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GLOSSARY

Adolescents: there is no global standardised age range for adolescents, but they are
individuals or a group of individuals who are in the transitional phase between a child and
matured adult (1).

Community health workers (CHW): Members of the community who work as part of the
local health system. CHW usually come from the same community and share similar
characteristics, such as language and ethnicity, from the community which they serve. They
can be in either paid or volunteer positions (2).

Contraceptive commodities: Includes contraceptive medication, barrier contraceptives,
such as condoms, and other goods that are required for contraceptive use by clients.

Endemic: a persisting illness that is present at consistent and predictable rates within a
particular population (3,4).

Epidemic: The rapid spread of an illness, affecting a large number of people within a
population or region (5,6).

Family planning (FP): The provision of information, counselling, and methods to individuals
who wish to plan and control if and when they want to have children, as well as how many.
This involves many different methods including long-acting reversible contraception (LARC),
short-acting contraception, barriers, permanent methods, and natural techniques (7). For
this review, abortion has also been included within the scope FP as it is a means of enabling
women to achieve their FP goals (8).

Health Care Access: Access in health care can most simply be defined as “the opportunity or
right to receive health care” (9), however, access also includes the opportunity to seek,
reach, and use services to meet a health care need (10). There needs to be both the
availability of effective services on the supply side, and the realisation of this access through
service utilisation on the demand side (11), and a problem on either side can result in poor
access.

High Impact Practices (HIP): Family planning practices which have been appraised by
experts and assessed for evidence of proven or promising effectiveness. HIP’s target:
enabling environments; service delivery; social and behaviour change; and enhancement of
reach and access (12).

Long-acting reversible contraception (LARC): Contraception that provide long-acting,
reversible, and effective protection from pregnancy through the insertion of a hormonal
implant in the woman’s arm, or a intrauterine device, which require minimal upkeep (13).

Lockdown restrictions: Whilst the specifics of a lockdown vary in different public health

emergencies, typically lockdown restrictions involve the closure of unessential businesses,
schools, and the enforcement of rules to stay at home and minimise travel.
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Outbreak: A sudden and rapid increase in the incidence of an illness in a geographic area
where the illness was constantly persisting at a stable rate, or the first incidence of a disease
in a new region (6,14).

Pandemic: The global and extensive spread of a novel and dangerous disease (15). However,
other characteristics of a pandemic often include high transmissibility, novelty with no prior
immunity within the population, and severe outcomes (16).

Personal protective equipment (PPE): Equipment that an individual uses or wears to
protect them from hazards to their safety. In the context of PHE, this includes respiratory
protective equipment, such as face masks, eye protection, such as goggles or visors, gloves
and gowns (17,18).

Pharmacy/drug shop: Sites where medicines and health commodities can be purchased.
Unlike pharmacies, trained pharmacists do not work in drug shops, and therefore, these
shops can only sell non-prescription or medication that has been pre-packaged (19).

Post-natal contraception (PNC): Initiation of contraception in the postnatal period to
prevent unintended pregnancies and allowing spacing between pregnancies (20).

Private health sector: Actors that are independent of governments and who provide health
services. This includes for-profit and not-for-profit actors, including non-governmental
organisations, private institutions, and pharmaceutical companies (21).

Public Health Emergency (PHE): Events or conditions that incapacitate routine functions
and abilities due to the severity, uncertainty, and timing of said event or condition (22). PHE
within this review will focus on PHE caused by the spread of disease, such as an outbreak,
natural disasters, or environmental causes that pose a risk to peoples’ health, such as
radiation, which negatively impact the health of a large portion of the population (23).

Public health sector: Health care provided through governmentally funded services.

Self- care methods: Methods that enable the service user to attend to their family planning
needs without direct contact or supervision from a health care worker, including
medication, such as injectable contraception (24).

Service providers: In this review, service providers relate to the provision of health care
services. They are either a health care organisation or facility where a range of services, such
as treatment, counselling and medicines are provided to clients seeking their care, Service
providers can also be the individual health professionals who make up health care systems,
such as a doctor, nurse, or pharmacists, who are able to provide differing expertise and skills
depending on the needs of the client (25,26).

Service users: Individuals or a group of people who use or are impacted by services (27,28),
in this review, specifically health care services.
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Sexual and reproductive health (SRH): the “complete physical, mental and social well-
being” relating to an individuals’ reproductive system and sex life (29,30)

Short-acting methods: Contraceptive methods that require the user to regularly use due to
the short-acting effectiveness. They include hormonal methods (oral pill, including
combined and progesterone-only, contraceptive patch, contraceptive ring, and injectable
contraception) and barrier methods (male and female condoms, diaphragm, cervical cap,
sponge, and spermicides) (31).

Telehealth: Provision of health services, including medical care, information, education, and
self-care through the use of digital technologies and telecommunications. This includes

mobile apps, live video calls, and remote patient monitoring (32).

Women: an adult female, however, in the context of this literature review, it refers to
women of reproductive age who utilise family planning services.
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INTRODUCTION

My name is Elizabeth Jackson, a paediatric nurse from the United Kingdom. Even prior to
the commencement of my nurse training, | have been interested in international health and
becoming an asset to the work of organisations that pursue the goal of health for all.

During my nursing career, | took my first steps towards this by completing a professional
diploma in tropical nursing, which further developed my drive to invest my time and skills in
the sphere of international health.

| have also contributed to the works of international studies focusing on women’s sexual
and reproductive health, including analysing data from a survey study on sexual and
reproductive health behaviours, with this data subsequentially presented during the Global
Women’s Research Society’s (GLOW) 2020 online conference. More recently, | was invited
to assist researchers working in Bangladesh on a study for Share-Net International looking at
the impact of COVID-19 on family planning services.

Throughout the course of my Master’s, | directed my learning towards sexual and
reproductive health, and have been interested in the role of gender in health inequities,
including family planning. However, just 4 months into my studies, the first case of COVID-
19 was detected, and the subsequent and unprecedented fallout of the pandemic has
greatly impacted the lives of people around the world.

The COVID-19 pandemic has persisted for 20 months and there is still uncertainty for how
long we will be living with the repercussions of this pandemic. The pandemic has impacted
nearly every aspect of living, including family planning. Outbreaks, pandemics, and other
public health emergencies are not new, yet there was a complete unpreparedness for how
to ensure continuity of crucial services whilst tackling the virus. This neglect of persisting
and essential health needs can have large and permanent consequences on the health of
the population, and there is need to uphold peoples’ health rights, regardless of whether
they are accessing health care during a public health emergency or not.

Whilst not all public health emergencies have been experienced to the same scale as the
current COVID-19 pandemic, there should be lessons learnt from previous public health
emergencies, including the ongoing pandemic, to ensure that the health of populations are
not compromised or neglected in the fight to overcome the threatening disease.

This, in combination with my experiences and learning, has led me to choose a topic for my
thesis that focuses not just on how public health emergencies impact access for family
planning, but also how we can ensure that access is maintained or improved during the
current pandemic and future public health emergencies, and sexual and reproductive rights
protected.



ABSTRACT

Background: The emergence of the novel COVID-19 virus in 2019 exposed the lack of
preparedness for responding to PHE by health systems, particularly in low- and middle-
income countries (LMIC). The emergency efforts to prevent and treat the disease divert
attention away from other health services, including family planning (FP). The neglect of FP
needs during PHE can have severe, and even fatal, consequences for the population.
Therefore, there needs to be a review of the literature to identify the factors impacting
access to FP imposed by PHE, and the interventions that can overcome access barriers to
inform response planning and preparedness in the current and future PHE in LMIC.

Methods: A literature review was conducted using PubMed, including MEDLINE, Google
Scholar, and the Vrije Universiteit Amsterdam online library. Sources from Google and grey
literature were also included. The findings were thematically analysed using Levesque’s
framework of access to health care and disaggregated amongst the 5 dimensions:
Perceptions of needs and desire for care; Health care seeking; Health care reaching; Health
care utilisation; and Health care consequences.

Results and Discussion:

The main findings of this review showed that deprioritisation of FP, lack of service user
engagement in response planning, fears of infection at facilities, and lockdown restrictions
were the primary factors impacting access. Successful and promising interventions to
improve FP access in PHE included the recognition of FP as an essential service, engagement
of service users, the implementation of telehealth, client reassurance of safety measures
within facilities, collaborations with community leaders and CHW, and public and private
sector partnerships. The barriers and interventions were discussed and used to formulate a
list of recommendations for stakeholders to inform and improve the preparedness plans for
future PHE.

Conclusion: This literature review was able to recognise how PHE can be detrimental to FP
access in LMIC and offers support and recommendations that can be used and adapted to
improve the preparedness of health systems in the future. However, there is a need for a
stronger body of evidence to provide support for the effectiveness, appropriateness, and
safety of the interventions in LMIC.

Keywords: access, barriers, COVID-19, family planning, low- and middle-income countries
(LMIC), preparedness, public health emergencies, sexual and reproductive health (SRH)

Word count: 13,138

Xi



CHAPTER 1: BACKGROUND

1.1. PUBLIC HEALTH EMERGENCIES

Public health emergencies (PHE) are significant and unpredictable events, such as the
spread of an illness, a natural disaster, or environmental hazard, that lead to disruptions to
routine functions, subsequentially inducing negative impacts on population health (22,23).
In the context of this review, PHE refer to the spread of infectious diseases, as seen in
outbreaks, endemics, epidemics, and pandemics. Humans have always been plagued with
the threat and introduction of new and dangerous diseases. During the span of just over 20
years, there have been 13 global PHE, including severe acute respiratory syndrome (SARS),
Influenza A virus subtype HIN1 (H1N1), Ebola, and Zika, as seen in Figure 1 (33). Whilst
certain characteristics amongst these illnesses vary, they all can create barriers that
adversely impact the accessibility of health care to populations (34). Often, PHE create
conditions where health services are unable to continue the provision of primary health
services, due to the increased burden of patients on health systems or a lack of necessary
supplies. Other disruptions can leave service users’ struggling to physically reach health
services at all.

Figure 1. Timeline of public health emergencies since 2002 (33)
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For years, experts in infectious diseases have warned of the inevitable emergence of a new
disease that would rapidly spread, leading to the next PHE (35,36). As globalisation and
international travel continue to expand (37,38), infectious diseases epidemiologist Syra
Madad estimated that it could take just two months for a novel disease to spread worldwide
(35). However, despite these warnings and experiences of previous PHE, we still were
unprepared when the SARS-CoV-2, or COVID-19 virus, emerged in Wuhan, China, in
December 2019 (39). To date, COVID-19 has infected over 200 million people, with over 4
million deaths worldwide (40); however, there are speculations that these number have
been underreported (41,42).

Whilst there is hope with the development and rollout of vaccines (43), the long-term
picture and impact of the current pandemic are still unknown. West Africa is still living with
the scars from the Ebola outbreaks (44,45), and we cannot be naive enough to think the
current pandemic will not be the same, if not more prominent.

Unlike other PHE, COVID-19 effectively shut down the whole world in an unprecedented
global response to tackle the virus, as countries struggled to control the spread (46). Due to
this, businesses and industries were halted, and the world is now facing an economic
downturn (47). As with other PHE, hospitals have become overwhelmed with the influx of
infected patients, at the expense of other health needs, with death rates in non-COVID-19
patients also expected to rise (48,49) due to the suspension of services not deemed
essential (50-54).

1.2. FAMILY PLANNING

According to the United Nations Population Fund (UNFPA), sexual and reproductive health
(SRH) is “a state of complete physical, mental and social well-being in all matters relating to
the reproductive system” (30); however, the World Health Organization (WHO) adds that
healthy and fulfilling sexual experiences should also come under SRH (29). To achieve this,
access to adequate SRH information and a choice of effective and affordable contraceptive
methods are imperative (55). However, SRH is just an umbrella term under which many
other aspects of an individuals’ SRH fall, including sexuality, STI-prevention, maternal care,
and family planning (FP) (30). FP encompasses the use of contraceptive methods,
information and counselling to enable individuals to plan and achieve the number of
children they desire, if and when they desire (7,56). Abortion often is not considered a form
of FP due to the stance that FP is strictly preventative (56,57). However, it is a crucial
element in empowering women to meet their FP goals (58), and therefore, throughout this
literature review, it will be included in the scope of FP.

Although FP is a fundamental human right that is essential for peoples’ overall health and
quality of life (7,56), it remains a highly stigmatised and overlooked topic, with many
governments, service providers and service users neglecting FP to avoid the associated
controversy (59-62). But this negligence has had dire consequences. Globally, 40% of
pregnancies are unintended, leading to 85 million pregnant women. Of these, 50% of
women abort the pregnancy; however, in low- and middle-income countries (LMIC), a lack



of access to safe abortion services pushes women towards unsafe abortions, resulting in
thousands of additional maternal deaths each year (63).

Furthermore, whilst FP affects everyone, the conversation of FP is often presented as a
women’s issue and responsibility (55,64), which has led to the manipulation of FP laws and
practices as a means to oppress the rights of, particularly marginalised, women (65-68). The
advantages of adequate FP for women’s health and empowerment are numerous, from
reductions in maternal deaths, improved educational outcomes and career prospects,
increased income, reduced population growth, and bodily-autonomy (7,30,58,69).
Therefore, the fight for gender equality and global development cannot overlook the
importance of access to adequate, accessible, and appropriate FP for women. FP has been
deemed one of the most cost-effective health interventions as these outcomes also create
economic benefits and stronger societies, as women can earn their own income and pull
themselves out of poverty (70).

Nevertheless, accessing FP services is not always easy. Many women are experiencing
circumstances that make them more vulnerable and health care less accessible. For
adolescents, unmarried women, women living in remote areas, or those who have a low
income, there is greater difficulty in acquiring FP commodities. Additionally, a lack of
knowledge of the services available, supply shortages and inability to travel also hamper
women’s ability to identify or fulfil their FP needs. Therefore, these barriers make certain
women more susceptible to an unplanned pregnancy (7) and the subsequent consequences,
such as perinatal depression, unsafe abortions, and, particularly for unmarried women in
certain societies, social stigma (71-74).



CHAPTER 2: PROBLEM STATEMENT

2.1. PROBLEM STATEMENT

During PHE, there is a shift in the priorities of health systems, as they divert their attention
and resources towards tackling the spread and treatment of the threatening disease (35). In
response to the emergence of the novel coronavirus in 2019, or COVID-19, necessary
mitigation measures have been implemented to slow down the spread of the, now global,
virus. However, health systems continue to become overwhelmed with COVID-19 patients,
requiring more and more of these resources to be drawn away from non-COVID-19
departments, such as services for non-communicable diseases and chronic conditions, and
pooled into the treatment and prevention of COVID-19 (75-79).

As other health services become deprioritised, there is a risk of secondary consequences to
the populations’ health, such as rises in mortality among people with cancer due to the
postponement of oncology services and referrals during the current COVID-19 pandemic
(80—82). Additionally, service utilisation decreases during PHE, as users avoid or struggle to
access health care services (44,83,84). The burden of PHE is experienced differently across
the globe depending on the resilience of each countries health system. There is a particular
concern for LMIC where health systems are already facing a lack of resources, governance,
and infrastructure prior to the strain of PHE.

FP services have often been side-lined in the efforts to tackle PHE, with restricted service
access and reduced uptake despite service users’ ongoing needs and rights (33,85). Even
before COVID-19, FP access was fragile and insecure. However, these are not novel findings.
Women's sexual and reproductive health rights (SRHR) have continually been oppressed
due to the actions and inactions of governments that have failed to recognise the necessity
of FP access throughout PHE, such as the Ebola and Zika epidemics, and, now, the COVID-19
pandemic (85—88).

This can have lasting ramifications on women and their families. During the current
pandemic, the Guttmacher Institute has estimated that, globally, an additional 48.5 million
women in LMIC are not having their FP needs met due to the disruptions to FP services,
leading to an estimated 1.4 million more unintended pregnancies (89). Moreover, with
access to abortion care also being hampered, facilities cannot meet the increasing number
of pregnant women’s needs (90,91).

The social, financial, physical and emotional implications for women of unmet FP needs can
be as urgent and fatal as the disease itself, with increases in the rates of gender-based
violence (GBV), female-genital mutilation (FGM) and financial instability (92). Furthermore,
Riley et al. anticipated that the combination of increases in unintended pregnancies and the
decreases in access to quality maternal and abortion care in LMIC would lead to an
additional 28,000 maternal deaths, 168,000 newborn deaths and 1,000 deaths from unsafe
abortions during the ongoing COVID-19 PHE (89). Furthermore, the consequences of
compromising FP are disproportionately distributed, with populations that faced access



barriers and vulnerabilities before PHE more heavily impacted, such as refugees, minorities,
and those with low-income (82,93).

Recent PHE and FP literature consistently outline the need for better preparedness of health
systems to ensure FP needs can be met and services accessed throughout the current and
future PHE (94,95). In order to maintain and better ready FP services and build them to be
more resilient during PHE in LMIC, we must look back and learn from the struggles, and the
successes and failures of previous PHE, including the ongoing pandemic. We must also
protect the rights and abilities of service users to access these services.

2.2. JUSTIFICATION

Up to 48.5 million women worldwide have unmet FP needs due to the pandemic, and
previous PHE have similarly impacted women’s access to FP services (85,87—89). There is a
need to identify how access to FP is impacted during PHE and explore more effective
methods to ensure women’s FP needs continue to be met in LMIC during PHE, including the
current pandemic, to maintain their SRHR.

2.3. OBJECTIVES

Main objective: Improve preparedness plans for the current and future PHE through
identifying factors impacting supply and demand factors impacting access to FP during a
PHE in LMIC and exploring interventions to improve this access

Sub-objective 1: Identify the supply and demand factors impacting access to FP services in
LMIC during the current and previous PHE

Sub-objective 2: Explore previously successful, unsuccessful, and promising measures to
ensure access to FP in LMIC during the current and past PHE

From the findings of these objectives, recommendations will be formulated for
preparedness plans for future PHE.



CHAPTER 3: METHODOLOGY

In order to fulfil the objectives, a literature review was conducted and set of defined
inclusion and exclusion criteria (Table 1.) were applied to results to determine which
literature was incorporated into the review.

The selected literature was read and analysed thematically using the chosen Levesque
analytical framework. The selected literature was read, and their findings were allocated to
the applicable dimensions of the framework to allow for the discussion and formulation of
recommendations later in the paper.

3.1. SEARCH STRATEGY

The search strategy aimed to find literature focused on FP access and use of contraception
and abortion services, primarily through the current and previous PHE; however, literature
with findings in stable settings that may be promising during PHE were also examined.

The terms outlined in Table 1 were chosen and applied to ensure all relevant literature was
captured in the search. The key search terms were family planning and public health
emergency. Synonyms of these words and examples of recent PHE, seen in Table 1, were
also searched to ensure all relevant literature was captured in the search.

These terms were run through PubMed, which includes the MEDLINE database, and the
Vrije Universiteit Amsterdam online library to identify relevant literature. When searching in
PubMed, MeSH terms were used to ensure findings with keywords that are linked to these
terms were also found. Google Scholar and Google were used to find literature and grey
literature sources, and the snowballing technique was applied to locate significant literature
further. Grey literature includes unpublished literature, government documents, reports,
and presentations (96,97). These findings have been acquired through Google searches and
reviewing the online sites of the following organisations: Guttmacher Institute, Share-Net
International, WHO, United Nations Population Fund (UNFPA) and International Planned
Parenthood Federation (IPPF), among others.

Table 1. Search terms

Key word Synonyms used

Family planning Sexual health, reproductive health, sexual
and reproductive health, sexual and
reproductive health rights (SRHR),
contraception, contraceptive, abortion

Public health emergency Public health emergencies (PHE), pandemic,
epidemic, endemic, outbreak, COVID-19,
Coronavirus, Ebola, SARS, MERS, Zika virus,
H1N1, Cholera, HIV, AIDS, Chikungunya,
Measles



3.2. SEARCH CRITERIA

From the search results, the inclusion and exclusion criteria in the table below (Table 2.)
were applied to narrow the selection to only pertinent, readable, and current literature. In
addition to this, duplicates of the same literature found in different searches were removed.

The abstracts and summaries of the resulting literature were read and screened for
relevancy. Both qualitative and quantitative literature were included to allow the
triangulation of findings and enrich discussion on the success of suggested methods.
Furthermore, no FP methods were excluded from the search to broaden the findings for
discussion. There are no exclusion criteria for “Context”, as promising findings from stable
settings will also be included in the results. Whilst this review focuses on access in LMIC,
relevant literature from all settings were included to identify potentially promising
interventions that could inspire innovation in LMIC. There has, however, been recognition of
the setting from which the findings originate, and how success in one setting, such as a high-
income country (HIC) may not produce the same effect in another, such as a LMIC.

Table 2. Inclusion and exclusion criteria

CATEGORY

Population of interest

Focus

Context

Publication date

Language

INCLUSION CRITERIA
People of reproductive age (15-49 years)

Reasoning: whilst FP tends to focus on women,
male-focused interventions may have success

and should also be discussed

Family planning

Reasoning: to ensure the focus of literature on

access and interventions is centred on FP

Public health emergency
Reasoning: the FP landscape in PHE, such as
pandemics, is very different to that of stable
and unimpaired contexts

Literature published post-2011 (last 10 years)

Reasoning: ensure findings are current and
reflective of the world today

English texts
Reasoning: the author is only able to read
English

EXCLUSION CRITERIA

People outside of the reproductive age
range

Reasoning: this study is focusing on FP and
thus literature on populations who do not
require these services will not be relevant

Non-FP focus

Reasoning: FP presents with a range of
specific issues that do not relate to other
health focuses, such as stigma and gender
Inequities, therefore, literature with a non-
FP will not be relevant

Literature published pre-2011
Reasoning: whilst there have been health
crises pre-dating 2010, the advances in
technology, healthcare and infrastructure
since 2011 mean literature older than 10
years may no longer be relevant for the
current global situation

Non-English texts
Reasoning: non-English texts may be
translated incorrectly, and due to time

constraints, translation of of non-English
literature is not available

Of the findings, 2 of the sources were recorded webinars from Family Planning 2020
(FP2020) and WHO (98,99). For these findings, the webinars were watched, and the relevant



data was transcribed verbatim by the author. The resulting data was then combined with
the other findings and underwent the same thematic analysis.

3.3. ANALYTICAL FRAMEWORK

Multiple analytical frameworks were examined for this review. Initially, the Framework for
Ensuring Human Rights in the Provision of Contraceptive Information and Services by WHO
was considered; however, the WHO’s framework concentrated more on respecting and
adhering to human rights laws in the design, implementation and provision of contraceptive
services rather than on access to these services (100). The MEASURE Evaluation Family
Planning and Reproductive Health Conceptual Framework was also contemplated (101), and
whilst this framework is comprehensive and focuses on both supply and demand sides of
healthcare, it was decided that the framework was too complex and the detailed
disaggregation of the process may falter the flow of discussion. Eventually, the Levesque
framework of access to healthcare (Figure.1) was chosen due to its’ focus on access from
the demand and supply perspective, comprehensiveness, and logical and clear structure
(10). As this review focuses on identifying barriers to access and methods that enable
women’s access to FP services during PHE, it was decided that this analytical framework
would be most suitable for analysing the literature.

The five steps in Levesque’s framework correlate to the five dimensions of access:
perceptions of needs and desire for care; health care seeking, health care reaching; health
care utilisation; and health care consequences. The literature findings were reviewed and
sorted into the appropriate steps of the framework. The findings were discussed through
the lens of the service providers accessibility (supply) and the corresponding abilities of the
services users (demand), to identify the experienced barriers to access and whether found
methods and interventions were suitable to overcome these barriers in the current and
previous PHE. Whilst other definitions of access were explored, Levesque’s definition and
corresponding model of access will be used during this review (10).

3.4. THEMATIC ANALYSIS

The selected literature was read, and the findings and key discussions were extracted and
tabulated. These findings were then applied against the Levesque framework, and assigned
to the appropriate dimensions of the framework. Findings that were relevant to more than
one dimension were grouped as such and could appear under multiple dimensions of the
framework.



3.5. LIMITATIONS OF METHODOLOGY

The utilisation of only English texts means that pertinent literature that was not available in
English have been missed, and thus, any significant findings from these sources will lack in
this studies discussion and recommendations.

Figure.2 Diagram of Levesque’s framework of access to healthcare (10)
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CHAPTER 4: RESULTS

The results have been disaggregated along the five dimensions of Levesque’s framework;
Perception of needs and desire for care, Health care seeking, Health care reaching, Health
care utilisation, and Health care consequences. Within each dimension, the findings have
further been divided according to which sub-objective they answer.

Answering Sub-objective 1 is necessary to identify what barriers are experienced during
PHE, for both the supply and demand sides, and which dimension of access they lie. This
then informs us where intervention is required (102). Sub-objective 2 explores the
interventions that have been implemented in response to previous PHE, including the
current COVID-19 pandemic, which may overcome the barriers found in Sub-objective 1.

4.1. PERCEPTIONS OF NEEDS AND DESIRE FOR CARE

In this dimension, Levesque’s framework outlines how the transparency of services
providers and how they provide information to the population can impact service
approachability. Service users’ ability to perceive is determined by health literacy and beliefs
and the populations’ trust and expectations of services.

Sub-objective 1: Identify the supply and demand factors impacting access to FP services in
LMIC during the current and previous PHE

The findings of the review show that the primary barrier within this dimension for supply
was linked to the blockage of information and outreach channels for service providers to
inform clients of the services available to them. Demand-side barriers were caused by the
populations’ fears of facilities as sources of infection during a PHE leading to negative
perceptions of health care.

One factor impacting the supply side of access during PHE was the obstruction of outreach
and information provision channels during COVID-19 and Ebola lockdown restrictions.
Manasa Priya Vasudevan outlined how these restrictions during COVID-19 in India
completely halted the work of their youth-based organisation and restricted adolescent
access through the closure of schools (99). Whilst this integration in schools would usually
improve information dissemination for adolescents; it shut down this channel for FP
information. Interestingly, Vasudevan claimed that the SRH of Indian adolescents hadn’t
necessarily worsened during COVID-19, indicating that this population experienced ongoing
vulnerabilities even before the pandemic. During the Ebola epidemic, channels of
information sharing for adolescents were also shut down due to the closures of schools and
outreach services. The impact of this was apparent in the discussions between adolescents
and UNFPA, during which there was a significant lack of knowledge on safe contraceptive
methods (103). In the Zika epidemic, just 10% of adolescents in Brazil had received FP
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information during the PHE, despite sexual transmission assisting in the spread of the
disease (104).

The literature found that the main demand-side factor affecting the ability to perceive
health care needs during PHE was the fear of infection, leading to reduced facility
attendance and contraception uptake in multiple countries (99,102,105,106). Shortages of
personal protective equipment (PPE) during COVID-19 meant that staff could not provide
safe care, which only added to women’s fear of transmission risk within facilities (105).
Adelekan et al. claimed the 30% decrease found in primary health care utilisation during
COVID-19 lockdown measurements in South Africa was, in part, an indirect effect of
populations’ fear and anxiety surrounding the pandemic, as well as due to the reduction of
facilities’ staff and resources (45). Endler et al.’s global mixed-methods survey studied the
trends in abortion access within 29 countries during the current pandemic. Fear of infection
was reported as a deterrent from seeking abortion care in nearly 30% of countries, followed
by lack of transport, closure of pharmacies, and restriction of travel (107).

Similar patterns were also seen in West Africa during the Ebola outbreak, where fear of
health care facilities, along with movement restrictions, acted as deterrents for clients
accessing primary health care services, including FP, and was followed by a spike in teenage
pregnancies (44,82,85,87,103,108). Even post-Ebola, health-seeking behaviours did not
recover for six months (45). The impact of these barriers to reproductive health (RH)
services, including FP, was so severe that it was a more significant cause of increased
mortality during the Ebola epidemic than the virus itself (109).

This belief that health care facilities were sites of infection manifested into stigma and
mistrust towards healthcare workers, further discouraging clients utilisation of health care
during the COVID-19 and Ebola PHE (44,103,106,110). Vora et al., instead, attributed
reduced access in India to the COVID-19 pandemic distracting women’s attention away from
their own health needs (111).

Contrastingly, Aolymat’s online cross-sectional survey in Jordan found a significant decline in
contraceptive use during and after COVID-19 lockdown restrictions, however, fear of
infection was not the predominant reason. The reported reduction in facility access was
attributed to fears by just 3% of the participants, and instead the reduction in use was
attributed to the closure of commodity access sites in Jordan (95).

Sub-objective 2: Explore previously successful, unsuccessful, and promising measures to
ensure access to FP in LMIC during the current and past PHE

Out of the literature, the interventions identified to improve the approachability of services
were service integration and accessible and effective messaging. Interventions that
positively affected service demand were collaborations with community leaders and
community health workers (CHW) to overcome PHE misconceptions and client reassurance
of the safety of service access.
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Multiple literatures recognised the importance of optimising each interaction women have
with the health system as a means to overcome supply access barriers during COVID-19.
Through integrating vital FP information, education, and supplies to women during the
immediate postpartum and postabortion period, the need for future visits to the facility is
reduced, as are the associated infection risks of COVID-19 (112). Campbell et al. found that
providing immediate postnatal contraception (PNC) information in a UK-based hospital
during the COVID-19 pandemic led to the initiation of a contraceptive method amongst
45.2% of postnatal women. Just 41% of women reported prior knowledge of PNC, and an
overwhelming 88% of staff agreed that this is a topic that should be raised and discussed
with postpartum women (113). However, this study was based in the context of a HIC, and
therefore, its’ generalisability is limited. This was, however, supported by The International
Federation of Gynaecology and Obstetrics (FIGO), and in Pfitzer et al.’s global commentary
They recognised integrated immediate PNC as a long-term investment in the safety of both
women and health workers and health system resilience in subsequent PHE, due to the
reduction in contact required, and thus lowered risk of disease transmission. Immediate
PNC also fills the gap in FP need created by the closure of FP services during COVID-19
(102,114). Yet, this requires collaboration and integration between hospitals, FP services
and primary care, and training of PNC initiation for staff (113). As a proven High Impact
Practice (HIP), PHE can provide leverage for immediate PNC implementation. However,
Mickler et al. remarked that the adaptation and uptake of this intervention during the
current pandemic might be hindered by social distancing, facility-avoidance and the closure
of sites, leading to more women giving birth at home (115,116).

Operational guidance from WHO outlined that the strategies for information provision and
service awareness need to be remodelled for COVID-19 circumstances to ensure that
services users are informed of which services are available, and how to access them (117).
One prevailing recommendation from the literature is the use of media, such as TV, radio
and social media, and telehealth to disseminate FP service information and educate service
users on their contraceptive choices and available services (95,99,110,112,114,116-122).
Outside of the PHE context, use of such medias in LMIC had already shown to promise in
health information dissemination (123—125). During the Ebola outbreak in Sierra Leone, the
reduced uptake of FP services correlated with an increase in teenage pregnancies.
Therefore, the lessons learnt from the Ebola outbreak led to the rapid collaboration with
school radio programmes in Sierra Leone to provide FP advice and inform young people of
services available to them in the current COVID-19 PHE. However, this source lacks any
follow-up for the outcome of this intervention on access uptake and subsequent pregnancy
rates (108).

Looking at the demand side of access, much of the literature recognised the influence of
local, traditional, and religious leaders on service users’ perception of health care. Thus, in
the context of the COVID-19 pandemic, the literature recommended that messaging
campaigns collaborate with these actors to overcome the misconceptions and anxieties
regarding safety within facilities and stigma related to FP services, which have led to service
avoidance during the pandemic (107,110,126). These figures in society can also provide an
alternative channel for information dissemination (117,119), which is supported by the
organisation, Family Planning 2020 (FP2020), who highlighted the role of friends, family and
community members in FP education and behaviours throughout the COVID-19 emergency
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(99). The use of CHW can also bridge communities to health facilities, and amend the
spread of false information, as seen in COVID-19 (116,127), during which misinformation on
the origin, transmission and severity of the virus have circulated (128). In the Ebola
outbreak, CHW, community leaders and traditional healers were crucial to easing the
concerns amongst service users of infection from health provider contact due to the rapport
that could be built between them and service users. However, the engagement of these
actors in response plans was delayed and poorly supported, meaning the full potential of
this intervention was not realised (129). UNFPA also recommended using women who have
had positive experiences of health care access during Ebola to advocate for facilities and
encourage their peers to utilise services (103).

Pathfinder international’s technical guidance suggested that information should be
integrated into existing communication channels for COVID-19. WHO and UNFPA state that
all messaging and guidance needs to be comprehensible and simple, translated into local
languages, and accessible in for audiences with visual and hearing impairments
(39,117,119,130).

To improve the perceptions of service providers, service users need to be reassured of the
measures that facilities are taking to reduce the risk of infection of the illness within their
sites. Multiple literature claimed that implementing the measures isn’t enough. Providers
need to explicitly communicate to clients the measures in place to reduce virus transmission
to ease their concerns and encourage service access if possible. In the case of COVID-19, this
included mandatory mask-wearing, isolation, distancing, and PPE, (106,127,131). In Mali,
this was performed through utilising radio shows, and Facebook broadcasts to raise
awareness of the measures in place at facilities to reduce the risk of COVID-19 transmission
and how service users could also protect themselves, yet there was no support for the
effectiveness of this intervention (108). Church et al., however, saw increased FP uptake in
areas where such messaging was circulated during the present pandemic. Further facility-
based adaptations that may improve the perceptions of services were introducing an
appointment system that ensures time spacing and avoids overcrowding to allow physical
distancing in clinics (106,112). This is supported by reflections on the Ebola outbreak in
Guinea, out of which ensuring safety within facilities and enforcing infection prevention
measures were highlighted as necessary for maintaining clients’ trust (98).

4.2. HEALTH CARE SEEKING

This dimension encompasses the acceptability of services regarding professional values and
norms, and the inequity that specific populations may face in this seeking care. Conversely,
the service user perspective focuses on the cultural and societal values and norms, and the
capacity of users to seek this care independently.

Sub-objective 1: Identify the supply and demand factors impacting access to FP services in
LMIC during the current and previous PHE

13



Within this dimension, the critical barriers to FP services were identified as increased stigma
and deprioritisation of FP services impacting the supply of care, and the neglect of
marginalised populations in response planning limiting demand.

Respondents of Endler et al.’s online survey on the impact of COVID-19 on access to
abortion and contraception services reported an increase in stigma towards seeking FP and
abortion care as a barrier to the acceptability of services (107). Furthermore, a lack of SRHR
prioritisation prior to the Zika and COVID-19 PHE indicated continued deprioritisation during
the pandemic (104,107). In Kenya, Italy and Poland, survey respondents claimed that the
COVID-19 pandemic was used as a cover for a lack of political will, with decision-makers
hampering or reversing efforts to improve women’s health rights under the pretext of
tackling the virus (107).

The current pandemic exposed and exacerbated pre-existing inequities in service users’
ability to seek care due to a lack of inclusivity in service access, leaving certain vulnerable
groups unable to seek the appropriate care for themselves. Multiple literatures discussed
the increased burden of the COVID-19 and Ebola restrictions on vulnerable women and girls,
including those with low-income, those living in rural settings, and migrants and refugees.
As they rely more heavily on mobile outreach services as their source of FP information and
access, limitations on travel and the capacity of outreach overlook the needs of these
women. Furthermore, they are least likely to be able to reap the benefits of telemedicine,
afford pharmacy-supplied commodities, or travel to further-afar facilities for care
(106,107,132). Women’s workload also increased during Ebola and COVID-19, as they took
on the roles of caregivers for sick relatives, and teachers for their, now home-schooled,
children (103,133-135), limiting their opportunities to seek care. Additionally, victims of
gender-based violence (GBV) may be further oppressed by lockdown restrictions, meaning
that they are stuck at home with their abuser and lose their external social support,
autonomy, and healthcare access all at once (98,110). Church et al. predicted these
marginalised groups would bear the brunt of the reproductive burden and contribute to an
additional 1.3 million unintended pregnancies leading to 1.2 million unsafe abortions and
5000 maternal deaths (106).

As for adolescents, FP2020’s webinar discussed how their ability to seek care during COVID-
19 was impaired by stay-at-home regulations, meaning they lacked the private space to
attend to their own FP needs (99). In the Ebola epidemic, health services targeted at
adolescent girls were converted to Ebola treatment centres, reducing young girls ability to
seek appropriate care, and was followed by increases in teenage pregnancies (103).

Sub-objective 2: Explore previously successful, unsuccessful, and promising measures to
ensure access to FP in LMIC during the current and past PHE

The primary interventions found to improve the acceptability of service providers were
service provider sensitisation, and the provision of judgement-free care. On the demand
side, the literature recognised the need to engage beneficiaries in PHE response discussions
and protect women’s autonomy to ensure their ability to seek FP care.
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For the supply side, service providers need to be aware and trained on the growing risks
women face during the COVID-19 pandemic, including GBV, to provide appropriate and
judgment-free care (99,107,117). The Guttmacher Institute’s list of recommendations for
ensuring FP access throughout the ongoing PHE includes providing judgement-free and non-
discriminatory FP care from health care providers who do not impose their own religious
and moral beliefs as cause to refuse care (136).

Guidance for FP service provision during COVID-19 and Zika falls within both the supply and
demand side of the framework. WHO proposed lifting access restrictions based on the
clients’ age and marital status and removing the requirement for consent from parents or
partners to reduce the barriers from service providers for adolescents trying to access FP
care during the COVID-19 pandemic (99,117). In response to the Zika epidemic, experts
advised that youth centres be utilised to create spaces for adolescents to seek SRH services
safely (104). This both improves the appropriateness for these groups to access FP services
but, on the demand side, also increases their capacity to choose to seek care.

To improve service acceptability for vulnerable populations, the needs of these
beneficiaries, such as pregnant women, adolescents, and other marginalised groups, should
be embedded in the discussions for the PHE response. Multiple literatures state that PHE
response plans should support gender justice, to prevent exacerbating inequities in access
for these populations (45,99,110,120,132,137-140). For the demand perspective, service
users need to be made aware of their health options through the preparation and sharing of
information in ways that are accessible and appropriate to vulnerable populations. In the
Democratic Republic of Congo, maintenance of FP access throughout Ebola was attributed
to the adaptation of messaging to fit the norms and customs of the audience through
creating a platform for the beneficiaries to contribute their perspective to the process (141).

During FP2020’s webinar, the findings of telephone interviews with adolescents in India
during COVID-19 found that respondents struggled to answer truthfully to socially sensitive
FP questions, as the stay-at-home restrictions limited their privacy when responding.
However, this barrier to uptake and demand was overcome by using code words via SMS,
allowing more discrete disclosure of FP needs (99). Due to the sensitivity of this topic,
privacy is crucial when addressing the FP needs of adolescents (120). Outside of the PHE
context, HIP recognised the promising effects of making information and commaodities
accessible for adolescents seeking care via pharmacies and drug shops. Adolescents
reported experiencing reduced intimidation and judgement and increased confidentiality
and accessibility at these sites (116). HIP claimed that pharmacies and drug shops can assist
over-burdened and fragile health systems in meeting demand (19), such as in the context of
PHE.

The Guttmacher Institute further recommended protecting women’s autonomy to seek

appropriate care by ensuring their decision-making process is free from external bias and
fear of prosecution for women who undergo self-managed abortions (136).
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4.3. HEALTH CARE REACHING

For service accessibility, there needs to be the availability of resources and skills, which can
be logistically and realistically reached. The geographic location of both the services and the
users and the presence of transportation systems can also greatly impact the ability to reach
services.

Sub-objective 1: Identify the supply and demand factors impacting access to FP services in
LMIC during the current and previous PHE

The barriers found to service availability and accommodation were the deprioritisation of FP
services, leading to the diversion of resources towards tackling the PHE and the closure of
clinics. The factors impacting the demand for services were the restrictions on movement
and travel caused by mitigation measures.

There was consensus throughout the literature that the deprioritisation of FP and
concentration of efforts towards PHE responses had drawn away staff and resources from
FP services, impacting the supply side of service access. The literature found that services
lost the specialities and knowledge of SRH health providers as they were reassigned to the
PHE response (45,105,107,142,143). The shortages of skilled staff during COVID-19 resulted
in increased waiting times for services users and crowded clinics (144). According to Church
et al., this was exacerbated by staff sickness, familial commitments, and lack of staff working
in or able to reach remote, underserved areas for outreach (106). This further added strain
to countries where the proportion of patients to health provider was already deficient and
where they previously struggled to meet demand before the current pandemic (105,142—
144). In South Africa, these factors were held responsible, alongside the fear of infection
and COVID-19 lockdown restrictions, for the reported reductions of 30% in primary
healthcare visits (45). Consequentially, as client access declines, so too does the income of
private facilities, meaning they are may be unable to afford the overhead costs of service
sites, leading to closures of private access sites (98).

This deprioritisation also led to the closure and scaling-back of clinics, and thus, reduced
availability of services and commodities. Respondents in Endler et al.’s multi-country survey
disclosed that the prioritisation of the COVID-19 pandemic response caused FP services to
close or left them without support from health authorities to ensure continuation of
services (107). Many of Marie Stopes International (MSI) static clinics also reported having
to reduce opening hours (106). A news article by IPPF stated that across 64 countries, there
were 114 million users served by static clinics, yet during the current pandemic, 1 in 5 of
these facilities had been closed (145). In Palestine, there was even government-mandated
closure of many FP clinics during the current pandemic (131). Throughout the Ebola
epidemic, many health facilities were closed and often recommissioned as Ebola treatment
centres, limiting the availability of safe and accessible sites (44,87,103). In Aolymat’s study,
just 1% of respondents reported a total lack of access to contraception during the COVID-19
lockdown period, but as the complexity of the required care increased, such as IUD
removals, the number of women able to access care decreased, due to the closed clinics and
lockdown restrictions (95).
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Regarding service demand, limitations in service users’ ability to reach services were
attributed to the mitigation measures that restricted movement and transportation options.
The literature reported a severe decrease of clients accessing services because of closed
clinics, movement restrictions for both service providers and users and a lack of transport
(106,107,111). This is echoed in accounts from MSI clinics around the world (108). For
instance, in Madagascar, women used to discretely access FP services under the pretext of
attending the market. However, COVID-19 lockdowns saw the closure of these markets,
meaning women lost their cover to access services. Furthermore, in Uganda, Zimbabwe and
Nepal, strict lockdown rules, roadblocks and penalties for breaking travel restrictions
discouraged and disallowed women and health care workers from reaching FP facilities or
fulfilling any referrals to specialised centres (131). As mobile outreaches that provided free
contraception were either reducing their geographical range or closing altogether, data
from MSI showed that those living in remote or rural areas were disproportionately
affected, as care was instead concentrated in the larger, urban centres (106). In the Ebola
context, the closure of facilities in addition to regular screening checks along routes to sites
increased the travel times for women, deterring them from accessing health services.
Instead they turned to other means, such as traditional healers (87).

Sub-objective 2: Explore previously successful, unsuccessful, and promising measures to
ensure access to FP in LMIC during the current and past PHE

From the findings, the critical interventions for improving health care reach for supply were:
CHW; service integration; telehealth; improving safety measures within clinics; long-acting
reversible contraception (LARC); self-care methods; changes to prescription regulations;
immediate PNC. The only interventions for the demand aspect of access were
transportation and home delivery of commodities. Interventions to address the
deprioritisation of FP that has impacted the availability of services have been discussed in
the Health care consequences dimension.

During the current COVID-19 pandemic, the isolation and travel restrictions created further
distance between service users and providers. For ensuring the supply of health care
services, the literature observed the need for trained CHW who can bridge the gap between
service users and primary health care, including contraception and information provision
(39,45,111,118,120,127,131,146,147). The employment of CHW in FP has already been
recognised as a proven HIP for improving service access before the pandemic. However, it
might require a review of the national task-sharing guidelines (117,148,149). Mickler et al.
suggested that the adaptation of these HIPs can bring services to clients who have been
confined due to movement restrictions, particularly those living in remote regions with poor
telehealth access (116). CHW workers in Burkina Faso utilised their pre-existing relationships
with local figures, including health providers and checkpoint officers, to overcome
movement and access restrictions (108). In Cameroon, health workers travelled to
community-based partner clinics to provide specialised care, such as abortions, and improve
accessibility for those affected by travel limitations. The initiative proved so successful that
it is to remain in place even after removing COVID-19 travel restrictions (131). However,
these workers must be adequately protected against infection with PPE and infection
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control training (108,116), especially as health care workers, including CHW, have had
higher rates of infection in PHE, such as H1IN1, Ebola, and COVID-19 (150-153).

Another recommendation to overcome this was to integrate FP services with the PHE
response (147,154). Integrating FP services with immunisation operations was shown to be
a promising means of improving access to FP provision and service referrals (116,155), as
seen in Zimbabwe, where 3,500 women’s were served with FP care in 2 weeks alone (108).
Yet, in the current pandemic, further data has shown that immunisation services have also
been severely disrupted, limiting this intervention (156).

Telehealth has continuously been cited as a significant intervention to overcome the access
barriers imposed by COVID-19 and enable continuity of care. Service users can be
counselled for their FP needs, including initiation or continuation of contraception or
abortions (106,107,110,114,116,117,119,127,131,136,147,155), and has already been
implemented in multiple countries worldwide, including China, the Philippines, Palestine,
India and Nepal (98,131). Prescriptions can be issued electronically or over-the-phone and
sent directly to the dispensing site, allowing clients to acquire their contraception without
arranging an appointment with their health provider (112,116,121,122). During the COVID-
19 PHE, such telehealth mechanisms were implemented throughout the 37 countries in
which MSI operate and further used for referrals, supervision and technical assistance
between different health providers (106). IPPF and the Guttmacher Institute reported that
telehealth provided the opportunity to deliver sexuality education and SRH, including FP,
information to adolescents via digital mechanisms during COVID-19 (126,131,136), though
patient confidentiality and autonomy must be maintained (117).

However, there is a lack of evidence for telehealth effectiveness in LMIC and for FP
purposes, even outside the context of PHE (157). Studies in the UK show the great success
of telehealth for abortion services during COVID-19, with 80% of participants responding
that they would prefer to access abortion services via telehealth again in the future. The
study also showed that receiving abortion care via a combination of telehealth and in-
person appointments was no less safe or effective than traditional in-person care, and that
waiting times decreased for women accessing care via the combined method (158). This
study provides support but does not guarantee success outside the UK context. However,
IPPF have reported that the success of telehealth for home-abortions during COVID-19 has
led to the scale-up of these services for permanent integration into service delivery in India,
Fiji, Sudan, and Nepal (126,131). In Sudan, it has enabled access to demographics of people
that did not interact with health systems prior to COVID-19.

Some services cannot be replaced by telehealth methods, such as LARC initiation, and
hence, appointment mechanisms need to be reassessed to maintain client and health care
worker safety during access. In order to prevent over-crowding and space restrictions,
scheduling of appointments, reorganising of waiting room layouts and heightened infection
control measures are required (106,111,112,122).

Multiple texts highlighted the benefits of continued and increased uptake of LARC in PHE, as

the need for regular health provider contact past initiation and removal is much lower than
short-acting methods (94,122,137). Furthermore, much of the literature noted how the
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period of LARC effectiveness surpasses the recommended duration and can continue to
protect women for another year. Therefore, women who are due for LARC removal or
replacement have been advised to postpone this procedure during COVID-19 to limit the
number of clients attending clinics (107,112,118,119,121,127,159,160). Sharma et al. added
that this should be done in combination with other methods, such as condoms, for more
insurance of protection from pregnancy (127).

Contrastingly, as access to skilled health professionals suffers during PHE, the literature
showed a push towards self-care methods (127), with FP2020 and FIGO promoting self-care
as methods empower women'’s self-efficacy, as they can become more independent in their
FP care (99,114). For instance, women who rely on injectable contraceptives can be trained
via online videos on self-administration at home (112,117,119,122). However, some of these
methods, particularly home abortions, may require the formulation and approval of interim
guidelines for implementation during PHE (107,108).

As these methods require regular access for the collection of supplies, scaling up
pharmacies to dispense contraceptives and home abortion medicines means that service
users do not need to travel far to access these commodities
(99,106,108,114,117,120,131,140,147). Decentralising FP access points outside urbanely
located centres to more numerous and reachable pharmacies can improve accessibility,
especially for rural and impoverished areas (116). The effectiveness of this intervention on
improving access prior to the pandemic has been deemed promising by HIP (19). Self-care
methods and condoms available from pharmacies can also provide temporary protection for
women whose preferred method is not available or whose LARC or sterilisation procedure
has been delayed, as seen in the COVID-19 pandemic (112,121).

Furthermore, easing the Ministry of Health dispensing regulations to allow the provision of
multiple months-worth of contraceptives, such as the oral pill, has been suggested as a
promising intervention in the current PHE (45,112,119,121,122,136,140,147,160). However,
this should only be done if there are no contraindications posed to the client, and clients
should be made aware of where they can seek care for any mal effects (117). The literature
also suggested that emergency contraception should be made available in pharmacies
without needing a prescription at all (45,117,140). The Guttmacher Institute recommended
reducing the number of appointments required for a medical abortion during the ongoing
COVID-19 pandemic, which was seen during Endler et al.’s multi-country survey as a
measure to alleviate barriers to access, yet no data was available on the actual impact to
uptake (107,136).

As previously discussed, the initiation of PNC, including post-abortion, particularly LARC,
also limits the need for multiple health provider contact with postpartum women
(102,112,114,115,121,127,140,147). If the woman opts for a self-care method, Nanda et al.
recommended prescribing or providing a sufficient quantity of contraceptives before
discharge to ensure the client has enough supply. Particularly if the mother is breastfeeding,
it needs to be ensured that the supplied contraceptives will not have expired by the end of
the lactational amenorrhea period (112).
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As for the demand side of access, the COVID-19 lockdown restrictions have limited travel
options. In response to this, MSI pushed for the implementation of interim guidelines that
would allow travel exemptions for health workers and service users (108), whilst Endler et
al. suggested removing the costs of public transport (107). MSI workers in Madagascar
gained government permission to initiate an MSI bus service, which both transported
women to facilities for appointments and delivered FP commodities directly to women’s
houses (108). Similarly, in Uganda, a mobile app was produced during the COVID-19
pandemic which allowed the purchasing and delivery of products to clients. In Thailand, IPPF
successfully acquired permission for cross-border travel between provinces to allow women
to access FP care from IPPF-run clinics in neighbouring provinces (126). However, there is a
lack of follow-up for these interventions to evaluate the effect on accessibility of services.

4.4. HEALTH CARE UTILISATION

Health care utilisation is influenced by the financial and social costs of health services,
including the direct and indirect costs, and opportunity costs. Services users’ ability to pay
for and access these services is impacted by their income, financial health, and possession of
health insurance.

Sub-objective 1: Identify the supply and demand factors impacting access to FP services in
LMIC during the current and previous PHE

Within Health care utilisation, the supply barriers were the unaffordability of privately
sourced contraception, the increases in indirect costs, and the gendered opportunity costs
of seeking care. On the demand side, the sole barrier was the inability to pay for services
due to increased financial hardship during PHE.

During the current COVID-19 pandemic, the capacity of the public sector to subsidise
contraception costs lessened, and the reliance on predominately privately administered
self-care methods increased, meaning that access for women who relied on free or
subsidised services suffered, as they struggled to afford the out-of-pocket costs (118). The
concentration of political progress towards women’s health care in the private, rather than
public, sector meant benefits centred on women from high socioeconomic groups and
further enforced the inequities for financially vulnerable women (107). Weinberger et al.
also outlined how countries where contraceptive trends favour short-acting methods would
be more significantly impacted by disruptions to supply and price changes for these
products (118).

The indirect costs of accessing care also increased in the current PHE, with Hussein
highlighting that the closure of clinics meant service users had to travel further afield for
their care, which could incur higher travel and transport costs (142). Vora et al. noted that
some facilities in India implemented measures to reduce the risk of transmission within
their centres, including providing a negative COVID-19 test result before entry. However,
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the cost of such tests adds an additional financial burden to those seeking care and could
have delayed time-critical procedures, such as abortions (111).

Women faced disproportionate opportunity costs for FP access due to persisting gender
roles in many countries, where women hold the role as primary caregivers. These
responsibilities, namely childcare, left them with little time to attend to their own health
needs (98,161).

The ability of service users to pay for FP care was hindered by the financial hardship that
many families suffered due to loss of income resulting from the Ebola and COVID-19
lockdown restrictions and business closures (44,98,102). Webinar presenter Tomoko Fukuda
additionally mentioned how this financial strain might have caused women’s FP needs to
have been deprioritised in the allocation of household budgets (98). Contrastingly, during
Aolymat’s study in Jordan, respondents who required an IUD replacement during the
COVID-19 lockdown but refused replacement were asked the reason for their
discontinuation. No respondents cited financial reasons as their cause for discontinuation of
their contraception, but rather a fear of health centres, lack of transport and familial duties
limiting their ability to access facilities (95).

Sub-objective 2: Explore previously successful, unsuccessful, and promising measures to
ensure access to FP in LMIC during the current and past PHE

Whilst the interventions for Health care utilisation were not as numerous; they remain
crucial for access. Affordability can be improved through more equitable and supportive
health systems, reducing FP commodities costs, collaboration between private and public
providers and expanding the scope of health insurance cover. There was a lack of research
focused on the ability of service users to pay for FP services from the demand standpoint.

Nanda et al. have previously discussed the benefits of dispensing multiple months-worth of
contraception to women (112); however, for women who have to pay this cost out-of-
pocket, it may not be possible to acquire the money to pay for multiple months-worth of
contraception in one payment. Therefore, for some women this is not a feasible option and
instead might push women to LARC uptake (118,144). Within literature focused on the
COVID-19 pandemic, contraceptives were advised to be recognised as essential medicines,
and health insurance plans remove or reduce prescription costs, at least for the duration of
the PHE (112,120). Weinberger et al. similarly recommended implementing financial
support strategies throughout the ongoing pandemic that can enable women to afford
contraceptive commodities if they can only be accessed privately (118). It was also
suggested that free or subsidised contraceptives be distributed via outreach teams and
CHW to reach remote service users. The use of voucher schemes to provide subsidies for FP
services, in collaboration with donors or governments, and health providers, has been
recommended by HIP to enhance equitable access to FP services in stable contexts and may
be promising in PHE scenarios. However, this intervention relies greatly on donor and
government funding (162).
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The Guttmacher Institute also recommended policymakers increase the scope of public and
private insurance to cover FP services and uphold publicly financed clinics to maintain
contact with service users for whom this is their primary point of health care access (136).
However, this policy analysis was set with the context of USA and, therefore, may not be
applicable within other contexts.

The literature also recognised a need for more equitable and sustainable health systems,
through which service users can access adequate FP information and services without facing
financial hardship (137,155). However, this concept of Universal Health Coverage is not new
or specific to access in the PHE context (163).

4.5. HEALTH CARE CONSEQUENCES

Within this dimension of Levesque’s framework, access is assessed by the appropriateness
of service providers in terms of the quality, adequacy, coordination and compatibility
between services and users’ needs. From the service users’ perspective, an ability to engage
with services is necessary for access. Clients need to be empowered and supported in order
to be self-efficient and adhere to care, as well as involved in the decision-making processes
within services.

Sub-objective 1: Identify the supply and demand factors impacting access to FP services in
LMIC during the current and previous PHE

Factors that impacted access within this final dimension on the supply side were reduced
service quality, incompatible supplies of commodities, and delays and shortages in supplies.
Through the demand lens of access, there was an inability to engage with services and a lack
of service user engagement in decision-making processes which negatively impacted FP
access.

The diversion of focus and resources away from primary care, including FP, and towards the
COVID-19 response was correlated with a deterioration in the supply of quality of FP care
(111,126,142,144). The literature found that the deployment of staff towards the COVID-19
response negatively affected the quality and capacity of services to meet population needs
safely. Users lost access to skilled and specialised health workers and providers lost their
staff and capacity to fulfil demand (142—-144). Furthermore, the scaling-back of abortion
services during the COVID-19 PHE was anticipated to have pushed women towards
backstreet abortion options, as access was restricted to low-quality and unsafe alternatives
(45,164). Riley et al. estimated that this issue faced on a global scale could lead to 1,000
additional maternal deaths in the current PHE (89).

The literature discussed how consequences of the COVID-19 pandemic on clients’ needs and
preferences may render previous commodity forecasts and orders incompatible with the
current demand, meaning that providers cannot meet service users’ needs. Whilst the
preferred method pre-COVID-19 varies from country to country, changes during the
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pandemic in how services can be accessed and in the supply of commodities entails that
women may migrate to other methods, which require less service provider dependence or
are more readily available. Demand increases in short-term methods contradict some of the
recent trends in contraception use. Thus the commodities ordered using the previous pre-
COVID-19 projections will be incompatible with, and unable to meet, the actual demand
(118). Instead, women may be at risk of coercion from health providers to opt for
permanent measures of FP to overcome the supply chain challenges of short-acting
methods (110); raising concerns of informed consent and appropriateness of care.

The closure of factories producing contraceptive commodities and transportation blockages
during the COVID-19 pandemic response led to supply disruptions for nearly all
contraceptive commodities. Delays in production, distribution and procurement limited the
range of contraceptive availability at sites and affected service users’ ability to choose and
adhere to their contraceptive method (98,99,130,144,165). Dasgupta et al. reported that,
during the current pandemic, 60 million fewer women worldwide are having their
reproductive needs met by modern contraception (94). The pre-existing circumstances in
each country will determine the global distribution of these women, including contraceptive
method trends. Each contraceptive method varies in its’ dependence on contact with health
providers and vulnerability to disruptions in the supply chain, and thus the pandemic will
have had differing effects on each method. A usage decline of 10% was predicted for short-
acting contraceptives that can be obtained from different sources, such as the pill, whilst
short-acting methods requiring regular health provider intervention, such injectable
contraceptives, would be higher, at 20% decline. LARCs and permanent methods require
less continual intervention from health providers past initiation and removal; thus, the
estimated decline was lower, at 2-5%. Countries with a preference for short-term methods
would see a more significant decline in modern contraceptive use than countries that are
more reliant on LARCs and permanent methods (94,118). The differing degrees of impact
may induce method-switching, from LARCs to less effective, short-acting methods, which
may not fit the service users’ needs (45,105).

For health care demand, the literature showed that service user’s and communities
disengaged with FP services during Ebola and the current pandemic, which was correlated
to lowering numbers of clients accessing FP services (99,103,106). FP2020’s webinar argued
that certain COVID-19 initiatives, such as the mobile hotlines for adolescents in India, may
not be suitable for all users, as their ability to engage with services is limited, in this case, by
the lack of privacy within their household that results from the COVID-19 stay-at-home
measures (99).

Sub-objective 2: Explore previously successful, unsuccessful, and promising measures to
ensure access to FP in LMIC during the current and past PHE

From the literature, the findings of measures to ensure access from the supply perspective
of health care were adequate data collection, securing resources, collaborations with other
stakeholders and private-public partnerships. On the demand side, interventions include the
engagement of beneficiaries and the empowerment of women.
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Shifts in the uptake of contraceptive and abortion methods during PHE need to be
monitored to update supply chain requirements (99,102). For the current pandemic, UNFPA
suggested the use of Logistic Management Information Systems (LMIS) to anticipate and
track facility stocks, consumption and future procurement to prevent stock outs
(98,120,130,140) and may allow for international stock trading (98). Such monitoring
systems can also empirically support the need for access interventions, particularly amongst
vulnerable groups (45).

Adequate resource allocation to FP services must be maintained to ensure the continuity,
range and quality of services and prevent additional hardship for women and girls who rely
on this care (45,98,102,117,119-121,130,166). The literature has recommended seeking
procurement of commodity resources from alternative, and possibly domestic,
manufacturers to overcome supply chain and distribution disruptions during COVID-19
(89,118). Whilst 70% of upper- and middle-income countries have managed to secure extra
funding for essential services during this pandemic, just 42% of LMIC have been able to do
the same (156). Mickler et al. outlined how advocacy toolkits produced by HIP can aid in the
securement of funding for public services (116). In Zambia and Morocco, IPPF associations
fought to guarantee the commitment and continuation of the government funding towards
SRHR in response to the redirection of resources towards the COVID-19 efforts (126).

Facilities must also store a range of different contraceptive commodities that can meet the
demand of service users. With the supply shortages experienced throughout COVID-19, this
has been threatened. Therefore, there must be a collaboration between the Ministry of
Health and stakeholders to project and prevent shortages (114,119). FP supplies need to be
recognised as essential care, and supply chains maintained for continued stock (98,120,165).
However, the impact of supply chain disruptions has been global, and UNFPA reported
difficulties in attempting to remedy the situation due to the scale of the impact COVID-19
has had on production and procurement (98). Facilities must also be sufficiently equipped
with PPE and staff trained on effective infection prevention measures to ensure clients have
access to safe care (119).

Advocating the importance of FP service continuation during the ongoing pandemic with
governmental actors and donors can help harbour high-level support for continued
provision and prioritisation of services during lockdown measures and protect the flow of
funding towards FP (108,126,137). Partnerships between IPPF and the Zambian government
ensured that FP budgets were not been compromised in light of the COVID-19 response
(126), whilst MSI workers in Sierra Leone collaborated with the Ministry of Education and
Gender to ensure continued access to SRH advice and services for young people (108). In
Tunisia, a collaboration between the Tunisian Sexual and Reproductive Health Association
(ATSR) and civil society organisations (CSO) successfully advocated for free health care
access and financial support from the government for sub-Saharan migrants and refugees
during the pandemic (126).

Partnerships between the private and public domain may also improve the capacity and
quality of care provided (111,137). It is crucial that the private sector, including non-
government organisations (NGO), alleviates the burden and shortages that the public sector
is facing. An organised and coordinated response can optimise the scope and quantity of
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service providers (130), through programmatic support, provision of contraceptive supplies,
upscaling of private pharmacies, and outreach services (39,116).

On the demand side of health care, service users and communities need to be central to the
PHE response discussions for access interventions to be effective and appropriate. The
literature stated that through engaging with clients, especially those representing
vulnerable populations, decision-makers and service providers can ensure that their health
and social needs, including FP, are expressed in the pandemic response plans
(98,102,110,137,141). Services can be modified to meet users’ own perceived needs, and
better fit their demands (120,126,167), improving the appropriateness and capacity of
services (102). In Sri Lanka, this was executed through weekly virtual meetings between
governmental actors and service users during COVID-19, through which actors were made
aware of shortfalls in service provision directly by the users (126). UNFPA noted the
importance of contraception access to a woman’s empowerment (130); therefore great
effort should be made to try and continue clients on their preferred method (140).
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CHAPTER 5: DISCUSSION

The findings provide the groundwork from which recommendations for effective
interventions in LMIC can be formulated to guide future preparedness plans. The
interventions will be evaluated and scrutinised for their effectiveness and credibility. They
will then be contextualised to ensure their appropriateness, feasibility, and sustainability as
a response measure in LMIC during public health emergencies.

5.1. KEY FINDINGS

This thesis described how PHE affected access at the five dimensions of Levesque’s
framework of access to healthcare. It was evident that barriers in access take place at all
levels; however, the deprioritisation of FP, lack of service user engagement in response
planning, fears of infection at facilities, and lockdown restrictions were the primary factors
impacting access. Interventions mainly focused on the recognition of FP as an essential
service, engagement of service users, the implementation of telehealth, client reassurance
of safety measures within facilities, collaborations with community leaders and CHW, and
public and private sector partnerships.

Throughout both the current and previous PHE, the FP rights and needs of the population
have been persistently overlooked. Service providers cannot meet the demand for FP as
staff and resources are diverted towards the PHE efforts, leaving FP services under-skilled
and overstretched, and subsequently closing or reducing the range and quality of care.
Throughout the literature, there is a recurring call for governments and donors to recognise
and treat FP as an essential service to maintain funding and availability of high-quality
services during PHE. In India and Pakistan, the classification of SRH services as essential led
to the sustained provision of FP services through COVID-19 (131). However, this requires
political will, which was found to be lacking during PHE, particularly in countries with pre-
existing restrictions on FP services. By partnering with governments, Ministries of Health
and donors, health systems can work collaboratively to plan appropriate and responsive
strategies that protect the populations’ rights by securing funds and resources for FP, such
as PPE and commodities.

Service users need to be engaged in response planning discussions with decision-makers
and stakeholders, in order to formulate a PHE response that is appropriate to the
populations’ needs. This is crucial for all dimensions of the Levesque framework, and
therefore, critical to improving accessibility. Without understanding the beneficiaries’
opinions and beliefs about health providers, one cannot produce an approachable and
acceptable service. Similarly, through incorporating vulnerable groups into these
discussions, providers can ensure that their services do not neglect or obstruct the access of
marginalised populations, such as women and girls with low-income or refugees. Affordable
and appropriate services that service users can reach may be better established if the
services have the insight from the users on their demands, struggles and capabilities during
the inception and throughout the whole implementation phase.
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Sub-objective 1 aimed to identify access barriers that have been experienced throughout
PHE. However, many of these obstacles to care existed prior to the implementation of
restrictive mitigation measures, and instead, PHE further exposed these inequities. The
vulnerabilities of marginalised groups and those who have poor health literacy also continue
to exist alongside the pandemic-specific barriers, and, therefore, need also to be considered
in response discussions.

Health policies can also be obstructive, with policies and regulations, or lack of, hindering
the implementation of interventions, such as self-administered injection contraceptives.
However, PHE create exceptional circumstances that have, in some cases, created positive
change, advancing the progress of innovative implementation policies, and lifting restrictive
laws and regulations. Without the push of the COVID-19 pandemic, developments, such as
medical home abortions via telemedicine, could have taken years to achieve. Additionally,
easing the regulations for dispensing contraceptive medicines could enable the
procurement of multiple months-worth of supply and remove the need for a prescription.
However, caution is needed to ensure these gains are not reversed once the pandemic
restrictions have eased. There needs to be more evidence to show that these policy changes
are, in fact, effective and safe, and do not present with unintended consequences. Again,
this relies on political will, funding, and adequate infrastructure and management, which
may not exist all countries (106).

In order for services to provide appropriate care, there must be an understanding of the
populations ‘needs and capacities, and how these have changed throughout a PHE. As with
many processes, COVID-19 has halted studies and data collection programmes (94). Timely
data collection is crucial to gaining insights into the impact of the current pandemic on
service and contraceptive utilisation (98,102,114), as any changes may have recovered if
research activities are delayed until after the pandemic (94). The changing demands in
contraceptive uptake need to be recorded to inform the supply forecasts and procurement.
Supply chains must be aligned with the demands of service users to ensure women have
their choice of contraceptive methods and are empowered to take control over their FP
decisions. However, if their choice and autonomy remain restricted, women may disengage
with FP, increasing the risk of unintended pregnancy and subsequently creating a greater
need for abortions. Yet, abortion services have also been scaled back, leading women to
turn towards unsafe abortion methods, potentially contributing to the 1,000 additional
maternal deaths globally, predicted by Riley et al. (89). There also should be preparedness
for another fluctuation in contraceptive method uptake once restrictions ease and supply
chains recover (118). Looking back at the Ebola epidemic, the recovery of service utilisation
did not immediately return to the pre-PHE state (45); however data collection could aid in
informing usage predictions, which can instruct supply procurement.

Findings should also be shared amongst programmes and facilities to enable the
dissemination of new knowledge and ensure that supply and demand are congruous
(98,102,118,120). Stakeholders and manufacturers should be updated on the outcomes of
studies, so supply chain needs, including funding and production, can be established.
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There is a significant focus on telehealth as an intervention to improve access to services;
however, this has the potential to exacerbate health inequities. Whilst telehealth may
bridge access for much of the population, there is a risk that marginalised populations, who
lack the prerequisites for telehealth, such as the internet, will be overlooked and ignored in
the response (106,116). Telehealth has been identified continuously throughout the
literature as a promising intervention, both during and prior to the current pandemic.
However, the evidence for telehealth’s’ effectiveness in LMIC, as well as for FP purposes, is
sparse (157). Learnings from the successful implementation of telehealth in the UK by MSI
are being shared to guide implementation in LMIC (108), but the differences in
infrastructure and resources need to be acknowledged (106,116). This intervention focuses
on overcoming the logistical barriers women face in accessing services; however, telehealth
can also address anxieties and fears of infection at facilities. Telehealth provides an
alternative means of receiving health care without being physically present, therefore,
bypassing the risk of infection.

Many countries are considering the permanent integration of telehealth into health
systems, which may protect FP access in future PHE, as structures will already be in place.
However, due to the risk of exacerbating health access inequities there should continue to
be a mix of channels for service provision, with suitable methods, such as outreach services,
that consider vulnerable groups’ exceptional needs and access barriers.

To address the negative perceptions towards health facilities, the literature suggested
fostering relationships with community leaders and CHW and disseminating messages via
various channels, such as social media and radio, to inform clients of the safety measures
employed at facilities. Services users should also be involved in this process to ensure that
messages are suited to the audience (141). Whilst these have been implemented in various
countries, there is little evidence to support that these methods improve service users’
perceptions and acceptance of health services.

Service providers need to take care that safety measures within facilities do not detriment
access. Requirements for proof of a negative COVID-19 test in some facilities in India (111)
may reduce transmission risk; however, they could also deter clients from accessing care as
the cost of obtaining this proof may mean services become unaffordable. This is in
combination with other rising indirect costs of service access. Costs for transportation may
also have increased due to the more considerable distances women now have to travel, as
many sites, including outreach, have closed. Considering the financial hardships many
families face from the downturn of the economy, such as financial instability and reduced
income (168,169), service access costs escalate and become inaccessible to many women
seeking care.

As facility services close throughout PHE, much of the remaining sites are centralised in
urban and populated centres, again highlighting the inequitable burden for service users
living in rural regions. Some transportation solutions have been recommended to overcome
logistical barriers for clients, yet bus and home delivery services will not mitigate this impact
alone. The implementation of outreach services through the employment of CHW may
improve access to FP, although the literature has already shown that outreach services
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existing prior to the COVID-19 pandemic have been halted. By recognising FP as essential,
these services could be protected and improve access for remote populations during PHE.

Partnerships between the private and public sectors can also fill the gaps created by closed
or reduced services. Through scaling up pharmacies to provide contraception, the burden on
public services is lessened, and access sites for women become more numerous and less
centralised. This may improve access for women with the means of purchasing their
contraception, but for service users who relied on free or subsidised commodities, they may
struggle to afford the new costs. Weinberger et al. suggested partnering with private health
providers to provide free and subsidised contraception via outreach channels (118).
However, for future resilience, LMIC governments must avoid deprioritising FP and allocate
funds to maintain service PHE, rather than become dependent on private partnerships.

Insurance companies have also been advised to include FP costs in their plans during the
COVID-19 PHE. However, service users with a low income and limited access to health
information are less likely to be enrolled in an insurance scheme, thus, the intended result
of reduced costs will not benefit those who are most financially fragile (170). Instead,
voucher systems could ensure equitable access to FP, yet more evidential support for its’
use in PHE is needed. The potential after-effects of these measures should be considered, as
it could be deemed unethical to take away access to free or subsidised contraception once
the pandemic has passed. Many people suffered financial access barriers before the
pandemic, and these obstacles will remain unresolved afterwards, alongside their unmet FP
needs.

The literature presents some debate about the appropriateness and resilience of both short-
acting contraception and LARCs. Whilst this can be considered for the forecasting of
commodities, it is women’s autonomy that should dictate uptake, in order to maintain
women’s SRHR and their engagement with their own health.

Immediate PNC has also been repeatedly mentioned in the literature, yet the only empirical
evidence supporting PNC comes from a HIC (113). The proportion of women giving birth in
facilities differs from country to country (171), and as women deter from attending health
facilities due to the fear of infection at sites, there may be fewer women opting for
institutional births during PHE, limiting the opportunity for immediate PNC.

There is a need for research conducted within LMIC to ascertain which interventions can
overcome access barriers during the current pandemic and in PHE in the future. Although
some decision-makers may perceive the threat of the pandemic to be the primary topic of
discussion, if left unattended, the impact of restricted FP access will be devastating.
Furthermore, we do not yet know how long the threat of COVID-19 will remain, and
therefore, we may need to alter services to adapt to the “new normal” of health care
provision. However, HIP have provided many proven or promising interventions for
improving FP access. These interventions have been studied for their effectiveness within
LMIC, and, therefore, although they are based outside of PHE, they could be adapted to fit
the current climate or used to inspire innovation, as discussed in Mickler et al.’s
commentary (116).
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5.2. LIMITATIONS OF THE STUDY

Whilst this study intended to look at many PHE, the literature findings predominately
focused on FP access in the context of the recent COVID-19 pandemic, and to a lesser
extent, the Ebola epidemic. This may indicate a lack of data or attention to the
consequences on FP in other PHE, that FP access was not as impacted, or that the search
strategy did not capture this data.

Due to the scale and global impact of the current pandemic, there is a growing wealth of
literature on the observed and predicted outcomes on FP health. However, as the pandemic
continues to unfold, much of the listed interventions have no evidence yet of their
effectiveness on access and FP outcomes. Although scarce, looking back at the literature on
previous PHE can anticipate some of the repercussions for FP and women in COVID-19. It
should also be considered that future PHE might bring new challenges and barriers that
have not been captured in the literature of previous PHE.

Furthermore, this study does not focus on one geographical location but instead looks at
LMIC around the world due to a lack of country-specific data. The generalisability of the
recommendations are, therefore, called into question. PHE are experienced differently in
different countries depending on a magnitude of factors, including the health systems pre-
existing circumstances. Whilst this study cannot outline country-specific interventions, it can
provide supported recommendations that may be considered to improve FP access during
the pandemic and in future PHE. Literature from HIC has also been included to inspire
innovation in LMIC, though it has been recognised that caution is needed when applying
these findings in lower socioeconomic contexts.

5.3. STRENGTHS AND LIMITATIONS OF THE FRAMEWORK

Levesque’s framework of access to healthcare enabled the findings from the literature to be
analysed from both the supply and demand positions of access. Furthermore, the five
dimensions facilitated an in-depth review of service providers and users’ determinants of
access within PHE.

However, the framework failed to recognise the political and governmental influences to
access. Health systems do not exist in a vacuum but are interconnected with the political
environment, and often health care can be politicised for governmental gains or objectives
(108). The impact of decisions made by governmental actors have both direct and indirect
influences on health access, from the government-mandated closure of clinics to the
reallocation of FP resources and staffing for the pandemic response. These actions have
contributed to the millions of women left without access to FP facilities, and, therefore, the
consequences of political decisions to FP access cannot be ignored in this discussion.
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CHAPTER 6: CONCLUSION AND RECOMMENDATIONS

6.1. CONCLUSION

The recent COVID-19 pandemic has highlighted how unprepared health systems around the
world were to the threats of PHE, particularly in LMIC, where infrastructure and resources
were stretched even prior to the strains of a pandemic. As FP services continue to be side-
lined in the efforts to overcome PHE, the SRHR of populations, particularly women, are
compromised, with permanent and potentially fatal consequences. Using Levesque’s access
framework, we can look back at lessons learnt on FP access in previous PHE; however, the
literature is scarce. But COVID-19 provides a new opportunity for learning.

This literature review identifies the access barriers posed by PHE, and has explored
successful, unsuccessful, and promising interventions to improve access to FP in PHE,
resulting in an extensive list of recommendations. These can inform and be adapted for
future PHE preparedness plans and guidelines to ensure the equitable and consistent access
to FP services. Learnings from this review could be adapted and applied to improve access
for other health needs or in other emergencies, such as natural disasters, where access also
becomes impaired.

However, a more substantial body of evidence needs to be produced to provide significant
support for the effectiveness, appropriateness, and safety of these interventions in LMIC.
COVID-19 has had an unprecedented and sustained global impact, and as the situation
continues to play out, the full extent of the effects is unknown.

6.2. RECOMMENDATIONS

Recommendations to the Government, Ministry of Health, and donors:

e Recognise FP as an essential health care service to protect the provision of resources
from being reallocated during PHE and prevent the closure of vital FP services,
including outreach

e Invest in infrastructure and systems to support the implementation and scaling-up of
telehealth services for during PHE and long-term integration into health systems

e Form partnerships between the public and private health sectors to enable the
collaborative provision of care and compensation for gaps in service provision during
PHE, and expand the access sites for FP by scaling up pharmacies to provide
contraceptive commodities

e Collaborate with stakeholders in the contraception supply chain to ensure the
availability of contraceptive choices at all facilities for service users
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Invest in training and collaborating with CHW to improve access in remote regions

Implement financial support mechanisms for financially vulnerable populations, such
as voucher systems

Recommendations to the Ministry of Health and policymakers:

Lift restrictive regulations to FP services to enable easier and more inclusive access
for service users, including home abortions and prescription requirements for
contraceptive medicines

Implement policies to enable the provision of multiple months-worth of
contraceptives

Engage beneficiaries, especially service users from vulnerable and marginalised
populations, in PHE response planning discussions to prevent exacerbating
vulnerabilities to access

Recommendations to researchers and donors:

Invest in studies during and post PHE on the impact to FP access and the
effectiveness of interventions for access

Build a more substantial body of evidence for PHE access interventions in LMIC,
including telehealth, home abortions, immediate PNC, voucher systems, and easing
of prescription requirements for contraception

Recommendations to health care providers:

Disseminate audience-appropriate messaging via different channels to inform
service users of the safety measures implemented in facilities to overcome anxieties
and encourage service utilisation

Record and monitor data on the uptake of different contraceptive methods, supply
inventory, and user preferences to inform supply forecasts and procurement

Recommendations for health insurance companies:

Increase the scope of services covered in insurance plans to include FP

32



10.

11.

12.

13.

14.

15.

REFERENCES

US Legal. Adolescence Law and Legal Definition [Internet]. 2021 [cited 2021 Aug 6].
Available from: https://definitions.uslegal.com/a/adolescence/

National Heart Lung and Blood Institute. Role of Community Health Workers
[Internet]. 2014 [cited 2021 Aug 8]. Available from:
https://www.nhlbi.nih.gov/health/educational/healthdisp/role-of-community-health-
workers.htm

Davis CP. Medical Definition of Endemic [Internet]. Medicine Net. 2021 [cited 2021
Aug 7]. Available from: https://www.medicinenet.com/endemic/definition.htm
Columbia Mailman School of Public Health. Epidemic, Endemic, Pandemic: What are
the Differences? [Internet]. 2021 [cited 2021 Aug 7]. Available from:
https://www.publichealth.columbia.edu/public-health-now/news/epidemic-
endemic-pandemic-what-are-differences

Merriam-Webster. Epidemic [Internet]. [cited 2021 Aug 6]. Available from:
https://www.merriam-webster.com/dictionary/epidemic

Intermountain Healthcare. What’s the difference between a pandemic, an epidemic,
endemic, and an outbreak? [Internet]. 2020 [cited 2021 Aug 7]. Available from:
https://intermountainhealthcare.org/blogs/topics/live-well/2020/04/whats-the-
difference-between-a-pandemic-an-epidemic-endemic-and-an-outbreak/

United Nations Population Fund. Family planning [Internet]. UNFPA. 2021 [cited 2021
Aug 7]. Available from: https://www.unfpa.org/family-planning

132Healthwise. What is the Relationship between Family Planning and Abortion?
[Internet]. [cited 2021 Aug 7]. Available from: https://www.132healthwise.com/what-
is-the-relationship-between-family-planning-and-abortion.php#:~:text=Family
planning is a term,one aspect of family planning.

Stoppler MC. Medical Definition of Access [Internet]. Medicine Net. 2021 [cited 2021
Aug 6]. Available from: https://www.medicinenet.com/access/definition.htm
Levesque J-F, Harris MF, Russell G. Patient-centred access to health care:
conceptualising access at the interface of health systems and populations. Int J Equity
Health [Internet]. 2013;12(1):18. Available from:
http://equityhealthj.biomedcentral.com/articles/10.1186/1475-9276-12-18
O’Donnell O. Access to health care in developing countries: breaking down demand
side barriers. Cad Saude Publica [Internet]. 2007 Dec;23(12):2820-34. Available from:
https://www.scielo.br/j/csp/a/BthcmrwlD37vzLkJwnxYRxj/?format=pdf&lang=en
High Impact Practices. High Impact Practices in Family Planning [Internet]. John
Hopkins University. 2021 [cited 2021 Aug 8]. Available from:
https://www.fphighimpactpractices.org/high-impact-practices-in-family-planning-list/
American Sexual Health Association. Understanding LARC [Internet]. ASHA. 2021
[cited 2021 Aug 9]. Available from: http://www.ashasexualhealth.org/understanding-
larc/

Health Protection Surveillance Centre. Definition of outbreak [Internet]. HPSC. 2020
[cited 2021 Aug 7]. Available from:
https://www.hpsc.ie/notifiablediseases/casedefinitions/outbreak/

Shannon J. Coronavirus has been declared a pandemic: What does that mean, and

33



16.

17.

18.

19.

20.

21.

22.

23.

24,

25.

26.

27.

what took so long? [Internet]. USA Today. 2021 [cited 2021 Aug 7]. Available from:
https://eu.usatoday.com/story/news/nation/2020/03/11/coronavirus-pandemic-
world-health-organization/5011903002/

Morens DM, Folkers GK, Fauci AS. What Is a Pandemic? J Infect Dis [Internet]. 2009
Oct;200(7):1018-21. Available from: https://academic.oup.com/jid/article-
lookup/doi/10.1086/644537

Royal College of Nursing. Personal protective equipment (PPE) and COVID-19
[Internet]. RCN. 2021 [cited 2021 Aug 8]. Available from: https://www.rcn.org.uk/get-
help/rcn-advice/personal-protective-equipment-ppe-and-covid-19

Centers for Disease Control and Prevention. COVID-19 Personal Protective Equipment
(PPE) for Healthcare Personnel [Internet]. CDC. 2020 [cited 2021 Aug 8]. Available
from: https://www.cdc.gov/coronavirus/2019-ncov/downloads/COVID-19-PPE.pdf
High Impact Practices. Drug Shops and Pharmacies: Sources for family planning
commodities and information [Internet]. John Hopkins University. 2013 [cited 2021
Jul 19]. Available from: http://www.fphighimpactpractices.org/briefs/drug-shops-
and-pharmacies/

Family Planning. Postpartum contraception [Internet]. FP2020. 2016 [cited 2021 Aug
8]. Available from: https://www.familyplanning.org.nz/news/2016/postpartum-
contraception#:~:text=What is postpartum contraception%3F,risk for mother and
baby.

Klinton J. The Private Health Sector: An Operational Definition [Internet]. Geneva:
World Health Organization; 2019. Available from:
https://cdn.who.int/media/docs/default-source/health-system-governance/private-
health-sector-an-operational-
definition.pdf?sfvrsn=5864e1f0_2&download=true#:~:text=The private health sector
is,and informal%2C domestic and international.

Nelson C, Lurie N, Wasserman J, Zakowski S. Conceptualizing and Defining Public
Health Emergency Preparedness. Am J Public Health [Internet]. 2007
Apr;97(Supplement_1):S9-11. Available from:
http://ajph.aphapublications.org/doi/10.2105/AJPH.2007.114496

World Health Organization. Chapter 11: Public health emergencies. In: Advancing the
right to health: the vital role of law [Internet]. Geneva: WHO; 2016. p. 165-80.
Available from: https://www.who.int/healthsystems/topics/health-
law/chapter11.pdf

World Health Organization. WHO consolidated guideline on self-care interventions
for health: sexual and reproductive health and rights [Internet]. Geneva; 2019.
Available from:
https://apps.who.int/iris/bitstream/handle/10665/325480/9789241550550-
eng.pdf?ua=1

Davis E. What Is a Healthcare Provider? [Internet]. Very Well Health. 2021 [cited 2021
Aug 7]. Available from: https://www.verywellhealth.com/what-is-a-provider-1738759
Healthlnsurance.org. Provider [Internet]. 2021 [cited 2021 Aug 7]. Available from:
https://www.healthinsurance.org/glossary/provider/

Pereira S. Service User or Patient? — just a question of semantics? [Internet]. East
Kilbride: National Association of Psychiatric Intensive Care and Low Secure Unit; 2013.
Available from: https://napicu.org.uk/wp-content/uploads/2013/09/Service-User-or-
Patient-Just-A-Question-of-Semantics.pdf

34



28.

29.

30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

Health & Care Professions Council. Service user and carer involvement [Internet].
HCPC. 2021 [cited 2021 Aug 7]. Available from: https://www.hcpc-
uk.org/education/resources/education-standards/service-user-and-carer-
involvement/

World Health Organization. Sexual and reproductive health [Internet]. WHO. 2021
[cited 2021 Aug 7]. Available from: https://www.euro.who.int/en/health-topics/Life-
stages/sexual-and-reproductive-health/sexual-and-reproductive-health

United Nations Population Fund. Sexual and Reproductive Health and Rights: An
essential element of universal health coverage [Internet]. International Conference
on Population and Development. UNFPA; 2019. Available from:
https://www.unfpa.org/sites/default/files/pub-
pdf/SRHR_an_essential_element_of UHC_SupplementAndUniversalAccess_27-
online.pdf

Your Life. Short acting contraception [Internet]. 2021 [cited 2021 Aug 8]. Available
from: https://www.your-life.com/en/contraception-methods/short-acting-
contraception

NEJM Catalyst. What Is Telehealth? [Internet]. 2018 [cited 2021 Aug 8]. Available
from: https://catalyst.nejm.org/doi/full/10.1056/CAT.18.0268

United Nations Population Fund. Reproductive, Maternal, Newborn and Adolescent
Health During Pandemics [Internet]. New York; 2020. Available from:
https://reliefweb.int/sites/reliefweb.int/files/resources/en-rmnah-web_2.pdf
World Health Organization. Technical series on primary health care: Primary health
care and public health emergencies [Internet]. Geneva: WHO; 2018. Available from:
https://www.who.int/docs/default-source/primary-health-care-
conference/emergencies.pdf?sfvrsn=687d4d8d_2

Castro I, McGarry R, Mynard D. Pandemic: How to prevent an outbreak: Episode 2:
Pandemic Is Now. United States: Netflix; 2020.

Blake M. A Netflix series predicted a global pandemic. It was dismissed as ‘a show
about the flu’ [Internet]. Los Angeles Times. 2020 [cited 2021 Aug 5]. Available from:
https://www.latimes.com/entertainment-arts/tv/story/2020-04-01/pandemic-netflix-
documentary-coronavirus

Arora P, Jafferany M, Lotti T, Sadoughifar R, Goldust M. Learning from history:
Coronavirus outbreaks in the past. Dermatol Ther [Internet]. 2020 Jul 20;33(4).
Available from: https://onlinelibrary.wiley.com/doi/10.1111/dth.13343

Barclay E. Predicting the next pandemic. Lancet [Internet]. 2008 Sep;372(9643):1025—
6. Available from: https://linkinghub.elsevier.com/retrieve/pii/S0140673608614257
United Nations Population Fund. Coronavirus guidance document [Internet]. UNFPA
Asia Pacific Regional Office; 2020. Available from:
https://china.unfpa.org/sites/default/files/pub-pdf/APRO Coronavirus 2019-nCoV
Guidance Note- final %2806 Feb 2020%29.pdf

World Health Organization. WHO Coronavirus (COVID-19) Dashboard [Internet].
WHO. 2021 [cited 2021 Aug 7]. Available from: https://covid19.who.int/
Burn-Murdoch J, Romei V, Giles C. Global coronavirus death toll could be 60% higher
than reported [Internet]. Financial Times. 2020 [cited 2021 Aug 7]. Available from:
https://www.ft.com/content/6bd88b7d-3386-4543-b2e9-
0d5c6fac846¢?shareType=nongift

Schellekens P, Sourrouille D. The unreal dichotomy in COVID-19 mortality between

35



43.

44,

45.

46.

47.

48.

49,

50.

51.

52.

53.

54.

high-income and developing countries [Internet]. Brookings. 2020 [cited 2021 Aug 7].
Available from: https://www.brookings.edu/blog/future-
development/2020/05/05/the-unreal-dichotomy-in-covid-19-mortality-between-
high-income-and-developing-countries/

World Health Organization. COVID-19 vaccines offer hope, other prevention
measures must continue [Internet]. WHO. 2021 [cited 2021 Aug 7]. Available from:
https://www.who.int/westernpacific/news/commentaries/detail-hq/covid-19-
vaccines-offer-hope-but-other-prevention-measures-must-continue

Elston JWT, Cartwright C, Ndumbi P, Wright J. The health impact of the 2014-15
Ebola outbreak. Public Health [Internet]. 2017 Feb;143:60-70. Available from:
https://linkinghub.elsevier.com/retrieve/pii/S0033350616303225

Adelekan T, Mihretu B, Mapanga W, Ngeketo S, Chauke L, Dwane Z, et al. Early Effects
of the COVID-19 Pandemic on Family Planning Utilisation and Termination of
Pregnancy Services in Gauteng, South Africa: March—April 2020. Wits J Clin Med
[Internet]. 2020;2(2):91. Available from:
https://journals.co.za/doi/abs/10.18772/26180197.2020.v2n2a7

United Nations. The virus that shut down the world: 2020, a year like no other
[Internet]. UN. 2020 [cited 2021 Aug 7]. Available from:
https://news.un.org/en/story/2020/12/1080702

Felsenthal M. COVID-19 to Plunge Global Economy into Worst Recession since World
War |l [Internet]. The World Bank. 2020 [cited 2021 Aug 7]. Available from:
https://www.worldbank.org/en/news/press-release/2020/06/08/covid-19-to-plunge-
global-economy-into-worst-recession-since-world-war-ii

Hogan AB, Jewell BL, Sherrard-Smith E, Vesga JF, Watson OJ, Whittaker C, et al.
Potential impact of the COVID-19 pandemic on HIV, tuberculosis, and malaria in low-
income and middle-income countries: a modelling study. Lancet Glob Heal [Internet].
2020 Sep;8(9):e1132-41. Available from:
https://linkinghub.elsevier.com/retrieve/pii/52214109X20302886

Griffin S. Covid-19: High level of non-covid deaths may reflect health system
pressures. BMJ [Internet]. 2021 Jan 7;372:n44. Available from:
https://www.bmj.com/lookup/doi/10.1136/bmj.n44

Relief Web. Asia: 5.9 million COVID-19 infections overwhelm hospitals [Internet].
Relief Web. 2021 [cited 2021 Aug 6]. Available from:
https://reliefweb.int/report/world/asia-59-million-covid-19-infections-overwhelm-
hospitals

Solomon E, Hall B. Europe warns hospitals at ‘breaking point’ as third Covid wave hits
[Internet]. Financial Times. 2021 [cited 2021 Aug 6]. Available from:
https://www.ft.com/content/4c87ff52-4957-49b5-abf0-dacfaded5a41

Singh Khadka N. African Covid patients “dying from lack of oxygen” [Internet]. British
Broadcasting Corporation. 2021 [cited 2021 Aug 6]. Available from:
https://www.bbc.com/news/world-africa-57501127

De Castella T. WHO says ‘at least’ 115,000 health workers have now died from Covid-
19 [Internet]. Nursing Times. 2021 [cited 2021 Aug 6]. Available from:
https://www.nursingtimes.net/news/coronavirus/who-says-at-least-115000-health-
workers-have-now-died-from-covid-19-27-05-2021/

Hrynick TA, Ripoll Lorenzo S, Carter SE. COVID-19 response: mitigating negative
impacts on other areas of health. BMJ Glob Heal [Internet]. 2021 Apr

36



55.

56.

57.

58.

59.

60.

61.

62.

63.

64.

65.

66.

15;6(4):e004110. Available from: https://gh.bmj.com/lookup/doi/10.1136/bmjgh-
2020-004110

United Nations Population Fund. Sexual & reproductive health [Internet]. UNFPA.
2021 [cited 2021 Aug 7]. Available from: https://www.unfpa.org/sexual-reproductive-
health

World Health Organization. Contraception [Internet]. WHO. 2021 [cited 2021 Aug 7].
Available from: https://www.who.int/health-topics/contraception#tab=tab_1
Department of Health Kagawaran NgKalusugan. Is family planning a form of abortion?
[Internet]. [cited 2021 Aug 7]. Available from: https://doh.gov.ph/fags/Is-family-
planning-a-form-of-abortion#:~:text=No.,helping couples avoid unplanned
pregnancies.

Family Planning 2020. Contraception and safe abortion are key to women’s growth
[Internet]. FP2020. 2017 [cited 2021 Sep 9]. Available from:
https://www.familyplanning2020.org/news/contraception-and-safe-abortion-are-
key-women’s-growth

Apte K. Sexual health largely neglected, reproductive health not a priority in policy
discourse [Internet]. SocialStory. 2019 [cited 2021 Aug 8]. Available from:
https://yourstory.com/socialstory/2019/06/sexual-health-reproductive-health-policy-
discourse/amp

Kevanishvili E. Breaking taboos around sexual and reproductive health in rural
Georgia [Internet]. UNFPA. 2018 [cited 2021 Aug 6]. Available from:
https://www.unfpa.org/news/breaking-taboos-around-sexual-and-reproductive-
health-rural-georgia

MacAskill E. Global summit aim to reverse years of family planning neglect [Internet].
The Guardian. 2012 [cited 2021 Aug 6]. Available from:
https://www.theguardian.com/global-development/2012/jun/10/global-summit-
family-planning

Cohen N, Mendy FT, Wesson J, Protti A, Cissé C, Gueye EB, et al. Behavioral barriers to
the use of modern methods of contraception among unmarried youth and
adolescents in eastern Senegal: a qualitative study. BMC Public Health [Internet].
2020 Dec 29;20(1):1025. Available from:
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-020-09131-4
Guttmacher Institute. New Study Finds That 40% of Pregnancies Worldwide Are
Unintended [Internet]. 2014 [cited 2021 Aug 7]. Available from:
https://www.guttmacher.org/news-release/2014/new-study-finds-40-pregnancies-
worldwide-are-unintended

Hardee K. Family Planning: Not Just for Women [Internet]. Population Council. 2017
[cited 2021 Aug 8]. Available from: https://www.popcouncil.org/news/family-
planning-not-just-for-women

Dawson R, Leong T. Not Up for Debate: LGBTQ People Need and Deserve Tailored
Sexual and Reproductive Health Care [Internet]. Guttmacher Institute. 2020 [cited
2021 Aug 6]. Available from: https://www.guttmacher.org/article/2020/11/not-
debate-lgbtg-people-need-and-deserve-tailored-sexual-and-reproductive-health
Lennard N. The Long, Disgraceful History of American Attacks on Brown and Black
Women’s Reproductive Systems [Internet]. The Intercept. 2020 [cited 2021 Aug 7].
Available from: https://theintercept.com/2020/09/17/forced-sterilization-ice-us-
history/

37



67.

68.

69.

70.

71.

72.

73.

74.

75.

76.

77.

Todd-Gher J, Mishra-Newbery U. Anti-abortion laws are an attack on our right to live
with dignity and decide what happens to our bodies [Internet]. Amnesty
International. 2019 [cited 2021 Aug 7]. Available from:
https://www.amnesty.org/en/latest/news/2019/09/anti-abortion-laws-are-an-
attack-on-our-right-to-live-with-dignity-and-decide-what-happens-to-our-bodies/
Nash E, Cross L. 2021 Is on Track to Become the Most Devastating Antiabortion State
Legislative Session in Decades [Internet]. Guttmacher Institute. 2021 [cited 2021 Aug
7]. Available from: https://www.guttmacher.org/article/2021/04/2021-track-
become-most-devastating-antiabortion-state-legislative-session-decades

Roy S, Gralki P. 5 Ways Family Planning Is Crucial to Gender Equality [Internet]. Global
Citizen. 2019 [cited 2021 Aug 6]. Available from:
https://www.globalcitizen.org/en/content/world-population-day-2019-family-
planning/

Barot S. The Benefits of Investing in International Family Planning—and the Price of
Slashing Funding [Internet]. Guttmacher Institute. 2017 [cited 2021 Aug 7]. Available
from: https://www.guttmacher.org/gpr/2017/08/benefits-investing-international-
family-planning-and-price-slashing-funding

Makleff S, Wilkins R, Wachsmann H, Gupta D, Wachira M, Bunde W, et al. Exploring
stigma and social norms in women’s abortion experiences and their expectations of
care. Sex Reprod Heal Matters [Internet]. 2019 Nov 29;27(3):50—-64. Available from:
https://www.tandfonline.com/doi/full/10.1080/26410397.2019.1661753

Mumah JN, Mulupi S, Wado YD, Ushie BA, Nai D, Kabiru CW, et al. Adolescents’
narratives of coping with unintended pregnancy in Nairobi’s informal settlements.
Enuameh YAK, editor. PLoS One [Internet]. 2020 Oct 29;15(10):e0240797. Available
from: https://dx.plos.org/10.1371/journal.pone.0240797

World Health Organization. Preventing unsafe abortion [Internet]. WHO. 2020 [cited
2021 Aug 6]. Available from: https://www.who.int/news-room/fact-
sheets/detail/preventing-unsafe-abortion

Bahk J, Yun S-C, Kim Y, Khang Y-H. Impact of unintended pregnancy on maternal
mental health: a causal analysis using follow up data of the Panel Study on Korean
Children (PSKC). BMC Pregnancy Childbirth [Internet]. 2015 Dec 3;15(1):85. Available
from: http://bmcpregnancychildbirth.biomedcentral.com/articles/10.1186/s12884-
015-0505-4

Santoshini S. Family Planning Efforts Upended by the Coronavirus [Internet]. Foreign
Policy. 2020 [cited 2021 Feb 10]. Available from:
https://foreignpolicy.com/2020/05/13/india-family-planning-upended-coronavirus-
women-sexual-reproductive-health/

Charlesworth A, Watt T, Throlby R. Early insight into the impacts of COVID-19 on care
for people with long-term conditions [Internet]. The Health Foundation. 2020 [cited
2021 Jul 29]. Available from: https://www.health.org.uk/news-and-
comment/blogs/early-insight-into-the-impacts-of-covid-19-on-care-for-people-with-
long-term

Danhieux K, Buffel V, Pairon A, Benkheil A, Remmen R, Wouters E, et al. The impact of
COVID-19 on chronic care according to providers: a qualitative study among primary
care practices in Belgium. BMC Fam Pract [Internet]. 2020 Dec 5;21(1):255. Available
from: https://bmcfampract.biomedcentral.com/articles/10.1186/s12875-020-01326-
3

38



78.

79.

80.

81.

82.

83.

84.

85.

86.

87.

88.

Chudasama Y V., Gillies CL, Zaccardi F, Coles B, Davies MJ, Seidu S, et al. Impact of
COVID-19 on routine care for chronic diseases: A global survey of views from
healthcare professionals. Diabetes Metab Syndr Clin Res Rev [Internet]. 2020
Sep;14(5):965-7. Available from:
https://linkinghub.elsevier.com/retrieve/pii/$1871402120302113

World Health Organization. COVID-19 significantly impacts health services for
noncommunicable diseases [Internet]. WHO. Geneva; 2020 [cited 2021 Jul 19].
Available from: https://www.who.int/news/item/01-06-2020-covid-19-significantly-
impacts-health-services-for-noncommunicable-diseases

Chmielewska B, Barratt |, Townsend R, Kalafat E, van der Meulen J, Gurol-Urganci |, et
al. Effects of the COVID-19 pandemic on maternal and perinatal outcomes: a
systematic review and meta-analysis. Lancet Glob Heal [Internet]. 2021
Jun;9(6):e759-72. Available from:
https://linkinghub.elsevier.com/retrieve/pii/5$2214109X21000796

Carballo M. Impact of the Tsunami on reproductive health. J R Soc Med [Internet].
2005 Sep 1;98(9):400-3. Available from:
http://www.jrsm.org/cgi/doi/10.1258/jrsm.98.9.400

Kelly L. Evidence and lessons on efforts to mitigate the secondary impact of past
disease outbreaks and associated response and control measures [Internet]. The
Knowledge, Evidence and Learning for Development Helpdesk. Manchester; 2020.
Available from:
https://assets.publishing.service.gov.uk/media/5e623991e90e077e32dd80c4/757_mi
tigating_secondary_effects_of disease_outbreaks.pdf

Chang H-J, Huang N, Lee C-H, Hsu Y-J, Hsieh C-J, Chou Y-J. The Impact of the SARS
Epidemic on the Utilization of Medical Services: SARS and the Fear of SARS. Am J
Public Health [Internet]. 2004 Apr;94(4):562—4. Available from:
http://ajph.aphapublications.org/doi/10.2105/AJPH.94.4.562

Moynihan R, Sanders S, Michaleff ZA, Scott AM, Clark J, To EJ, et al. Impact of COVID-
19 pandemic on utilisation of healthcare services: a systematic review. BMJ Open
[Internet]. 2021 Mar 16;11(3):e045343. Available from:
https://bmjopen.bmj.com/lookup/doi/10.1136/bmjopen-2020-045343

Camara BS, Delamou A, Diro E, Béavogui AH, El Ayadi AM, Sidibé S, et al. Effect of the
2014/2015 Ebola outbreak on reproductive health services in a rural district of
Guinea: an ecological study. Trans R Soc Trop Med Hyg [Internet]. 2017 Jan
1;111(1):22-9. Available from:
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC5914332/pdf/trx009.pdf

Dave SE, Bennett B. A gendered human rights analysis of Ebola and Zika: locating
gender in global health emergencies. Int Aff [Internet]. 2016 Sep;92(5):1041-60.
Available from: https://academic.oup.com/ia/article-lookup/doi/10.1111/1468-
2346.12704

McKay G, Black B, Janvrin A, Wheeler E. Sexual and reproductive health in Ebola
response: a neglected priority [Internet]. Humanitarian Practice Network. 2020.
Available from: https://odihpn.org/magazine/sexual-and-reproductive-health-in-
ebola-response-a-neglected-priority/

Tran NT, Tappis H, Spilotros N, Krause S, Knaster S. Not a luxury: a call to maintain
sexual and reproductive health in humanitarian and fragile settings during the COVID-
19 pandemic. Lancet Glob Heal [Internet]. 2020 Jun;8(6):e760—1. Available from:

39



89.

90.

91.

92.

93.

94.

95.

96.

97.

98.

99.

https://linkinghub.elsevier.com/retrieve/pii/$2214109X2030190X

Riley T, Sully E, Ahmed Z, Biddlecom A. Estimates of the Potential Impact of the
COVID-19 Pandemic on Sexual and Reproductive Health In Low- and Middle-Income
Countries. Int Perspect Sex Reprod Health [Internet]. 2020;46:73. Available from:
https://www.guttmacher.org/journals/ipsrh/2020/04/estimates-potential-impact-
covid-19-pandemic-sexual-and-reproductive-health

Roberton T, Carter ED, Chou VB, Stegmuller AR, Jackson BD, Tam Y, et al. Early
estimates of the indirect effects of the COVID-19 pandemic on maternal and child
mortality in low-income and middle-income countries: a modelling study. Lancet Glob
Heal [Internet]. 2020 Jul;8(7):€901-8. Available from:
https://linkinghub.elsevier.com/retrieve/pii/$2214109X20302291

Gilbert M, Pullano G, Pinotti F, Valdano E, Poletto C, Boélle P-Y, et al. Preparedness
and vulnerability of African countries against importations of COVID-19: a modelling
study. Lancet [Internet]. 2020 Mar;395(10227):871-7. Available from:
https://linkinghub.elsevier.com/retrieve/pii/S0140673620304116

Kumar N. COVID 19 era: a beginning of upsurge in unwanted pregnancies, unmet
need for contraception and other women related issues. Eur J Contracept Reprod
Heal Care [Internet]. 2020 Jul 3;25(4):323-5. Available from:
https://www.tandfonline.com/doi/full/10.1080/13625187.2020.1777398

Ahmed Z, Dawson R, Donovan MK, Keller LH, Sonfield A. Nine Things Congress Must
Do to Safeguard Sexual and Reproductive Health in the Age of COVID-19 [Internet].
Guttmacher Institute. 2020 [cited 2021 Jul 19]. Available from:
https://www.guttmacher.org/article/2020/04/nine-things-congress-must-do-
safeguard-sexual-and-reproductive-health-age-covid-19

Dasgupta A, Kantorova V, Ueffing P. The impact of the COVID-19 crisis on meeting
needs for family planning: a global scenario by contraceptive methods used. Gates
Open Res [Internet]. 2020 Nov 4;4:102. Available from:
https://gatesopenresearch.org/articles/4-102/v2

Aolymat I. A Cross-Sectional Study of the Impact of COVID-19 on Domestic Violence,
Menstruation, Genital Tract Health, and Contraception Use among Women in Jordan.
Am J Trop Med Hyg [Internet]. 2021 Feb 3;104(2):519-25. Available from:
https://www.ajtmh.org/view/journals/tpmd/104/2/article-p519.xml

McKenzie J. Grey literature: What it is & how to find it [Internet]. SFU Library. 2021
[cited 2021 May 23]. Available from: https://www.lib.sfu.ca/help/research-
assistance/format-type/grey-literature#:~:text=and data sources-,What is grey
literature%3F,urban plans%2C and so on.

Duke University. Systematic Reviews: the process: Grey Literature [Internet]. 2021
[cited 2021 May 23]. Available from:
https://guides.mclibrary.duke.edu/sysreview/greylit#:~:text=About Grey
Literature&text=Examples of grey literature include,patents%3B and policies %26
procedures.

World Health Organization, United Nations Population Fund, International Planned
Parenthood Federation, Jhpiego. Covid-19 and Implications for FP Services [Internet].
MediaHRP; 2020. Available from: https://www.youtube.com/watch?v=mb8Kv75iklk
Family Planning 2020. Maintaining Momentum in Family Planning: How can social and
behavior change programs adapt to the new reality of COVID-19? [Internet].
Washington: FP2020; 2020. Available from:

40



100.

101.

102.

103.

104.

105.

106.

107.

108.

109.

110.

https://familyplanning2020.org/resources/maintaining-momentum-family-planning-
how-can-social-and-behavior-change-programs-adapt-new

World Health Organization. Framework for ensuring human rights in the provision of
contraceptive information and services [Internet]. Geneva; 2014. Available from:
https://apps.who.int/iris/bitstream/handle/10665/133327/9789241507745_eng.pdf
MEASURE Evaluation. Family Planning and Reproductive Health Indicators Database:
Conceptual Framework [Internet]. 2017 [cited 2021 May 23]. Available from:
https://www.measureevaluation.org/prh/rh_indicators/overview/conceptual-
framework.html

Pfitzer A, Lathrop E, Bodenheimer A, RamaRao S, Christofield M, MacDonald P, et al.
Opportunities and Challenges of Delivering Postabortion Care and Postpartum Family
Planning During the COVID-19 Pandemic. Glob Heal Sci Pract [Internet]. 2020 Sep
30;8(3):335—43. Available from:
http://www.ghspjournal.org/lookup/doi/10.9745/GHSP-D-20-00263

United Nations Population Fund. Rapid assessment of Ebola impact on reproductive
health services and service seeking behaviour in Sierra Leone [Internet]. Freetown;
2015. Available from: https://reliefweb.int/sites/reliefweb.int/files/resources/UNFPA
study _synthesis_March 25_final.pdf

Cameron F. How Zika Is Shaping the Sexual and Reproductive Health and Rights
Agenda [Internet]. Wilson Center. 2016 [cited 2021 Jul 9]. Available from:
https://www.wilsoncenter.org/event/how-zika-shaping-the-sexual-and-reproductive-
health-and-rights-agenda

United Nations Population Fund. Impact of the COVID-19 Pandemic on Family
Planning and Ending Gender-based Violence, Female Genital Mutilation and Child
Marriage [Internet]. UNFPA; 2020. Available from:
https://www.unfpa.org/sites/default/files/resource-pdf/COVID-

19 _impact_brief_for UNFPA_24 April_2020_1.pdf

Church K, Gassner J, Elliott M. Reproductive health under COVID-19 — challenges of
responding in a global crisis. Sex Reprod Heal Matters [Internet]. 2020 Jan
1;28(1):1773163. Available from:
https://www.tandfonline.com/doi/full/10.1080/26410397.2020.1773163

Endler M, Al-Haidari T, Benedetto C, Chowdhury S, Christilaw J, El Kak F, et al. How
the coronavirus disease 2019 pandemic is impacting sexual and reproductive health
and rights and response: Results from a global survey of providers, researchers, and
policy-makers. Acta Obstet Gynecol Scand [Internet]. 2021 Apr 3;100(4):571-8.
Available from: https://onlinelibrary.wiley.com/doi/10.1111/a0gs.14043

Marie Stopes International. Stories from the frontline In the shadow of the COVID-19
pandemic [Internet]. MSI Reproductive Choices. 2020 [cited 2021 Jul 19]. Available
from: https://www.msichoices.org/covid-19/stories-from-the-frontline/

Sochas L, Channon AA, Nam S. Counting indirect crisis-related deaths in the context of
a low-resilience health system: the case of maternal and neonatal health during the
Ebola epidemic in Sierra Leone. Health Policy Plan [Internet]. 2017 Nov
1;32(suppl_3):iii32—9. Available from:
http://academic.oup.com/heapol/article/32/suppl_3/iii32/4621472

MacKinnon J, Bremshey A. Perspectives from a webinar: COVID-19 and sexual and
reproductive health and rights. Sex Reprod Heal Matters [Internet]. 2020 Jan
1;28(1):1763578. Available from:

41



111.

112.

113.

114.

115.

116.

117.

118.

119.

120.

121.

122.

https://www.tandfonline.com/doi/full/10.1080/26410397.2020.1763578

Vora KS, Saiyed S, Natesan S. Impact of COVID-19 on family planning services in India.
Sex Reprod Heal Matters [Internet]. 2020 Jan 1;28(1):1785378. Available from:
https://www.tandfonline.com/doi/full/10.1080/26410397.2020.1785378

Nanda K, Lebetkin E, Steiner MJ, Yacobson |, Dorflinger LJ. Contraception in the Era of
COVID-19. Glob Heal Sci Pract [Internet]. 2020 Jun 30;8(2):166—8. Available from:
http://www.ghspjournal.org/lookup/doi/10.9745/GHSP-D-20-00119

Campbell KJ, Barlow-Evans R, Jewell S, Woodhead N, Singh R, Jaffer K. ‘Our COVID-19
cloud silver lining’: the initiation and progress of postnatal contraception services
during the COVID-19 pandemic in a UK maternity hospital. BMJ Sex Reprod Heal
[Internet]. 2021 Jul;47(3):224-7. Available from:
https://jfprhc.omj.com/lookup/doi/10.1136/bmjsrh-2020-200764

International Federation Gynecology and Obstetrics. COVID-19 Contraception and
Family Planning [Internet]. FIGO. 2020 [cited 2021 Jul 14]. Available from:
https://www.figo.org/sites/default/files/2020-05/COVID contraception.pdf

High Impact Practices. Immediate Postpartum Family Planning: A key component of
childbirth care [Internet]. John Hopkins University. 2017 [cited 2021 Jul 19]. Available
from: https://www.fphighimpactpractices.org/briefs/immediate-postpartum-family-
planning/

Mickler AK, Carrasco MA, Raney L, Sharma V, May A V., Greaney J. Applications of the
High Impact Practices in Family Planning during COVID-19. Sex Reprod Heal Matters
[Internet]. 2021 Jan 1;29(1):1881210. Available from:
https://www.tandfonline.com/doi/full/10.1080/26410397.2021.1881210

World Health Organization. Maintaining essential health services: operational
guidance for the COVID-19 context [Internet]. Geneva: WHO; 2020. Available from:
https://www.who.int/publications-detail-redirect/WHO-2019-nCoV-essential-health-
services-2020.1

Weinberger M, Hayes B, White J, Skibiak J. Doing Things Differently: What It Would
Take to Ensure Continued Access to Contraception During COVID-19. Glob Heal Sci
Pract [Internet]. 2020 Jun 30;8(2):169-75. Available from:
http://www.ghspjournal.org/lookup/doi/10.9745/GHSP-D-20-00171

Pathfinder International. Technical Guidance: Family Planning During COVID-19
[Internet]. Pathfinder International; 2020. Available from:
https://www.pathfinder.org/publications/technical-guidance-family-planning-during-
covid-19/

Family Planning 2020, PAI, AdavnceFamilyPlanning, Jhpiego, Pathfinder. Promote,
Prioritize, and Invest in Reproductive Health and Family Planning During COVID-19
[Internet]. Washington: FP2020; 2020. Available from:
https://www.familyplanning2020.org/resources/promote-prioritize-and-invest-
reproductive-health-and-family-planning-during-covid-19

Family Planning 2020. Recommendations for Contraceptive Use during COVID-19
Pandemic [Internet]. Washington; 2020. Available from:
https://familyplanning2020.org/sites/default/files/COVID/Recommendations for
Contraceptive Use during COVID 19 Pandemic_Final_12 may.pdf

Ferreira ALCG, Correa MSM, Pedrosa EN, Silva FAC da, Hazin-Costa MF, Souza Al.
Does the COVID-19 Pandemic Impact Reproductive Health? Rev Bras Ginecol e Obs /
RBGO Gynecol Obstet [Internet]. 2020 Nov 30;42(11):774-5. Available from:

42



http://www.thieme-connect.de/DOI/DOI?10.1055/s-0040-1718442

123. Hagg E, Dahinten VS, Currie LM. The emerging use of social media for health-related
purposes in low and middle-income countries: A scoping review. Int ] Med Inform
[Internet]. 2018 Jul;115:92-105. Available from:
https://linkinghub.elsevier.com/retrieve/pii/$1386505618304568

124. Lewis T, Synowiec C, Lagomarsino G, Schweitzer J. E-health in low- and middle-
income countries: findings from the Center for Health Market Innovations. Bull World
Health Organ [Internet]. 2012 May 1;90(5):332—40. Available from:
http://www.who.int/bulletin/volumes/90/5/11-099820.pdf

125. World Health Organization. Telemedicine: Opportunities and developments in
Member States: report on the second global survey on eHealth 2009. Geneva; 2010.

126. International Planned Parenthood Federation. Ensuring sexual and reproductive
safety in times of COVID-19 [Internet]. London; 2020. Available from:
https://www.ippf.org/resource/advocacy-good-practices-lessons-learned-ensuring-
sexual-reproductive-safety-during-covid

127. Sharma KA, Zangmo R, Kumari A, Roy KK, Bharti J. Family planning and abortion
services in COVID 19 pandemic. Taiwan J Obstet Gynecol [Internet]. 2020
Nov;59(6):808-11. Available from:
https://linkinghub.elsevier.com/retrieve/pii/51028455920302163

128. Agley J, Xiao Y. Misinformation about COVID-19: evidence for differential latent
profiles and a strong association with trust in science. BMC Public Health [Internet].
2021 Dec 7;21(1):89. Available from:
https://bmcpublichealth.biomedcentral.com/articles/10.1186/s12889-020-10103-x

129. Nathan P Miller, Milsom P, Johnson G, Bedford J, Kapeu AS, Diallo AO, et al.
Community health workers during the Ebola outbreak in Guinea, Liberia, and Sierra
Leone. J Glob Health. 2018;8(2).

130. United Nations Population Fund. Coronavirus Disease (COVID-19) Preparedness and
Response UNFPA Interim Technical Brief [Internet]. UNFPA; 2020. Available from:
https://www.unfpa.org/resources/sexual-and-reproductive-health-and-rights-
maternal-and-newborn-health-covid-19-0

131. International Planned Parenthood Federation. Innovating to provide abortion care
during COVID-19 [Internet]. London: International Planned Parenthood Federation;
2020. Available from: https://www.ippf.org/resource/innovating-provide-abortion-
care-during-covid-19

132. Ferreira-Filho ES, de Melo NR, Sorpreso ICE, Bahamondes L, Simdes RDS, Soares-
Junior JM, et al. Contraception and reproductive planning during the COVID-19
pandemic. Expert Rev Clin Pharmacol [Internet]. 2020 Jun 2;13(6):615-22. Available
from: https://www.tandfonline.com/doi/full/10.1080/17512433.2020.1782738

133. Economic Commission for Latin American and the Caribbean. The COVID-19
pandemic is exacerbating the care crisis in Latin America and the Caribbean
[Internet]. Santiago; 2020. Available from:
https://repositorio.cepal.org/bitstream/handle/11362/45352/4/52000260_en.pdf

134. Garijo B. COVID-19 highlights how caregiving fuels gender inequality [Internet]. World
Economic Forum. 2020 [cited 2021 Aug 5]. Available from:
https://www.weforum.org/agenda/2020/04/covid-19-highlights-how-caregiving-
fuels-gender-inequality/

135. Power K. The COVID-19 pandemic has increased the care burden of women and

43



136.

137.

138.

139.

140.

141.

142.

143.

144,

145.

146.

families. Sustain Sci Pract Policy [Internet]. 2020 Dec 10;16(1):67—-73. Available from:
https://www.tandfonline.com/doi/full/10.1080/15487733.2020.1776561

Nash E, Mohammed L, Capello O, Naide S. Ten Things State Policymakers Can Do to
Protect Access to Reproductive Health Care During the COVID-19 Pandemic
[Internet]. Guttmacher Institute; 2020. Available from:
https://www.guttmacher.org/article/2020/05/ten-things-state-policymakers-can-do-
protect-access-reproductive-health-care-during

Townsend JW, ten Hoope-Bender P, Sheffield J. In the response to COVID-19, we can’t
forget health system commitments to contraception and family planning. Int J
Gynecol Obstet [Internet]. 2020 Sep 7;150(3):273—4. Available from:
https://onlinelibrary.wiley.com/doi/10.1002/ijgo.13226

Wenham C, Smith J, Morgan R. COVID-19: the gendered impacts of the outbreak.
Lancet [Internet]. 2020 Mar;395(10227):846—8. Available from:
https://linkinghub.elsevier.com/retrieve/pii/S0140673620305262

Guterres A. “Put women and girls at the centre of efforts to recover from COVID-19”
[Internet]. UN. 2020 [cited 2021 Jul 19]. Available from: https://www.un.org/en/un-
coronavirus-communications-team/put-women-and-girls-centre-efforts-recover-
covid-19

World Health Organization. Coronavirus disease (COVID-19): Contraception and
family planning [Internet]. WHO. 2020 [cited 2021 Jul 19]. Available from:
https://www.who.int/news-room/qg-a-detail/coronavirus-disease-covid-19-
contraception-and-family-planning

Kapur N. Gender Analysis: Prevention and Response to Ebola Virus Disease in the
Democratic Republic of Congo [Internet]. Geneva; 2020. Available from:
https://reliefweb.int/report/democratic-republic-congo/gender-analysis-prevention-
and-response-ebola-virus-disease

Hussein J. COVID-19: What implications for sexual and reproductive health and rights
globally? Sex Reprod Heal Matters [Internet]. 2020 Jan 1;28(1):1746065. Available
from: https://www.tandfonline.com/doi/full/10.1080/26410397.2020.1746065
International Planned Parenthood Federation. COVID-19: Amplifying the need for
rapid progress towards Universal Health Coverage [Internet]. London: International
Planned Parenthood Federation; 2020. Available from:
https://www.ippf.org/blogs/covid-19-amplifying-need-rapid-progress-towards-
universal-health-coverage

Ahmed Z, Sonfield A. The COVID-19 Outbreak: Potential Fallout for Sexual and
Reproductive Health and Rights [Internet]. Guttmacher Institute. Guttmacher
Institute; 2020 [cited 2021 Jun 20]. Available from:
https://www.guttmacher.org/article/2020/03/covid-19-outbreak-potential-fallout-
sexual-and-reproductive-health-and-rights

International Planned Parenthood Federation. COVID-19 pandemic cuts access to
sexual and reproductive healthcare for women around the world [Internet]. London;
2020. Available from: https://www.ippf.org/news/covid-19-pandemic-cuts-access-
sexual-and-reproductive-healthcare-women-around-world

High Impact Practices. Mobile Outreach Services: Expanding access to a full range of
modern contraceptive [Internet]. John Hopkins University. 2014 [cited 2021 Jul 20].
Available from: http://www.fphighimpactpractices.org/briefs/mobile-outreach-
services/

44



147. Jhpiego. Ensuring Quality Family Planning Services during COVID-19 Pandemic
[Internet]. Baltimore; 2020 [cited 2021 Jul 20]. Available from:
https://www.jhpiego.org/wp-content/uploads/2020/04/COVID-19-FPRH-response-
EN-4.17.2020.pdf

148. High Impact Practices. Task Sharing Family Planning Services to Increase Health
Workforce Efficiency and Expand Access: A Strategic Planning Guide [Internet]. John
Hopkins University. 2019 [cited 2021 Jul 19]. Available from:
https://www.fphighimpactpractices.org/guides/task-sharing-family-planning-
services/

149. High Impact Practices. Community Health Workers: Bringing family planning services
to where people live and work [Internet]. John Hopkins University. 2015 [cited 2021
Jul 19]. Available from: https://www.fphighimpactpractices.org/briefs/community-
health-workers/

150. International Council of Nurses. COVID-19 infections & deaths among nurses and
other healthcare workers - updated [Internet]. Geneva: ICN; 2021. Available from:
https://www.icn.ch/sites/default/files/inline-files/IND2021-Factsheet-01-UPDATED-
EN.pdf

151. Lietz J, Westermann C, Nienhaus A, Schablon A. The Occupational Risk of Influenza A
(HIN1) Infection among Healthcare Personnel during the 2009 Pandemic: A
Systematic Review and Meta-Analysis of Observational Studies. Cowling BJ, editor.
PLoS One [Internet]. 2016 Aug 31;11(8):e0162061. Available from:
https://dx.plos.org/10.1371/journal.pone.0162061

152. Pan American Health Organization. COVID-19 has infected some 570,000 health
workers and killed 2,500 in the Americas, PAHO Director says [Internet]. World Health
Organization. 2020 [cited 2021 Aug 8]. Available from:
https://www.paho.org/en/news/2-9-2020-covid-19-has-infected-some-570000-
health-workers-and-killed-2500-americas-paho

153. World Health Organization. Health worker Ebola infections in Guinea, Liberia and
Sierra Leone [Internet]. Geneva; 2015. Available from:
https://www.who.int/hrh/documents/21may2015_web_final.pdf

154. United Nations Population Fund. Zika outbreak: Ensuring that sexual and
reproductive health services are part of the response [Internet]. UNFPA. 2016 [cited
2021 Aug 6]. Available from: https://www.unfpa.org/news/zika-outbreak-ensuring-
sexual-and-reproductive-health-services-are-part-response

155. High Impact Practices. Family Planning High Impact Practices List [Internet]. John
Hopkins University. High Impact Practices Partnership; 2020 [cited 2021 Jul 19].
Available from: https://www.fphighimpactpractices.org/high-impact-practices-in-
family-planning-list/

156. World Health Organization. Pulse survey on continuity of essential health services
during the COVID-19 pandemic [Internet]. 2020. Available from:
https://www.who.int/publications/i/item/WHO-2019-nCoV-EHS_continuity-survey-
2020.1

157. High Impact Practices. Digital Health to Support Family Planning Providers: Improving
knowledge, capacity, and service quality [Internet]. John Hopkins University. 2020
[cited 2021 Jul 24]. Available from:
https://www.fphighimpactpractices.org/briefs/digital-health-to-support-family-
planning-providers/

45



158.

159.

160.

161.

162.

163.

164.

165.

166.

167.

168.

169.

Aiken A, Lohr P, Lord J, Ghosh N, Starling J. Effectiveness, safety and acceptability of
no-test medical abortion (termination of pregnancy) provided via telemedicine: a
national cohort study. BJOG An Int J Obstet Gynaecol [Internet]. 2021 Aug
24;128(9):1464-74. Available from:
https://onlinelibrary.wiley.com/doi/10.1111/1471-0528.16668

Bahamondes L, Fernandes A, Monteiro |, Bahamondes MV. Long-acting reversible
contraceptive (LARCs) methods. Best Pract Res Clin Obstet Gynaecol [Internet]. 2020
Jul;66(1):28—40. Available from:
https://linkinghub.elsevier.com/retrieve/pii/$1521693419301786

Faculty of Sexual and Reproductive Healthcare. FSRH guidance for contraceptive
provision after changes to Covid-19 lockdown [Internet]. London; 2020. Available
from: https://www.fsrh.org/documents/fsrh-guidance-contraceptive-provision-
changes-covid-lockdown/

Peyravi M, Soltani A, Ahmadi Marzaleh M. Women’s Sexual Health in COVID-19
Pandemic: Challenges and Solutions. Prehosp Disaster Med [Internet]. 2020 Dec
24;35(6):698-9. Available from:
https://www.cambridge.org/core/product/identifier/S1049023X20001107/type/jour
nal_article

High Impact Practices. Family Planning Vouchers: A tool to boost contraceptive
method access and choice [Internet]. John Hopkins University. 2020 [cited 2021 Aug
5]. Available from: https://www.fphighimpactpractices.org/briefs/family-planning-
vouchers/

World Health Organization. Universal health coverage (UHC) [Internet]. WHO. 2021
[cited 2021 Aug 7]. Available from: https://www.who.int/news-room/fact-
sheets/detail/universal-health-coverage-(uhc)

International Planned Parenthood Federation. Contraception and COVID-19:
Disrupted supply and access [Internet]. London: International Planned Parenthood
Federation; 2020. Available from: https://www.ippf.org/blogs/contraception-and-
covid-19-disrupted-supply-and-access

Purdy C. Opinion: How will COVID-19 affect global access to contraceptives — and
what can we do about it? [Internet]. Devex. 2020 [cited 2021 May 5]. Available from:
https://www.devex.com/news/opinion-how-will-covid-19-affect-global-access-to-
contraceptives-and-what-can-we-do-about-it-96745

High Impact Practices. Domestic Public Financing: Building a sustainable future for
family planning programs [Internet]. John Hopkins University. 2018 [cited 2021 Jul
19]. Available from: https://www.fphighimpactpractices.org/briefs/domestic-public-
financing/

Bateson DJ, Lohr PA, Norman W V, Moreau C, Gemzell-Danielsson K, Blumenthal PD,
et al. The impact of COVID-19 on contraception and abortion care policy and practice:
experiences from selected countries. BMJ Sex Reprod Heal [Internet]. 2020
Oct;46(4):241-3. Available from: https://jfprhc.bomj.com/lookup/doi/10.1136/bmjsrh-
2020-200709

The World Bank. The Impact of COVID-19 on Sudanese Households Reveals Growing
Hardship, Social Despair [Internet]. 2021 [cited 2021 Aug 6]. Available from:
https://www.worldbank.org/en/news/feature/2021/05/12/the-impact-of-covid-19-
on-sudanese-households-reveals-growing-hardship-social-despair

Organisation for Economic Co-operation and Development. COVID-19: Protecting

46



170.

171.

people and societies [Internet]. Paris; 2020. Available from:
https://www.oecd.org/coronavirus/policy-responses/covid-19-protecting-people-
and-societies-e5c9dela/

van Hees SGM, O’Fallon T, Hofker M, Dekker M, Polack S, Banks LM, et al. Leaving no
one behind? Social inclusion of health insurance in low- and middle-income countries:
a systematic review. Int J Equity Health [Internet]. 2019 Dec 28;18(1):134. Available
from: https://equityhealthj.biomedcentral.com/articles/10.1186/s12939-019-1040-0
United Nations Children’s Fund. Delivery care [Internet]. UNICEF. 2021 [cited 2021
Aug 7]. Available from: https://data.unicef.org/topic/maternal-health/delivery-care/

47



	LIST OF FIGURES
	LIST OF TABLES
	ABBREVIATIONS
	GLOSSARY
	ACKNOWLEDGEMENTS
	INTRODUCTION
	ABSTRACT
	CHAPTER 1: BACKGROUND
	1.1. PUBLIC HEALTH EMERGENCIES
	1.2. FAMILY PLANNING

	CHAPTER 2: PROBLEM STATEMENT
	2.1. PROBLEM STATEMENT
	2.2. JUSTIFICATION
	2.3. OBJECTIVES

	CHAPTER 3: METHODOLOGY
	3.1. SEARCH STRATEGY
	3.2. SEARCH CRITERIA
	3.3. ANALYTICAL FRAMEWORK
	3.4. THEMATIC ANALYSIS
	3.5. LIMITATIONS OF METHODOLOGY

	CHAPTER 4: RESULTS
	4.1. PERCEPTIONS OF NEEDS AND DESIRE FOR CARE
	4.2. HEALTH CARE SEEKING
	4.3. HEALTH CARE REACHING
	4.4. HEALTH CARE UTILISATION
	4.5. HEALTH CARE CONSEQUENCES

	CHAPTER 5: DISCUSSION
	5.1. KEY FINDINGS
	5.2. LIMITATIONS OF THE STUDY
	5.3. STRENGTHS AND LIMITATIONS OF THE FRAMEWORK

	CHAPTER 6: CONCLUSION AND RECOMMENDATIONS
	6.1. CONCLUSION
	6.2. RECOMMENDATIONS

	REFERENCES

