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A B S T R A C T

Enthusiasm for long-acting reversible contraception (LARC) is growing among donors and NGOs throughout the
global reproductive health field. There is an emerging concern, however, that the push to insert these methods has
not been accompanied by a commensurate push for access to method removal. We use data from 17 focus group
discussions with women of reproductive age in an anonymized African setting to understand how users approach
providers to request method removal, and how they understand whether or not such a request will be granted.
Focus group participants described how providers took on a gatekeeping role to removal services, adjudicating
which requests for LARC removal they deemed legitimate enough to be granted. Participants reported that
providers often did not consider a simple desire to discontinue the method to be a good enough reason to remove
LARC, nor the experience of painful side-effects. Respondents discussed the deployment of what we call legiti-
mating practices, in which they marshalled social support, medical evidence, and other resources to convince
providers that their request for removal was indeed serious enough to be honored. This analysis examines the
starkly gendered nature of contraceptive coercion, in which women are expected to bear the brunt of contra-
ceptive side-effects, while men are expected to tolerate no inconvenience at all, even vicarious. This evidence of
contraceptive coercion and medical misogyny demonstrates the need to center contraceptive autonomy not only
at the time of method provision, but at the time of desired discontinuation as well.
1. Introduction

Global family planning practitioners have expressed considerable
enthusiasm about the potential of long-acting reversible contraception
(LARC) in recent years. Advocates and researchers in the global family
planning community have praised LARC for its “many positive method
characteristics,” including low failure rates, extended duration of use,
suitability for all reproductive intentions, and ease of provision (Jacob-
stein, 2018; Secura et al., 2010; Stanback et al., 2015). There has been
such great enthusiasm for LARC that many programs in both the Global
North and Global South have adopted a “LARC-first” approach to con-
traceptive service provision in which shorter-acting methods are pre-
sented to clients last or sometimes not at all (Brandi & Fuentes, 2020;
Gomez et al., 2014; Secura et al., 2010; Senderowicz et al., 2021).
Enthusiasm for LARC has grown even stronger during the COVID-19
pandemic, with the International Federation of Gynecology and Obstet-
rics suggesting, for example, that postpartum LARC could be “the solu-
tion” to “the negative impact of COVID-19 on contraception and sexual
and reproductive health” (Makins et al., 2020).
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In response to this enthusiasm, however, some scholars have
expressed concern that the emphasis on LARCmay translate into pressure
among family planning clients to adopt a method they do not fully un-
derstand or want (Hendrixson, 2018; Howett et al., 2019). The
provider-dependent nature of the two methods of LARC (the subdermal
contraceptive implant and the intrauterine device) means that a provider
is necessary not just for method insertion, but for removal as well. This
provider dependency has led to concerns that LARC users may be
particularly susceptible to contraceptive coercion. Drawing from Send-
erowicz, 2019, we define contraceptive coercion here as any action –

subtle or overt, structural or interpersonal, upward or downward – that
limits a person's autonomous exercise of their contraceptive desires,
including both method adoption and discontinuation. Affirming the
importance of discontinuation, the World Health Organization and other
professional medical associations have characterized LARC removal
upon user request as an essential element of quality of care and of
person-centered family planning (ACOG, 2022; World Health Organiza-
tion and WHO, 2014).

Previous research has conceptualized the provider-dependent nature
on, WI 53706, USA.
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of LARC removal as creating a protracted timeline over which contra-
ceptive coercion can occur, extending well past the time of initial method
provision (Senderowicz, 2019). Feminist scholars have documented the
ways that IUDs were used as tool of protracted reproductive coercion in
China during the years when the “One Child” policy was in place (Chen&
Summerfield, 2007; Greenhalgh, 1994). More recent research is
exploring how some LARC users turn to self-removal, due at least in part
to “barriers to formal care” that include provider reluctance to offer
removal services on request (Broussard & Becker, 2021; Gbolade, 2015;
Glaser et al., 2021). Research from the United States has explored
internet message boards, video repositories and other social media as
sites where LARC users share information and tips for method
self-removal as a way to circumvent provider reluctance to remove the
method (Amico et al., 2020; Broussard & Becker, 2021; Stimmel et al.,
2022).

In sub-Saharan Africa, too, reproductive health scholars have raised
concern about the incommensurately small focus on LARC removal ser-
vices, as compared to insertion (Callahan et al., 2020; Christofield &
Lacoste, 2016; Howett et al., 2019). In 2018, Hendrixson drew an explicit
connection between the focus of Global North donor-funded family
planning initiatives on increasing LARC uptake with the potential for
contraceptive coercion among the racialized and gendered bodies of
African women. Hendrixson cites the “implant volume guarantees” that
the Bill and Melinda Gates Foundation offered the implant manufacturer,
and the “market-driven targets for expanding implant use,” as reasons for
the programmatic tunnel vision that has focused some reproductive
health programs so narrowly on implant use in the sub-Saharan African
region (Hendrixson, 2018).

And indeed, a small but growing body of evidence from around the
region is showing contraceptive coercion at the time of desired implant
discontinuation (Britton et al., 2021; Senderowicz, 2019; Senderowicz
et al., 2021; Utaile et al., 2020; Yirgu et al., 2020). These studies have
found that a programmatic emphasis on LARC can translate into biased
counseling, pressure to adopt the method, and importantly, provider
reluctance or outright refusal to remove the method on request. This
research shows that providers may refuse to remove LARC, including in
situations when the user wishes to get pregnant as well as when the
labeled duration of use has completely elapsed (Utaile et al., 2020; Yirgu
et al., 2020). A study from Kenya reports that some women perceived
providers to be completely “unwilling to remove LARC, regardless of
rationale”(Britton et al., 2021).

These studies have begun to scratch the surface of LARC removal in
sub-Saharan Africa, but research on this topic is still in its early stages,
with a great deal still to understand about patient-provider dynamics as
well as the structural contexts in which they play out. In this analysis, we
explore both the types of provider resistance that LARC users encounter
when seeking removal services, as well as the legitimating practices that
help users achieve the method discontinuation that they seek. We use
data from 17 focus group discussions in an anonymized African setting to
understand how LARC users (with a focus on subdermal implant users, as
IUD use is considerably less common in this setting) approach providers
to request an implant removal, and the internal logic of the decision-
making processes that seem to drive whether or not such a request will
be granted.

2. Material and methods

The data from this study come from a larger mixed-methods study on
contraceptive coercion and reproductive autonomy. The study was car-
ried out in a sub-Saharan African country that was a member of the
Family Planning 2020 Initiative and engaged in family planning pro-
grams at the global, regional, and national levels funded and imple-
mented by well-known global health organizations. Due to the sensitive
and politicized nature of the subject matter and the findings we report,
we have made the decision to anonymize the country setting and other
identifying details.
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2.1. Sampling and data collection

The data we use here come from the focus group discussion (FGD)
phase of this study. We conducted 17 focus group discussions with 146
women of reproductive age. The focus groups each had between six and
eleven participants. Focus group participants were identified and
approached with the help and introduction of field supervisors and
community leaders from established research platforms in those areas.
Because these field supervisors have been working in these neighbor-
hoods and towns for many years, they are well known to their respective
communities, and their introduction was essential to gaining the confi-
dence of the women we sought to interview. In addition to using their
own networks, the field supervisors also used key informants from
neighborhood groups and women's associations to help further identify
potential focus group participants. Due to documented health disparities
in between rural and urban settings in this country, we divided our FGDs
evenly between the capital city and a series of much smaller rural com-
munities outside of the capital. The urban site is largely populated by the
country's majority ethnic group, while the rural site is largely populated
by several of the country's minority ethnic groups.

Respondents were eligible for inclusion if they were self-identified
women between 15 and 49 years of age, lived within one of the neigh-
borhoods or villages included in our study sites, and were willing and
able to provide informed consent. We used key informants and local
research collaborators to create our sampling strategy, which was pur-
posive, and designed to maximize variation and obtain a diversity of
opinion across a wide range of sociodemographic characteristics (Coyne,
1997). Focus groups were stratified by these sociodemographic factors:
age, marital status, education, urbanicity, and religion. This stratification
aimed to reduce hierarchies and promote ease of conversation among
participants. The sociodemographic makeup of the focus groups is shown
in Table 1.

The FGD guide included questions on sociodemographic background,
previous use of contraception, past experiences with family planning
services providers, reproductive desires, fertility intentions, gender
norms in decision-making, and views on childbearing. We pre-tested
FGDs guides with key informants for clarity and content prior to use.
Researchers and field supervisors closely monitored the data as it was
collected for quality and made iterative changes to the tools as needed
throughout the fieldwork period. In addition to asking women about
their own experiences and values, the guide included additional ques-
tions and probes on experiences of friends, family members, neighbors
and other community members, as previous research has found this an
effective method of understanding sensitive reproductive experiences
(Rossier, 2003).

Our study team trained eight experienced local women data collectors
to moderate the focus groups, which were conducted in the country's
national colonial language as well as the two most common non-colonial
languages according to respondent preference. Moderator training
emphasized study goals, non-directive probing, and value-neutral
moderation techniques. Two data collectors moderated each focus
group, and no other study members were present for the discussions.
Moderators took a semi-structured approach to guiding the discussions
broadly around issues of autonomy, access and quality of care in family
planning services, according to respondent interest. FGDs were audio-
recorded, translated and transcribed verbatim with personal identifiers
removed and a pseudonym assigned to all participants.

Due to the time of year (the beginning of the rainy season), many
women in the rural areas were engaged in farm work from early morning
to dusk. This made it challenging to find times to meet with them for the
focus groups, but many women were gracious enough to share their
lunch breaks with us, or otherwise make time to accommodate our
request. It should be noted, though, that some of these women did ex-
press feeling pressed for time during the FGDs, causing the moderators to
hasten them as much as possible without compromising study goals. All
respondents were given a quantity of household soap or similar item to



Table 1
Sociodemographic characteristics of focus group discus.

Focus group # n Religion Site Age
Group

Education Marital Status

1 10 Mixed Urban 25–49 Some school Married
2 7 Mixed Urban 25–49 Some school Married
3 10 Mixed Urban 25–49 No school Married
4 10 Mixed Urban 25–49 No school Married
5 8 Mixed Urban 15–24 Some school Married
6 10 Mixed Urban 15–24 No school Married
7 11 Mixed Urban 15–24 Some school Unmarried
8 10 Mixed Urban 15–24 Some school Unmarried
9 9 Muslim Rural 25–49 No school Married
10 8 Muslim Rural 25–49 No school Married
11 6 Christian Rural 25–49 No school Married
12 6 Christian Rural 25–49 No school Married
13 11 Christian Rural 25–49 No school Married
14 10 Muslim Rural 15–24 Some school Married
15 6 Christian Rural 15–24 No school Unmarried
16 8 Christian Rural 15–24 Some school Unmarried
17 6 Muslim Rural 15–24 Mixed Unmarried

Total n 146
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thank them for their time and participation.

2.2. Data analysis

Our multidisciplinary study team of US-based and local researchers
used a modified grounded theory approach based on Straus and Corbin to
guide our team coding approach for the analytic phase of this work
(Corbin & Strauss, 2014; Giesen & Roeser, 2020). Guided by Geisen and
Roeser's team-based approach to qualitative coding, our team of four
coders and one senior reviewer familiarized ourselves with the data and
then used Dedoose software to free code the first few transcripts (Giesen
& Roeser, 2020). Based on these free codes, we generated an initial list of
codes that we began to organize under code families. Once we generated
this initial list of codes, each transcript was then independently coded by
two coders. We convened weekly team meetings to discuss points of
agreement and disagreement between the coders, potential changes to
the code list (creating new codes, collapsing codes together, etc.) as well
as analytic memos, and other issues of note that had arisen during the
previous week.

Given the strong body of global literature showing how disrespect and
abuse from healthcare providers can be normalized (Freedman and Kruk,
2014; for example), we sought to both understand how women made
their own sense of the stories they were sharing, as well as to understand
these experiences in the larger context of the global family planning
movement. Through our iterative process, we generated main themes
and used axial coding to link concepts to one another and infer meaning
from individual codes (Vollstedt & Rezat, 2019). We present these
findings here with illustrative quotes.

2.3. Protection of human subjects

All relevant ethics boards reviewed and approved this study. These
include the Institutional Review Board of the Office of Human Research
Administration at the Harvard T. H. Chan School of Public Health in
Boston, USA, the national ethics committee of the country where the
study took place, and the local ethics committee at one research site.
Written informed consent was obtained from all adult participants (ages
20 and above). For minors (ages 15–19), written parental informed
consent was obtained in addition to written assent from the minor. All
participants were assigned pseudonyms and we retained no identifying
respondent information.
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3. Results

We divide our results into three key, interrelated findings. First, ac-
cording to our participants, providers took on a gatekeeping role in
relation to LARC removal, adjudicating which reasons for method
removal were legitimate and important enough to be granted and which
were not. Second, we found that a user's desire to discontinue was often
not considered a legitimate enough reason to convince a provider to
remove the method. Finally, we found that LARC users in this context
strategically deployed “legitimating practices,” marshalling social sup-
port, medical evidence, and other resources to convince providers that
their request for removal was indeed serious enough to be honored.
3.1. Providers as gatekeepers of LARC discontinuation

Focus group participants reported an array of stories from both their
own experiences and from their social networks showing how providers
assumed a gatekeeping role when it came to LARC discontinuation.
Foundational to these stories was the understanding that discontinuing a
method before the time of its labeled duration (5 years for the subdermal
implant used in this context) was considered an “early” removal. Rather
than viewing the implant as a method that can be used for up to five years
but discontinued at any time prior upon user request, the default for
providers in these stories was to insist on the five year maximum duration
of labeled use. Deviations from this default timeline seemed to be strictly
gatekept in many instances by providers. Reasons that FGD participants
understood as justification for provider refusal to remove LARC included:
a provider's expression that it was medically dangerous to remove a
method before the end of its labeled duration of use; a provider's
expression that it was a waste of precious resources not to use up the full
efficacy of the method; a provider's desire to medically treat method side-
effects rather than removing the method; a provider's solicitation of
higher payments for removal than for insertion; and the inability to
locate the implant during removal with no follow up care or referral. A
summary of reasons for provider refusal to remove LARC, reasons pro-
viders deemed insufficient for removal, and rationales considered legit-
imate for removal is provided in Fig. 1.

Maddie shared a typical story with the focus group:

Maddie: I used it [the implant] for three months and my periods
stopped coming. I went to see a nurse at the clinic, and she told me
that I should leave it, and that it’s normal. And I told her that I came to
change [my method] and she told me no, that you cannot change and
that you have to continue with it. Then I said that if that is how it



Fig. 1. Summary of reasons for provider refusal to remove LARC and reasons deemed in/sufficient to warrant removal.*
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works, I want my documents back and I am going to leave, because I
do not ever want to use another [method again].

FGD3 (rural, Muslim, unmarried, under 25)

Like Maddie, many women in the focus groups shared that their
provider's refusal to remove their implant was not accompanied by a
justification or rationale for the refusal. Examples of this type of outright
refusal to remove implants were reported by respondents from across our
sample, including women from a range of ethnicities, religious back-
grounds and marital statuses, living in both the urban and the rural sites.

Some providers, however, did offer explanations to users for refusal to
remove implants on request. Some focus group respondents, for example,
shared that providers led them to believe that there were important
medical contraindications to removing the implant too soon. For
example, Rachel shared that:

Rachel: According to them [to providers], the contraceptive method
had not yet taken effect, so if you remove it, it would be complicated
[dangerous].

FGD13 (rural, married, Christian, over 25)

Rachel's experience was echoed by Lauren, who was also told there
were medical reasons for a provider's refusal to remove implants “early.”
In Lauren's case, her provider told her that implants must be used for a
minimum duration of two years:

Lauren: They said that the [implant], when you put that in there, if
it’s not after two years, you can’t take it out. If it hasn’t reached two
years there, they cannot remove it.

FGD5 (urban, married, Muslim, under 25)

In a different focus group, Marissa pushed back against the notion
that providers could not remove the implant on request, showing that
while many women were told there were medical contraindications to
“early” removal, not all of them believed it. Marissa argues with her
fellow focus group participants that the issue was not that providers could
not remove the implants, but that they would not:
4

Marissa: It’s the health workers who refuse to take it out. Otherwise,
you can remove it. There is nothing that makes it so you can’t remove
it. Didn’t a person put it in?

FGD1 (urban, married, Catholic, over 25)

Marissa went on to explain that the reasons providers refused to
remove LARCwas not because of clinical reasons, but because of provider
concern about the wastefulness of “early” LARC removal:

Marissa: They [the providers] say that it is a waste, they would see
their product get wasted. Alternatively, it is not like there is a problem
that could harm your body. They see that the medicine they pre-
scribed you lasted two weeks instead of ten years and that is a waste.

Especially given the overall context of scarcity in this setting, where
poverty often means that tires are ridden to shreds and food is eaten to
the last morsel, the idea that the maximum value of the implant might not
be used all the way up is a justification we heard often from respondents
for provider refusals. Marissa's quote emphasizes how providers were
loath to remove LARC while it still had the ability to prevent pregnancy,
since this would be tantamount to throwing away valuable medicine.

3.2. A user's desire to discontinue is often not enough to obtain method
removal

Women in our focus groups reported an array of reasons that they or
others might want their implant removed, including, a desire to get
pregnant and have a child, suffering from unpleasant or even debilitating
side-effects, or simply their own desire for discontinuation. In spite of
these reasons, respondents reported that providers often refused their
requests. Indeed, a LARC user's desire to discontinue her method for the
simple reason that she did not wish to use it anymore was seldom
considered a compelling enough reason for providers to honor her
request, according to our respondents. Because providers sought to
enforce a standard timeline based on maximum labeled duration of ef-
ficacy, deviating from this timeline became something that LARC users
needed to negotiate for and earn from providers.

While many women, like Maddie (above), reported that their requests
to discontinue their method were refused outright with no provider
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justification, others reported being offered a rationale for their health
worker's refusal. Hannah, for example, told us:

Hannah: They were going to accept; but they find out that you have a
child that is at a young age, they will not accept.

FGD1 (urban, married, Christian, over 25)

Hannah's provider seemed to focus more attention on spacing out
users' births than on users’ desire for implant removal. Throughout the
focus groups, respondents reported that providers made decisions about
both LARC insertion and LARC removal with an eye toward ensuring
lengthy interpregnancy intervals (IPIs). In this way, we found that
healthcare providers seemed to be using LARC to enforce a sort of
compulsory birth spacing in which they inserted LARC during the post-
partum period and refused to remove it as long as the provider did not
feel that a sufficient IPI had yet been reached. The most common time-
frame providers had for these IPIs was between three and five years,
according to our respondents, which is well beyond the six month IPI
recommended by professional medical associations such as the American
College of Obstetricians and Gynecologists and the Society for Maternal-
Fetal Medicine (American College of Obstetricians and Gynecologists,
2019).

Later, Hannah told us that, although she was seeking to remove her
implant due to undesirable menstrual changes, her provider instead
insisted on treating her unwanted bleeding but refused to remove her
implant:

Hannah:No, they will not remove it [the implant]. They will promise
to give you medicine to stop your period from coming. Because if you
use a contraceptive method and it makes you bleed for long periods of
time. If you explain it to them, they will prescribe you some medicine
that will make your bleeding stop.

With the provider emphasis on treating contraceptive side-effects
with additional medicines, focus group participants reported that even
debilitating side-effects were often not enough to convince providers to
remove LARC “early.” We shared the following exchange with Lauren
about one of her co-wives in her polygamous marriage:

Lauren: I have one of my co-wives who put in the implant but ever
since she got it, she has pain around her hips all the time …

Moderator: When she had the hip pain, did she go back to get it
removed?

Lauren: Yes, when she put it in and then started to feel bad, she went
back for them to remove and they said that she should just leave it for
at least three or four years before coming to take it out.

Moderator: So how much time later did she go back to get it taken
out?

Lauren: It was before the three year mark that she wanted to take it
out and they told her to leave for the three years or four years before
taking it out, and that pain around the hip areas is normal … But
before she took it out, she really had bad pain around her hips. She
couldn’t do anything, not even wash the clothes or anything.

Moderator: But did she tell you why they [the healthcare providers]
didn’t want to take it out?

Lauren: Yes, I asked her why they said they wouldn’t remove it. She
told me that they said that this method is for five years, and as long as
the five years haven’t come and gone, that they’re not supposed to
take it out.

FGD5 (urban, married, Muslim, over 25)

In this setting, washing clothing by hand (by bending over a washtub)
is an important, routine chore that women are conventionally expected to
5

perform for themselves and for their families. That the pain was severe
enough to prevent Lauren's co-wife from performing this routine task but
was not taken seriously enough by providers to warrant removal shows
that even debilitating side-effects that interfere with everyday life were
not always enough for providers to grant “early” requests for LARC
removal. In addition to the pain and suffering that Lauren's co-wife
experienced, her inability to perform tasks as expected could have had
important consequences for her relationships with other members of her
household and for her social standing. That Lauren reports that the
provider was “not supposed” to take the implant out prior to the five year
period suggests that providers are perhaps being instructed not to remove
implants “early.”

Other respondents reported financial reasons why providers would
refuse to remove LARC. Allie, for example, tells us

Allie: Me, I know a woman who used the five year implant, now the
five years have passed and she is still with it, that she, she did not have
enough money to remove it.

FGD5 (urban, married, Muslim, over 25)

Allie's story shows how financial barriers can result in women being
trapped with an unwanted contraceptive in their body. Notably, re-
spondents in several focus groups raised the point that providers often
ask women to pay higher prices for LARC removal than they did for LARC
insertion, rendering removal services inaccessible for many and raising
important issues of equity.

Importantly, not all focus group participants experienced these types
of barriers to LARC removal, and several respondents expressed the
conviction that providers often did offer LARC removals on request and
honored user preferences. Raquel shares an example of this sentiment:

Raquel: The health workers have said that if you put in a method
today and then tomorrow or the day after you have problems, you can
come back and they will remove it from you … They take it out
without a problem if you really want to take it out. Even if you put it
in today and in a week you to remove it, they take it out no problem.

FGD6 (urban, married, Catholic, under 25)

Raquel's affirmations that providers would indeed remove LARC on
request is important evidence of the diversity of experiences with implant
removal, and shows that the degree of provider gatekeeping of removal
services could vary substantially by case and by provider.
3.3. Legitimating LARC discontinuation

In the face of these substantial barriers to LARC discontinuation, some
women were able to convince their providers to remove their LARC using
practices aimed at getting the providers to consider their requests legit-
imate. We use the term “legitimating practices” to refer to range of acts
(including developing rationales, gathering evidence, marshalling social
support, and other tactics) that women used to convince healthcare
providers that their request for method removal was legitimate enough to
be granted.

Legitimating practices draw an understanding of provider rationales
for refusing LARC removal, and the devising of strategies that might add
weight to requests for LARC removal in the eyes of a gatekeeping pro-
vider. Understanding that a simple desire to discontinue the method or
the experience of side-effects was often not enough to convince a pro-
vider to remove the implant “early,” especially if the provider sought to
enforce compulsory birth spacing, the legitimating practices revolved
around convincing the provider that a) the request for the removal was
coming not only from the woman, but from a man in her life as well; b)
that the removal was not, in fact, “early”; c) that the user had made a
good faith effort to treat her side-effects or otherwise keep the method;
and/or d) that the removal would not lead to closely spaced children
(Fig. 1). Respondents saw the use of one or more of these legitimating
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practices as a way to increase the likelihood that a request for LARC
removal would be granted.

One important factor affecting LARC removal was the way contra-
ceptive side-effects could negatively impact men and men's sexual de-
sires. According to Maddie:

Maddie: Certain people, when they use it [the implant], they get
dizzy. Others lose weight. Or else, like the big sister [a respectful
reference to another focus group member] was saying, if your period
comes and doesn’t stop. So even your husband can – if he wants to get
close to you and you say ‘It’s here. It’s here. It’s here. It’s here’
[referring to a menstrual period]. It’s a problem! He’s going to say get
out of here with that! [Laughs] When someone wants to get close to
you and it’s ‘It’s here, it’s here.’ It [getting the method removed] is a
must!..

Lily: It’s a must that they just take it out.

Maddie: You are required to take it out of me!

FGD3 (urban, married, Christian, over 25)

This exchange between Maddie and Lily was particularly striking
because in countless other exchanges, participants had shared how
women are expected to just live with contraceptive side-effects, to
tolerate any pain they experience, and to muddle through as best they can
with the implant. In this example, however, we saw that, when the un-
pleasant side-effects of contraceptive use bubbled over from exclusively
affecting women and instead began to affect men, there was new sense of
urgency and gravity. In this case, it was not the simple fact of the pro-
longed menstrual bleeding or its effect on the body of the woman
experiencing that made removal “a must.” Instead, it was the fact that
this menstrual bleeding impeded the user's husband from access to sex
with his wife that rendered removal an imperative.

It was not only the spill-over of contraceptive side-effects onto men
that made men's involvement legitimating for LARC removal. Even in the
absence of side-effects, women used male family members as a way to
escalate the importance of their removal requests in the eyes of providers.
The utility of having aman request removal as a legitimating practice was
exemplified by Sofia, who told us about how male family members could
help convince providers to remove implants:

Sofia: I saw one woman who had used the implant, and when she got
it inserted, she became thin, she became really thin, and people told
her to go get it taken out. She went to get it taken out, but they (the
nurses) refused. They say that she went to find her older brother who
took her to the doctor to get it removed and free her.”

FGD1 (urban, married, Muslim, over 25)

In addition to seeking help from men to get the method removed,
women expressed that they could also get their method removed if the
labeled duration of use had been reached, and the request for removal
was no longer considered “early.” We see an example of this from Susan,
who was encouraged to get the implant after a difficult delivery:

Susan: They said to my husband to return 40 days later (after de-
livery) and they’ll place the rubber thing, the one for five years
[referring the implant rod]. They told me I wouldn’t even have to pay
[a very small sum of money]. I said okay, no problem. I went to talk to
my husband and see if he agrees. Before the 40 days were even up,
they sent our community health worker with a note to say that they
need the women to come get a contraception method because she
suffered a lot during childbirth and also the babywas big. In any case I
was able to get the rubber [the implant rod]. It was worth five years,
and it didn’t tired me out at all. And when the five years came to an
end, I removed it.

FGD12 (rural, married, Christian, over 25)
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In addition to waiting for their implants to expire, women in the focus
groups shared that they might also be able to convince the provider to
grant a removal request if they could show that their side-effects are
really serious and that they are not simply giving up on the method
without a good faith effort:

Charlotte: He [the provider] does not accept [to remove] it on the
spot; he will give you medication first and if the ailment persists, he
will then accept to remove it.

FGD2 (urban, married, Catholic, over 25)

A final way to legitimate implant removal that participants raised was
if the provider could be convinced that the removal would not result in
closely spaced children. One notable example from this comes from
Hannah, who shares what happens in the case that a young child dies:

Hannah: If your child dies, the decision is between you and your
husband now. If you do not want to have another child, you only have
to wait the five years. On other hand, if you want to have another
child, you can go get it [the implant] removed. If the health worker
knows that you do not have children, they will accept to remove it
without a problem.

FGD13 (rural, married, Christian, over 25)

That the decision reverts to the LARC user and her husband upon the
death of a child implies that prior to that loss, the provider was a factor in
that decision as well. This underscores the element of reproductive
control that healthcare providers are wielding in these stories, deciding
whom they think should be allowed to have children, under what cir-
cumstances, and when.

4. Discussion

These findings explore not only the ways in which access to LARC
discontinuation is limited by provider reluctance to remove these
methods, but also some of the legitimating practices that help women
gain access to implant removal services, and the ways that women ma-
neuver within restrictions to manifest their reproductive desires. These
results add to the growing body of evidence showing how healthcare
providers can view a LARC user's own desire to discontinue as an insuf-
ficiently strong rationale for removal. Users' reports of their interactions
with healthcare providers reveal that providers view their role as gate-
keeping access to contraceptive discontinuation, rather than prioritizing
responsiveness to user requests. As the gatekeepers of method discon-
tinuation, then, providers must be presented with a sufficiently
compelling grounds for honoring requests for contraceptive method
removal. In response, our results find that women have developed an
array of strategies to convince providers that their claim to method
removal is strong enough.

The findings from this study indicate that the driving concern for
family planning programs in this setting may not be to enable a woman to
achieve her own reproductive desires, but rather, to enforce compulsory
birth spacing and achieve other global family planning programmatic
priorities. This relates to the connection between quantitative uptake
targets and coercive family planning services that have been drawn in
other analyses of contemporary global family planning and reproductive
health programs (Hendrixson, 2018; Senderowicz, 2019, 2020; Sender-
owicz et al., 2021). These results also dovetail with an emerging body of
literature that documents, from the provider perspective, how healthcare
providers seek to impose their own biases and preconceptions about
contraception onto their patients, especially among those from margin-
alized racial and ethnic backgrounds (Kramer et al., 2018; Manzer& Bell,
2021; Stevens, 2018).

The provider reluctance that women report when seeking to discon-
tinue LARC is in direct contravention of the principles of contraceptive
autonomy, and of reproductive rights and justice more broadly (Ross



L. Senderowicz, A. Kolenda SSM - Qualitative Research in Health 2 (2022) 100154
et al., 2017). Contraceptive autonomy is defined “as the factors that need
to be in place for a person to decide for themselves what they want in
regards to contraceptive use, and then to realize that decision,” broken
down in the three components of informed, full, and free choice (Send-
erowicz, 2020). In previous work, we have explicitly identified provider
reluctance to remove LARC on request as a form of contraceptive coer-
cion, and included the right to discontinue provider-dependent methods
without barriers or coercion as a key element of contraceptive autonomy
(Senderowicz, 2019, 2020). This focus on the ability to discontinue LARC
on demand is also highlighted in a “LARC Statement of Principles Issues”
jointly by the National Women's Health Network and the SisterSong
Women of Color Reproductive Justice Collective. This document em-
phasizes that “A woman who wants her LARC removed should have her
decision respected and her LARC promptly removed, even if her clinician
believes that she might ultimately be happy with the device if she were to
wait” (Christopherson, 2016).

While the research methods we employed do not allow us to know the
gender of the providers themselves, they do allow us to note a starkly
gendered divide in how removal requests are received by providers.
Requests by women because they are experiencing unpleasant (some-
times severe) side-effects or simply because they no longer wish to use
the LARC are often considered insufficient grounds for removal by pro-
viders. Indeed, there is considerable literature documenting the ways
that women are expected to tolerate the side-effects and bear the broader
social and physical costs of contraceptive use and family planning
(Agadjanian, 2002; Littlejohn, 2013; Rosenthal & Lobel, 2020). In
contrast, several of the “legitimating practices” that did convince pro-
viders to accede to removal requests involved men in the request. While
side-effects that bother the woman often were not enough of a justifi-
cation on their own, if those side-effects (such as frequent menstruation)
were perceived to diminish the sexual access that the users husband had
to her, this was indeed considered strong enough grounds to warrant
method removal. In this way, even a mild, vicarious inconvenience to a
man's body seems to outweigh much more severe consequences to a
woman's body.

The expectation that women bear the brunt of contraceptive disad-
vantages, and the ways that contraception “becomes a fundamentally
unbalanced and gendered responsibility” has been named “gendered
compulsory birth control” by sociologist Krystale Littlejohn (Littlejohn,
2021). This finding is corroborated by a growing body of research
showing how contraception is used to maintain and reinscribe existing
gender norms (rather than contest or transform them) despite narratives
focused on women's empowerment, both in the Global North and the
Global South (Agadjanian, 2002; James-Hawkins et al., 2019; Sender-
owicz et al., 2022). The incongruity of promoting LARC using the lan-
guage of empowerment while depriving users the ability to discontinue
use when they desire is an example of what Mann and Grzanka dubbed
“agency-without-choice” in LARC promotion (Mann & Grzanka, 2018).
Scholars have also highlighted the ways that using LARC to limit repro-
ductive autonomy echo previous efforts to stratify reproduction along
intersecting racial, ethnic, gendered, and geopolitical lines (Gubrium
et al., 2016; Hendrixson, 2018; Senderowicz, 2019).

This research adds to a growing body of evidence exploring how
LARC expands the power of healthcare providers to enact gendered
reproductive governance through the bodies of users and non-users alike.
Morgan and Roberts introduced the concept of reproductive governance
in 2009 to refer to “the mechanisms through which different historical
configurations of actors … use legislative controls, economic in-
ducements, moral injunctions, direct coercion and ethical incitements to
produce, monitor and control reproductive behaviors and practices”
(Morgan & Roberts, 2012). A recent study from the southeastern United
States found that “clinicians center their own contraceptive preferences
and behaviors, prioritize pregnancy prevention via LARC use above other
priorities patients may have, and communicate that contraceptive use is
compulsory for women of reproductive age” (Mann, 2022).

Outside the United States, LARC programming has received
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considerably less scrutiny, but there are some data to show that a
growing focus on LARC can have a deleterious effect on person-centered
care, access to a broad contraceptive method mix, and other outcomes
related to full, free and informed contraceptive choice (Callahan et al.,
2020; Senderowicz et al., 2021). The ways that the gendered, racialized,
classed, and colonial logics of global family planning programs intersect
with one another to target poor women of color living in the Global South
for fertility reduction measures has been particularly well-explored by
critical feminist scholars over the past several decades (Bendix, 2016;
Bhatia et al., 2020; Clarke, 2021; Hartmann, 1987; Kuumba, 1993; Suh,
2021). In 1999, Monica Bahati Kuumba dubbed this “simultaneous
facilitat[ion of] racial inequality, class exploitation, and gender subor-
dination” of women living in the Global South targeted by family plan-
ning programs a form of “reproductive imperialism” (Kuumba, 1999).
This analysis, and the ways that global family planning still primarily
target the bodies of poor women of color living in the poorest countries,
provide evidence of the enduring salience of Kuumba's analysis.

Limitations to this analysis include an exclusive focus on women's
perceptions of LARC removal, without provider perspectives or direct
observations. We are unable to say whether or not providers were
intending to impose their own values onto LARC users, or what types of
justifications they themselves had for refusing to provide LARC removal
services on request. Future work on this topic should explore not only
users' experiences, but provider and health systems perspectives as well,
to better understand provider motivations. Regardless of provider moti-
vations, the result for the LARC user seeking to discontinue their method
is remains the same: they are stuck with a method they want to take out.
Even in the absence of any malice, contraceptive coercion may still
flourish.

The financial barriers focus group participants cited, for example,
show that even in the face of provider willingness to provide removal
services, women can still face structural barriers to free contraceptive
choice. This adds to our understanding of “structural coercion” with re-
sults not from individual ill-will or provider-level factors, but from the
broader legal, socioeconomic, and policy environment in which contra-
ceptive services are delivered (Senderowicz, 2019). Structural coercion
in reproductive health has received less attention than interpersonal
coercion, but, drawing from the reproductive justice framework, an
emerging body of literature (including a recent policy statement from the
American Public Health Association) are beginning to emphasize the
importance of structures and systems in perpetuating reproductive
coercion (American Public Health Association, 2021; DeJoy, 2019;
Julian et al., 2020; Morison, 2021; Nandagiri et al., 2020).

The focus group format invites participants to tell stories not only
about their own experiences, but about friends, family, and neighbors as
well. We do not have the ability to attribute any specific incident to any
specific person, including second-hand accounts in addition to first-
person experiences, but by drawing on their social networks, these
focus groups discussions allow us to gain important insights into social
norms and issues salient at the community level. While we primarily
explore instances of provider refusal in this analysis, there was a
tremendous diversity of experiences shared in the focus groups. Several
women reported being able to remove their implants with little difficulty
at all, while other reported struggling tremendously. Participants re-
ported a range of provider reactions to different legitimating practices,
suggesting that there is no universal experience of this type of contra-
ceptive coercion and nor is there a one-size-fits-all approach to
addressing it. Understanding the breadth, depth and nuance of these
experiences is essential to finding solutions that will promote contra-
ceptive autonomy and reproductive freedom.

5. Conclusions

This analysis adds to our understanding of contraceptive coercion,
both by showing how women face coercion long after the time of method
acquisition, as well as by showing some of the strategies that LARC users
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deploy to overcome this coercion. These results show contraceptive
coercion to be a profoundly gendered phenomenon in which women's
bodies are subjected to compulsory birth spacing even in the face of
substantial side-effects. Women's requests for LARC discontinuation are
routinely brushed aside or disregarded by healthcare providers, but when
men experience the spillover effects of contraceptive side effects or a
male relative requests LARC removal, these requests are taken more
seriously. The starkly gendered nature of these results shows that there is
nothing inherently emancipatory about contraception; in addition to
their potential to subvert gender norms, family planning programs have
the potential to reify and reinscribe medical misogyny as well.

Showing that contraceptive coercion is commonplace at the time of
desired method discontinuation for women, these results call for a
sweeping shift away from family planning programs that conceptualize
method discontinuation as a programmatic failure. The global family
planning community must shift both the mentalities and the measure-
ment approaches that characterize method discontinuation as a negative
outcome, and instead view method removal as an essential part of any
rights-based family planning approach (Senderowicz, 2020). Method
discontinuation on request – for any reason or no reason at all – is a key
component of contraceptive autonomy.
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