. Specific system barriers have been 
identified that may be addressed to improve LARC uptake. 
The evaluation in this study is in keeping with previous 
findings in terms of knowledge, beliefs and practices 
regarding the provision of LARC.
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