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Abstract 

A significant issue concerning the sexual and reproductive health (SRH) of adolescent women within 
Australia and internationally is unintended adolescent pregnancy (UAP). Although adolescent 
pregnancy is decreasing within Australia, rates continue to rise among disadvantaged sub-groups, 
such as: women of low-socioeconomic status, those who live in a remote locality, and Aboriginal and 
Torres Strait Islander (ATSI) women (Larkins and Page, 2016). Women of ATSI descent account for 
2.8% of all births within Australia, making them five times more likely to become pregnant. 
Approximately 21% of indigenous births are to teenage mothers (Daniels et al., 2017). An increase in 
the availability and uptake of long-acting reversible contraception (LARCs) in these population 
groups, may reduce rates of UAP. A number of recommendations are proposed to support the 
Australian Government to address the barriers to access and uptake of LARCs that exist for ATSI 
women.  

Context  

In assessing adolescent pregnancy within the context of Aboriginal and Torres Strait Islander (ATSI) 
communities, risk factors include: early ages at first sexual intercourse, inconsistent and ineffective 
contraceptive methods, family disruption and violence, smoking, alcohol and illicit drug use and 
long-term psychosocial adversity (Marino et al., 2016). In addition, a number of cultural and 
historical determinations, such as displacement and racism, as well as socio-economic determinants 
such as poverty, lack of education and unemployment, contribute significant additional risk (Larkins, 
2007).  

Along with gynaecological risks associated with unintended pregnancy, there are considerable social 
implications. Unintended adolescent pregnancy (UAP) can influence a young woman’s ability to 
engage in age appropriate activities like education, employment and social networks, resulting in 
isolation. The challenges of adolescent parenthood and social isolation can result in an increase in 
the prevalence of depression and anxiety, which can be further exacerbated by geographical 
remoteness due to inability to access services to address these challenges (Marino et al. 2016; 
Daniels et al. 2017).   

Female victims of these forms of disadvantage also suffer economically (Sech and Mishell, 2015). In 
particular, a lack of formal education is a common causal factor of UAP that economically 
marginalises young women. UAP within low socio-economic families is likely to result in a young 
woman’s withdrawal from school and reduced employment opportunities in the future (Larkin and 
Page, 2016). Financial dependency due to lack of employability can leave women vulnerable to 
intimate partner violence and sexual coercion, as they may choose to remain within an unhealthy 
relationship to maintain a standard of living for their children (Larkin, 2007).    

Long-acting reversible contraception (LARCs) are considered the most effective way of preventing 
unintended pregnancy in comparison to other forms of contraception (Winner et al., 2012). Higher 
rates of UAP have been linked to forms of contraception that require daily compliance, which are 
prone to human error. LARCs circumvent this issue by eliminating human error and, subsequently, 
reducing UAP (Griffiths et al., 2016).   

There are multiple LARC methods, however, within this policy paper Intrauterine Devices (IUD), 
contraceptive implants, and Depo Provera will be discussed due to their widespread use. IUDs are 
placed inside the uterus and have an efficacy of 99.8% over five years (The Royal Women's Hospital, 
2018). A contraceptive implant is a 4cm flexible plastic rod placed under the skin and has a 99.8% 



 

efficacy over three years (The Royal Women's Hospital, 2018). Depo Provera is an injection that lasts 
for a duration of three months with an efficacy of 99.8% (The Royal Women's Hospital, 2018).     

In comparison to other countries, the uptake of LARCs within Australia has been low. Australia’s 
current LARC uptake is approximately 7% of contraception users. Griffiths et al. (2016) produced a 
population-based study of several Western Australian ATSI communities that indicated with the 
appropriate sexual health support, LARCs were the preferred form of contraception. However, use 
of LARCs appear to become more prevalent with women between 25-29 years of age rather than  
adolescent women, with 47% of women between the ages of 14-24 using LARCs (Griffiths et al., 
2016). Although the uptake of LARCs within rural and remote ATSI communities is promising, the age 
considered appropriate for contraception use must be widened to address UAP within these 
communities.   

Policy Recommendations  

The following policy recommendations will ensure barriers to access and uptake of LARCs within 
ATSI communities are reduced, in turn assisting the reduction of UAP: 

1. Train additional primary health care professionals within a rural and remote health care 
setting in the insertion of LARCs. 

2. Develop culturally appropriate and innovative health promotion initiatives outlining the 
benefits of LARCs and addressing misconceptions around the procedure and effects. 

3. Collaborate with Federal, State and Community stakeholders within North Queensland 
to address the cost of implementing a LARC uptake strategy within rural and remote 
North Queensland Indigenous communities. 

These recommendations will be discussed and applied within an ATSI and North Queensland 
context, however, could be considered for application in the broader national context, once piloted 
and deemed successful. 

Recommendation One: Train additional primary health care professionals within a rural and 
remote health care setting in the insertion of LARCs. 
 
A significant barrier to the uptake of LARCs within ATSI communities is access to primary health 
professionals with the appropriate skillset to deliver these contraceptive options. With the variety of 
LARC options available, additional medical training and expertise is required. As a result, 
implementation is often restricted to trained General Practitioners (GPs) and 
Obstetrician/Gynaecologists.  

To obtain a frontline perspective on barriers of LARC insertion, Dr Tamara Ryan, a GP with the 
Townsville Sexual Health Service was interviewed. Dr Ryan outlined that the vast majority of 
insertions completed at the Townsville Sexual Health Clinic are conducted by sexual health nursing 
staff, however, IUDs are restricted to trained GPs within the clinic (Ryan, 2018). To increase the 
uptake of LARCs within ATSI communities, a broader range of health professionals must have access 
to LARC insertion training, particularly IUD insertion.  

Family Planning Organisations (FPOs) provide a flexible and cost-effective opportunity to address the 
skill shortage of trained IUD inserters in these communities. Within Queensland, FPO True 
Relationships and Reproductive Health, provide online and simulation support in the insertion of 
implants at a cost of $120 AUD for doctors, nurses, midwives and nurse practitioners. In addition, an 
IUD insertion refresher is provided for doctors for $290 AUD (True.org.au, 2019). For those 



 

Queensland-based doctors, nurses, midwives and nurse practitioners who wish to initially attain the 
skill of IUD insertion, FPO branches in Victoria, New South Wales and Australian Capital Territory, 
can provide IUD training for approximately $1000 AUD (Family Planning Victoria 2019 & Family 
Planning New South Wales, 2019). However, this incurs the additional costs of travelling interstate in 
order to acquire qualifications. 

Sexual and reproductive health clinics can consider several pathways when allocating funding for 
staff training. If departmental directors identify and quantify an increase in adolescent Aboriginal 
Torre Strait Islander (ATSI) women seeking contraceptive and pre-natal advice, departmental 
directors can provide a business case to their State or Territory health department for necessary 
upskill funding. Continuing use of the service will demonstrate feasibility and lead departmental 
directors to consider the training mandatory within that location. Although mandatory training can 
be effective in establishing uniformity in nurse skillsets, it can limit potential applicants. It is 
recommended that departmental directors are flexible in this approach, allowing recently recruited 
staff the time to complete the course within several months of starting their new position.   

If State or Territory health funding is not available, an alternate option would be for nurses and 
midwives to self-fund their training with the use of their continuing professional development 
allowance. This allowance provides seven hundred dollars per annum for upskilling and 
development, ensuring nurses and midwives meet their registration requirements under the 
Australian Health Practitioner Regulation Agency (AHPRA, 2019).   

Application of these funding and feasibility options on a broader scale will require departmental 
directors to supply information to their rural and remote governance departments for a state-wide 
feasibility study. This will assist in assessing broader trends, such as the nexus between upskilling 
health professionals and the reduction of UAP. 

By providing ongoing access to trained LARC inserters, State and Territory Health Departments 
remove the primary barrier to the successful uptake of contraceptive implants within ATSI 
communities (Griffiths et al., 2016). However, funding and incentives must be made available to 
nurse practitioners, sexual health nurses and midwives to conduct mandatory training in the 
insertion of IUDs and contraceptive implants, prior to working in rural and remote ATSI 
communities. Information pertaining to the feasibility of this recommendation is primarily gathered 
at the local clinic level to directly respond to the needs of the community. To assess the nexus 
between upskilled health professionals and the reduction of UAP, the local data of participating 
communities should be centralised for a state-wide study. 

Recommendation Two: Develop culturally appropriate and innovative health promotion 
initiatives outlining the benefits of LARCs and addressing misconceptions around the 
procedure and effects. 
 
The use of LARCs is not a ‘one size fits all’ approach, as different forms of LARCs have varying effects 
on women at different stages of their lives. The study by Griffith et al. (2016) indicated that the high 
acceptability of contraceptive implants within the ATSI community was due to appropriate education 
and counselling. It is recommended that North Queensland health providers deliver appropriate 
sexual health education and promotion both pre- and post-LARC insertion. The content and delivery 
should be developed in partnership with stakeholders, to ensure that it is suitable for those from 
rural and remote, adolescent and ATSI backgrounds.  



 

It is proposed that health practitioners take advantage of the increased government focus and 
funding of the digitisation of health services, in particular primary services, which has occurred in the 
last decade. For example, the Queensland Health New Technology Funding Evaluation Program has 
agreed to invest $5 million a year to manage the integration of technology into health care 
(Queensland Health, 2019). Queensland Health has long been a proponent of innovation, 
incorporating digital elements in many of its primary services, particularly within sexual health 
clinics. For example, the ‘Animation about sexual health’ website provides a series of animated, easy 
to understand videos about the reproduction cycle, sexual health check-ups and sexually transmitted 
diseases. This existing platform could be leveraged further, to develop a suite of culturally 
appropriate educational videos for ATSI adolescent women around sexual health. 

As part of initial LARC consultations during the pre-insertion stage, short videos, animations and 
other digital resources could be used to help inform women of the types of LARCs available, the 
process of insertion, benefits, potential risks and side effects and debunk myths about LARCs. A 
short electronic quiz could also be incorporated as part of these resources, in which responses are 
collated to provide an initial indication of which LARC may be most suitable for the patient (Mazza et 
al., 2017). This survey could also serve the purpose of capturing additional information about the 
patient, who may have been uncomfortable disclosing details face-to-face with a clinician. Post-LARC 
insertion education is also recommended to ensure any side effects or patient concerns are 
addressed promptly. If women are aware of the side-effects and have access to post-LARC insertion 
reviews, they have a greater chance of retaining the LARC, if medically suitable (Sandle and Tuohy, 
2017).  

The successful education of Indigenous women within the community would be reflected in an 
increase in women recommending the LARC procedure to other women. This information could be 
attained through a pre-insertion survey, identifying how the patient became aware of this form of 
contraception, and what they were told about LARCs. In addition, how often patients engage with 
sexual and reproductive health clinics before, during and after LARC insertion could also be 
measured. 

Improving sexual and reproductive health education through a culturally relevant and interactive 
medium will help ensure that the uptake of LARCs is greater and more widespread in ATSI 
communities. While each community encounters unique challenges in educating their local ATSI 
population on suitable contraceptive methods, the adoption of a digital education strategy with 
specific information to address known barriers will help to ensure that this is achievable.     

Recommendation Three: Collaborate with Federal, State and Community stakeholders within 
North Queensland to address the cost of implementing a LARC uptake strategy within rural 
and remote North Queensland Indigenous Communities. 
 
The combination of a low socio-economic status and the isolation of ATSI communities within rural 
and remote Australia, can create logistical and financial burdens on the cost of accessing any form of 
contraception.  

The Pharmaceutical Benefits Scheme (PBS) provides subsidies for Etonogestral implants, 
Levonorgestrel release IUDs and Depot Provera injections, however, copper IUDs are not subsidised 
(Mazza et al., 2017). In their expert roundtable study, Mazza et al. (2017) proposed further 
subsidising these contraceptive options, as the upfront cost may be deterring ATSI teenagers and 
women of a low socio-economic background from having a LARC inserted. Dr Ryan from the 
Townsville Sexual Health Clinic outlined that the financial barriers do not occur with the procedure 



 

itself, but rather its axillary requirements. Dr Ryan explained, that ATSI patients attending the 
Townsville Sexual Health clinic, in addition to the PBS subsidy, can have a LARC inserted at no cost 
under the federally funded ‘Closing the Gap – PBS Co-payment scheme’. Nevertheless, cost barriers 
are most significant in paying for transport and accommodation, as part of accessing and receiving 
the procedure (Ryan, 2018). This contrast between the Mazza et al. (2017) study and the comments 
of Dr Ryan identify a disconnect between the contemporary research and the needs of women 
within ATSI communities. 

A potential strategy to address this uptake barrier is the mitigation of transport requirements. 
Townsville Aboriginal and Islander Health Service (TAIHS) provides transport for Townsville families 
to and from their main clinic. In addition, TAIHS conducts satellite clinics within the Townsville 
surrounds and outreach clinics in rural communities within a two-hour drive of Townville. These 
clinics are supported by GPs, Indigenous health workers, registered nurses, administration and 
transport personnel (Satellite Clinics, 2018). TAIHS also provides sexual health and ‘Mums and Bubs’ 
services which includes the education, awareness and health promotion of all forms of LARCs and 
postnatal care (Townsville Aboriginal & Islander Health Service, 2019). The use of well-known local 
ATSI health providers, such as TAIHS, will assure familiarity with the community, while ensuring that 
the services provided are accessible, appropriate and acceptable for young people, will help to 
increase clinic attendance by ATSI adolescent women.  

The use of existing services is a cost-effective solution; however, the allocation of additional funding 
is required to consolidate the specialist sexual health and maternity services within mobile clinics 
and to increase awareness, specifically of members of ATSI communities, of additional services and 
initiatives they can access. Expanding the hours and number of days mobile clinics are available to 
members of remote communities will also ensure that there is broader coverage across the year and 
continuity of care can be assured. Funding for this could be sought from the Department of Health’s 
Indigenous Australians Health Program: Primary Health Care Activity. This grant provides support for 
ATSI health services within the urban, rural and remote primary health care context, including both 
maternity and sexual health services (Health.gov.au, 2019). The effectiveness of this funding could 
be evaluated by the ATSI health services recording the number of patients attending these clinics 
over an extended period, patient self-reporting and data on the number and MBS items claimed.  

This recommendation could be applied to the broader national context, however, it requires a 
certain level of capacity, ability and funding of health providers, in particular ATSI providers, to reach 
out to outlying rural and remote communities.  

Limitations  

The implementation of these policy recommendations would result in increasing young ATSI 
women’s access to LARCs. In the context of this policy paper, young women refers to women aged 
between 10-25 years. Although there is sufficient quantitative and qualitative data to support these 
recommendations, providing sexual health services to women under 16 years could be considered 
by members of the community as unnecessarily sexualising children. Ongoing health promotion and 
education is imperative to appropriately inform the community about the benefits of LARC use, in 
reducing UAP and its associated challenges, particularly in ATSI communities.  

In addition to UAP, the prevalence of Sexually Transmitted Infection (STI) within ATSI communities is 
high. Higher rates of LARC insertion may see an increase in unprotected sex, as the risk of pregnancy 
is significantly reduced. Health education and promotion during both pre- and post-LARC insertion is 



 

necessary to ensure that young women are informed about the risks of STIs and understand that 
their LARC does not prevent the spread of infection.   

Conclusion 

Unintended Adolescent Pregnancy (UAP) has been identified as a causal factor to economic and 
social marginalisation for adolescent women within at-risk populations, in particular for women in 
ATSI communities. Policymakers should consider the causal factors and social and economic impacts 
of UAP on ATSI women, to draft more comprehensive and holistic policy which addresses these 
underlying issues. It is imperative that practical solutions are developed within the existing cultural 
context in which ATSI communities live, as a generic approach to this issue will ultimately fail. A 
solution to this social issue must be community-based, to ensure challenges unique to the region are 
addressed with specificity.  

It is recommended that the Queensland Government take the lead in addressing the barriers to 
access and uptake of LARCs that exist for ATSI women, by demonstrating the effectiveness of 
different initiatives that other States and Territories could then adapt to their local context and 
implement to similar effect. This paper has acknowledged that the uptake of LARCs will likely be 
faced with challenges, however, the positive social, cultural and economic outcomes achieved 
through pragmatic policy will far exceed the challenges faced.   
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