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Abstract

Many speculated that COVID-19 would severely restrict the delivery of essential health ser-
vices, including family planning (FP), but evidence of this impact is limited, partly due to data
limitations. We use cross-sectional data collected from regional and national samples of
health facilities (n = 2,610) offering FP across seven low- and middle-income countries
(LMICs) between 2019 and 2021, with longitudinal data from four geographies, to examine
reported disruptions to the FP service environment during COVID-19, assess how these dis-
ruptions varied according to health system characteristics, and evaluate how disruptions
evolved throughout the first two years of the pandemic, relative to a pre-pandemic period.
Findings show significant variation in the impact of COVID-19 on facility-based FP services
across LMICs, with the largest disruptions to services occurring in Rajasthan, India, where
COVID-19 cases were highest among geographies sampled, while in most sub-Saharan
African settings there were limited disruptions impacting FP service availability, method pro-
vision, and contraceptive supplies. Facility-reported disruptions to care were not reflected in
observed changes to the number of FP clients or types of stockouts experienced in the first
two years of the pandemic. Public and higher-level facilities were generally less likely to
experience COVID-19-related disruptions to FP services, suggesting policy mitigation mea-
sures—particularly those implemented among government-operated health facilities—may
have been critical to ensuring sustained delivery of reproductive healthcare during the
pandemic.
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Introduction

The onset of the COVID-19 pandemic in March 2020 required governments to reevaluate
their health systems and adapt service delivery to a rapidly changing environment. Swift imple-
mentation of national and sub-national policies, such as social distancing requirements, stay-
at-home orders, public mask mandates, and curfews, dramatically impacted the lives and well-
being of people around the globe. These changes and related disruptions to health services
were predicted to decrease access to family planning (FP). Experts were concerned that the
redistribution of resources toward mitigating the direct effects of the pandemic [1] might inad-
vertently contribute to increased risk of unintended pregnancy and related maternal morbidity
and mortality, particularly in low- and middle-income countries (LMICs) [2]. Early projec-
tions estimated that 60 million fewer women would be able to access modern contraception
during COVID-19, contributing to 15 million additional unintended pregnancies [2]. Despite
bleak projections, data from early in the pandemic showed limited changes in population-level
need for contraception and little impact on individuals’ contraceptive use practices [3-6].
Steady levels of contraceptive use provided initial evidence that disruptions to reproductive
health services may have been short-lived or small in magnitude or may have reflected success-
ful mitigation strategies, such as reliance on the informal health sector and self-managed con-
traceptive care, to compensate for disruptions to facility-based services [5].

Several small-scale studies reported disruptions to the continued provision of SRH services
across a variety of facilities in LMICs [7-13]. One study conducted in Burkina Faso, Ethiopia,
and Nigeria found that 5% of health providers reported a complete halt in family planning ser-
vices, and 53% reported a partial interruption during the pandemic [7]. Similarly, a qualitative
study conducted among Ugandan healthcare providers in 2020 found financial, psychosocial,
and mobility barriers impeded access to contraceptive services for providers and clients alike [9].

Other studies showed more positive or mixed findings related to the resilience of health ser-
vices. An analysis conducted across six countries in 2021, including Kenya, Ethiopia, Zambia,
Bangladesh, Indonesia, and Pakistan, found that, despite “ripple effects” of COVID-19 across
supply chain functions, many health systems were able to mitigate disruptions to SRH services
[14]. Another study quantified these disruptions using health management information sys-
tems (HMIS) data across more than 60,000 facilities in eight countries, including Cameroon,
Democratic Republic of the Congo (DRC), Liberia, Malawi, Mali, Nigeria, Sierra Leone, and
Somalia, identifying family planning consultations between March-July 2020 ranged from
17% lower to 11% higher than expected [15]. HMIS data also suggested rapid post-lockdown
service rebounds [16-18], reducing the anticipated negative impact on contraceptive coverage,
especially in contexts where more women use long-acting, provider-dependent contraception,
such as implants and IUDs. A scoping review found varying declines in the provision of family
planning during the first year of the pandemic, with rare occurrences of severe or sustained
disruptions, further substantiating these overall trends [19].

While DHIS2 and HMIS data started to illuminate COVID-19’s impact on SRH services
[15], concerns about the completeness and quality of these data in many LMICs prior to the
pandemic may limit their utility for understanding changes in service delivery environments
[20-24]. Additionally, data from private health facilities are insufficiently captured in these
sources, resulting in an incomplete or skewed picture of FP services, particularly in settings
where the private sector dominates the delivery of contraceptive care, such as DRC and Indo-
nesia [25, 26]. In the context of the pandemic, quality of registry data may have also suffered
from staff shortages and shifting responsibilities, thereby limiting the field’s understanding of
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the pandemic’s effects. Facility records are one essential tool for monitoring provision of ser-
vices yet fail to capture the broader nature of disruptions related to provider availability or
facility closures that shape individuals’ access to care. Documenting reported impacts of
COVID-19 from the perspectives of facility leaders and contextualizing these changes along-
side longitudinal indicators of contraceptive service availability, method provision, and stock-
outs before and during the pandemic may elucidate information about the diversity of FP
service disruptions.

This study quantifies disruptions to FP services during the first two years of the COVID-19
pandemic using facility-based cross-sectional data from national or regional samples of health
facilities in seven LMICs, including longitudinal data from four countries. The objectives of
this paper are two-fold; first, we examine reported disruptions to the FP service environment
during the COVID-19 pandemic and assess how these disruptions varied according to facility
characteristics in seven LMICs; second, we evaluate how disruptions evolved throughout the
first two years of the pandemic, relative to a pre-pandemic period, in four countries.

Methods
Study procedures and sample

This analysis uses data collected by Performance Monitoring for Action (PMA) in health facili-
ties across seven LMICs, including six countries in sub-Saharan Africa—Kenya, Burkina Faso,
DRC (Kinshasa and Kongo Central regions), Nigeria (Lagos and Kano states), Cote d’Ivoire,
and Uganda—and one country in south Asia—India (Rajasthan state). These countries or
regions were chosen due to their inclusion in the PMA project, which monitors progress
towards improving access to family planning and collects repeated facility-based indicators of
FP services. In India, PMA only collects data from Rajasthan state, thus, data on family planning
service disruptions during COVID-19 are only explored for this state and not at the country-
level. Due to COVID-19, PMA had to suspend initial data collection in four countries, Niger,
Uganda, Cote d’Ivoire, and India (Rajasthan), thus, longitudinal data from before COVID-19
are not available in these geographies. Across all geographies, cross-sectional data were collected
during COVID-19 between August 2020-January 2021. In Burkina Faso, DRC, Kenya, and
Nigeria, three phases of longitudinal data were collected, including pre-pandemic (December
2019-January 2020; “baseline”) one year later (November 2020-January 2021; “one-year fol-
low-up”), and two years later (November 2021-February 2022; “two-year follow-up”).

Service delivery points (SDPs) (hereafter termed “facilities”) were selected from a random
sample of census-identified geographic areas, selected proportional to size. All public and pri-
vate facilities serving the selected geographic clusters were listed, including facilities serving
the catchment area. Facility sample selection varied by managing authority; private facilities
were selected randomly, while public were selected to include the tertiary, secondary, and pri-
mary facilities that served the geographic areas selected. In areas with three or fewer private
facilities, all were included. The total facility sample included a total of 3,052 facilities across
the seven geographies. We restricted our analysis to facilities that offered FP, resulting in a
final analytical sample of 2,610 facilities, spanning Burkina Faso (n = 228), Cote d’Ivoire
(n=192), DRC (n = 273), Kenya (n = 904), Nigeria (n = 173), Rajasthan (n = 507), and Uganda
(n = 333). Longitudinal analyses exploring changes in FP services from pre-pandemic through
the first two years of the pandemic were limited to the facilities where such data were available:
Burkina Faso (n = 210), DRC (n = 189), Kenya (n = 859), Nigeria (n = 152).

Trained data collectors in each geography conducted the facility surveys, beginning with
informed consent procedures for each facility respondent, such as a facility manager, main
administrator, or family planning in-charge, identified to complete the interview. Per health
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facility and at each time point (if applicable), the data collector administered informed consent
and provided a paper copy of the consent form to each facility respondent. Data collectors
recorded the facility respondent’s consent as part of the survey via the respondent’s signature
or checking a response box to indicate their agreement. Consenting facility respondents pro-
vided their responses to a series of questions about FP service delivery and operational chal-
lenges experienced during COVID-19. Data on contraceptive method provision within each
facility were collected directly from the facility’s family planning register, recorded by the facil-
ity’s data supervisor. Surveys lasted approximately 30-75 minutes. Ethical approval for the
data collection activities, including informed consent procedures, was provided by in-country
review boards, including the Ethics Committee for Health Research at the Ministry of Health
and Ministry of Higher Education, Scientific Research and Innovation (Burkina Faso; N/Refs:
A018-2019; A14-2020/CEIRES; ISSP/DA/GG/062/2021); Comité National d’Ethique des Sci-
ences de la Vie et de la Santté at the Ministry of Health of Cote d’Ivoire (N/Refs: 053-2-/
MSHP/CNESVS-km; 250-21/MSHP/NCESVS-km; 128-22/MSHPCMU/CNESVS-kp); Uni-
versity of Kinshasa School of Public Health (DRC) (N/Refs: ESP/CE/030B/2019; ESP/CE/78/
2020; ESP/CE/160/2020; ESP/CE/159B/2021); Kenyatta National Hospital-University of Nai-
robi Scientific Ethics Review Committee (N/Refs: KHN-ERC/A/412; KHN-ERC/A/150;
KHN-ERC/Mod&SAE/172); Lagos State University Teaching Hospital Research Ethics Com-
mittee (N/Refs: LREC/06/10/1276) and Kano State Health Research Ethics Committee of the
Ministry of Health and the Research Ethics Committee of the Aminu Kano Teaching Hospital
in Kano (Nigeria) (N/Refs: MOH/Oft/797/T1/1487; MOH/Oft/797/T1/2006; MOH/Oft/797/
T1/2096; SHREC/2021/2880); Indian Institute of Health Management Research University
Institutional Committee for Ethics and Review of Research (Rajasthan) (N/Ref: 0990-0279),
and Makerere University School of Public Health (Uganda) (N/Ref: HDREC805). The SDP
survey was deemed IRB-exempt as non-human subjects research by the Johns Hopkins
Bloomberg School of Public Health.

Study context

The seven countries or regions where this study takes place experienced COVID-19 in diverse
ways, including variation in number of Coronavirus cases, the rate of increase in cases over
time, mortality, and policy responses to the pandemic. Details on the timing of data collection
within the context of COVID-19 impacts and policy changes in each country are provided in
Table 1; data specific to Rajasthan state were unavailable, thus, national data are reported for
India [27]. Early in the pandemic, data collected between August 2020 and January 2021 indi-
cated that the cumulative number of COVID-19 cases ranged widely across geographies, from
2,931 cases in Burkina Faso to nearly two million cases in India [27]. Policies to mitigate the
spread of Coronavirus included face covering requirements in all public spaces (Burkina Faso,
DRC, Kenya, and Nigeria) or any time outside the home (Cote d’Ivoire, India, and Uganda),
stay-at-home orders (India, Kenya, Nigeria, Uganda), and workplace and school closures in
some geographies. Roughly two years into the pandemic, between December 2021 and Febru-
ary 2022, the cumulative number of cases had quadrupled in most geographies with longitudi-
nal data; for example, in Kenya, cases rose from 55,877 to 255,260 and in DRC cases grew
from 12,859 to 58,319 during this period [27].

Measures

Descriptions of study measures and their definitions are provided in Table 2. We first explored
eight indicators of reported COVID-19 disruptions, measured cross-sectionally between
August 2020 and January 2021, which were grouped into four categories by disruption type,
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Table 1. Facility survey administration schedule by site and COVID-19 context.

National policy measures to mitigate spread of Coronavirus
Site Survey | Dates of Cumulative Cumulative COVID-19 |Stay-at-home |Face School Workplace
data number of number of Stringency | requirement® | coverings closures™ closures™
collection confirmed confirmed Index* required*
COVID-19 COVID-19 (range: 0-100;
cases* deaths™* 100 = strictest)
Cross-sectional data only
Cote d’Ivoire | Baseline | Sept - Oct 18,103 126 38.0 Recommended | Required Required No measures
2020 outside the | closures (some
home atall | levels)
times
India/ Baseline | Aug - Sep 1,800,000 37,367 79.6 Required Required Required Required for
2020 (except for outside the | closures (all some
essentials) home at all | levels)
times
Uganda Baseline | Sep - Oct 3,037 32 76.9 Required Required Required Required for
2020 (except for outside the | closures (all some
essentials) home at all | levels)
times
Longitudinal data
Burkina Faso | Baseline | Dec 2019 - -- -- -- -- - -- --
n Jan 2020
One- Dec 2020 - 2,931 68 13.9 No measures Required in | No measures No measures
year Jan 2021 all public
follow- spaces
up
Two- Dec 2021 - 16,000 286 13.9 Required Required in | No measures No measures
year Feb 2022 (except for all public
follow- essentials) spaces
up
Democratic Baseline | Dec 2019 - - - - - -- - -
| Republic of Jan 2020
the Congo One- Dec 2020 - 12,859 335 22.2 No measures Required in | Recommended | Recommended
(DRC) year Jan 2021 all public
follow- spaces
up
Two- Dec 2021 - 58,319 1,107 39.8 No measures Required in | No measures Recommended
year Feb 2022 all public
follow- spaces
up
Kenya Baseline | Nov - Dec -- -- -- -- -- -- --
i 2019
One- Nov - Dec 55,877 1,013 68.5 Required Required in | Required Recommended
year 2020 (except for some public | closures (some
follow- essentials) spaces levels)
up
Two- Nov 2021 - 255,260 5,335 36.1 Recommended | Always No measures Required for
year Jan 2022 required some
follow- outside the
up home
(Continued)
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Table 1. (Continued)

Site Survey

Nigeria Baseline

One-
year
follow-
up
Two-
year
follow-
up

Dates of
data
collection

Dec 2019 -
Jan 2020
Dec 2020 -
Jan 2021

Dec 2021 -
Feb 2022

National policy measures to mitigate spread of Coronavirus

Cumulative Cumulative COVID-19 |Stay-at-home |Face School Workplace
number of number of Stringency | requirement* | coverings closures™ closures™
confirmed confirmed Index* required*
COVID-19 COVID-19 (range: 0-100;
cases™® deaths* 100 = strictest)
67,838 1,176 50.9 Required Required in | Recommended | Recommended
(except for all public
essentials) spaces
214,270 2,978 37.9 Required Required in | No measures No measures
(except for all public
essentials) spaces

Note: *by first day of survey administration month. Data from www.https://ourworldindata.org/coronavirus; accessed January 9, 2023.

AInformation about COVID-19 in India (cumulative cases, deaths, and policy responses) were only available at national level; data from this study were collected in

Rajasthan state.

https://doi.org/10.1371/journal.pgph.0002435.t001

including challenges to 1) service availability, 2) provider availability, 3) administrative capac-
ity, and 4) contraceptive supplies. First, disruptions to service availability included three indi-
cators: facility closures during COVID-19 (never, <3 weeks, 3 or more weeks); reduced days
or hours of operation (yes/no); and suspension of FP services (never, <3 weeks, 3 or more
weeks). Second, disruptions to provider availability were measured using three indicators:
reassignment of FP providers to COVID-19 duties (yes/no); increased provider absenteeism
(yes/no); and among facilities offering provider-dependent methods (i.e., sterilization,
implants, IUDs, and injectables), suspension of these methods (yes/no). Third, administrative
capacity disruptions were measured as inability to maintain client FP records (yes/no). Fourth,
our indicator of contraceptive supply disruptions assessed perceived changes in the supply of
family planning commodities during COVID-19 restrictions by asking respondents, “How
regular was the supply of family planning methods to this facility during the time of Coronavi-
rus (COVID-19) restrictions?” (no change/regular, more irregular, stopped completely).

Next, we generated four summary measures of reported COVID-19 disruptions, including
1) a binary measure of any COVID-19-related disruption (yes/no), and separate, binary mea-
sures of any disruption to 2) service availability (yes/no), or 3) provider availability (yes/no).
Our fourth summary measure included an additive indicator of the total number of disrup-
tions, including those affecting service and provider availability, administrative capacity, and
contraceptive supply, reported at each facility (min = 0, max = 8) to explore how severity of
disruptions varied across contexts. Finally, we assessed reported perceived demand-related
changes in FP services by asking, “During the time of Coronavirus (COVID-19) restrictions,
did your facility experience any reduction in the number of family planning clients (or pur-
chase of contraceptive products) compared to your usual client numbers?” (no reduction,
small reduction, moderate reduction, large reduction).

Using longitudinal data collected in four geographies (Burkina Faso, DRC, Kenya, Nigeria),
we also assessed observed changes in contraceptive service environments one year and two
years into the pandemic by comparing 10 indicators of service availability, method provision,
and contraceptive stockouts across three survey periods. For longitudinal assessment, service
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Table 2. Indicators of COVID-19 disruptions and contraceptive services.

Cross-sectional measures (13 total)

Measure No. | Indicator(s) or Definitions Responses or
Categorization
Service availability 1 | Facility closures during COVID-19 Never, <3 weeks, 3 or more
weeks
2 | Reduced days or hours of operation Yes/No
3 | Suspension of family planning services Never, <3 weeks, 3 or more
weeks
Provider availability 4 | Reassignment of FP providers to COVID-19 duties Yes/No
5 | Increased provider absenteeism Yes/No
6 | Suspension of provider-dependent methods” Yes/No
Administrative capacity 7 | Inability to maintain client FP records Yes/No
Contraceptive supplies 8 | Perceived regularity of family planning method supplies during COVID-19 restrictions
Any COVID-19-related disruption 9 | Reporting at least one service availability, provider availability, administrative capacity, Yes/No
or contraceptive supply disruption (Indicators 1-8)
Any service availability disruption 10 | Reporting at least one service availability disruption (Indicators 1-3) Yes/No
Any provider availability disruption | 11 | Reporting at least one provider availability disruption (Indicators 4-6) Yes/No
Average number of COVID- 12 | Total number of disruptions to service availability, provider availability, administrative Additive measure: min =0,
19-related disruptions capacity, and contraceptive supply (Indicators 1-8) max = 8
Demand-related changes 13 | Reported reduction in FP clients during COVID-19 None, small, moderate,
large
Longitudinal Measures (10 total)
Service availability 1 | Number of days in a week FP services/products were offered Additive measure: min = 0,
max =7
Method provision 2 | Average total number of clients in the last month (sum of number of FP visits for each Additive measure
method offered)
3 | Average total number of provider-dependent clients (i.e., sterilization, implant, IUD, Additive measure
injectables)
4 | Average total number of provider-independent clients (i.e., pills, emergency Additive measure
contraception, condoms, diaphragm, foam)
Contraceptive stockouts® 5 | Stockout of at least one method Yes/No
6 | Stockout of at least one provider-dependent method Yes/No
7 | Stockout of at least one provider-independent method Yes/No
8 | Stockout of at least two of six modern method categories Yes/No
9 | Stockout of at least one of six modern method categories Yes/No
10 | Average total number of methods stocked out Additive measure: min = 0,

max = 10

Notes: AAmong facilities that offered any provider-administered methods, including sterilization, implants, IUDs, and injectables.

*Stockouts in last three months.

https://doi.org/10.1371/journal.pgph.0002435.t002

availability was operationalized as a continuous variable reflecting the number of days in a
week FP services/products were offered (min = 0, max = 7). Method provision was first mea-
sured as the total client volume in the last month (number of FP visits for each method
offered), recorded from the facility’s FP register and operationalized as a continuous variable.
We further explored method provision by grouping contraceptive client volumes into two cat-
egories based on method characteristics: total number of clients receiving provider-dependent
methods (sterilization, implant, IUDs, injectables) and total number of clients receiving pro-

vider-independent methods (pills, EC, condoms, diaphragm, foam).
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Contraceptive stockouts in the last three months were assessed through six indicators. First,
we used three crude measures, including facility-level stockouts of at least one method; at least
one provider-dependent method; and at least one provider-independent method. We then
quantified the severity of contraceptive stockouts by summing the total number of methods
out of stock in the last three months per facility (min = 0, max = 10; sterilization not assessed,
injectables measured as Sayana Press and Depo Provera). Next, we used two measures of mod-
ern contraceptive method availability developed by the Reproductive Health Supplies Coali-
tion [28] and recommended by Barden-O’Fallon and Ijdi (2023), including the proportion of
facilities “providing at least one modern contraceptive method for at least four of the six
method categories available on the day of the assessment: barrier (condoms and spermicide),
hormonal short-acting (pill), hormonal medium-acting (injectable), long-acting reversible
(implant and IUD), permanent method (male or female sterilization), emergency contracep-
tion” and the proportion of facilities “providing at least one modern contraceptive method for
each of the six method categories available on the day of assessment” [29]. We examined the
complement of these indicators to align with our exploration of method stockouts in the con-
text of COVID-19 disruptions, resulting in two indicators reflecting the proportion of facilities
with 1) “stockouts of at least two of six modern contraceptive method categories available on
the day of the assessment”, and 2) “stockouts of at least one of six modern contraceptive
method categories available on the day of the assessment”. We required all methods to be
observed on the day of interview to categorize them as “available”, except for male or female
sterilization, which we assessed according to its reported availability as a family planning
method offered by the facility.

We also measured several facility characteristics to describe the broader service delivery
environment within each geography, including managing authority (public, private), facility
type (hospital, health center/clinic, pharmacy/drug shop/other), residence of enumeration
areas served by the facility (rural/urban), availability of electricity and water, availability of ser-
vices to adolescents aged 10-19, and integration of community health volunteers within
facilities.

Analytic methods

Descriptive statistics were used to examine facility characteristics among the sample of facili-
ties participating in the first COVID-19 survey conducted in each geography (i.e., baseline sur-
veys in Cote d’Ivoire, Rajasthan, and Uganda and one-year follow-up surveys in Burkina Faso,
DRC, Kenya, and Nigeria) and assess the proportion of facilities reporting each type of
COVID-19-related service disruption or demand-related change. Pearson’s chi-squared statis-
tics were used to calculate p-values and evaluate if variations in COVID-19 disruptions dif-
fered according to facility characteristics. Statistical significance was set at p<0.05.

Next, using three phases of longitudinal data from Burkina Faso, DRC, Kenya, and Nigeria,
we explored changes in the family planning service environment. We first examined indicators
of contraceptive service availability and method provision by comparing the average number
of days family planning services were offered and total number of family planning clients in
the last month, respectively, at each survey; linear regression was used to assess if differences
in mean values were statistically significant between surveys (i.e., baseline vs. one-year follow-
up, and one-year vs. two-year follow-up). Similarly, we evaluated contraceptive stockout indi-
cators by comparing the proportion of facilities reporting each type of stockout throughout
the two-year period; statistical significance of differences in proportions between surveys was
assessed through logistic regression. Analyses were site-specific, clustered by facility, and con-
ducted in Stata 16.
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Results

Facility characteristics, by country, are presented in Table 3. Most facilities were public, rang-
ing from 68.8% in Nigeria to 89.6% in Cote d’Ivoire, except for DRC and Rajasthan, where the
majority were private (68.1% and 55.6%, respectively). Facility types varied across geographies,
though a large proportion were health centers or clinics (e.g., 84.1% in Burkina Faso, 67.3% in
Uganda); in Kenya, most facilities (62.7%) were pharmacies, drug shops, or other. Facilities in
Kenya, Rajasthan, and Uganda predominantly served rural enumeration areas, while the oppo-
site was true in other geographies. Challenges to infrastructure were most common in DRC,
where more than half of facilities reported outages of electricity (59.2%) and water (55.3%) for
more than two of the past 24 hours; similar levels were observed in Nigeria (47.5% and 44.4%,
respectively). Facility integration of community health volunteers ranged from 13.1% in Cote
d’Ivoire to 64.4% in Kenya. Nearly all facilities offered family planning services to adolescents.

Reported changes in the FP service environment during COVID-19

COVID-19’s impact on FP services ranged widely across geographies (Table 4). Overall,
reports of FP service disruptions were highest in Rajasthan across nearly all indicators, fol-
lowed by Nigeria and Uganda. Several sub-Saharan African countries, including Cote d’Ivoire,
Burkina Faso, and DRC, reported relatively minimal effect of COVID-19 in terms of FP service
availability, with fewer than 5% of facilities reporting closures or suspended services. While
most facilities across geographies reported FP services remained available, a considerable pro-
portion—including one-quarter of facilities in DRC and Uganda and nearly half in Rajasthan
—experienced reduced hours of operation. Facility closures were rare, although 22.9% of facili-
ties in Rajasthan and approximately 5% of facilities in Nigeria and Uganda suspended FP ser-
vices completely for three weeks or more at some point during the pandemic.

Challenges to provider availability, including provider reassignment and absenteeism were
common across contexts. Reassignment of FP providers to COVID-19-related duties ranged
from 8.9% to 15.0% in sub-Saharan countries, rising to 36.4% in Rajasthan, while high absen-
teeism of providers was most reported in Uganda and Nigeria (26.7% and 29.7%, respectively).
Among facilities offering provider-administered methods, including sterilization, IUDs,
implants, and injectables, suspension of these methods as part of FP services was most com-
mon in Rajasthan—reported by nearly one-third of facilities (31.3%)—followed by Nigeria
and Uganda (6.9% and 7.9%, respectively). Administrative capacity was limited with many
facilities indicating they were unable to maintain client FP records during COVID-19, ranging
from 9.7% of facilities in Burkina Faso to 40.2% in Rajasthan. Finally, while most facilities
reported no change in the regularity of contraceptive supplies, 15.3% in Rajasthan experienced
a complete stop in supply, and one in five facilities in Kenya, Uganda, Nigeria, and Rajasthan
reported supply chain irregularities during COVID-19.

Most facilities, except for those in Burkina Faso and Cote d’Ivoire, experienced at least one
COVID-19-related service disruption, ranging from 60.1% in DRC to 87.4% in Rajasthan, and
resulting in the highest average of 2.3 disruptions per facility in Rajasthan. Reported demand-
related changes induced by COVID-19 restrictions varied considerably across sites. While
most facilities in Burkina Faso reported experiencing no reduction in FP clients (69.9%), a
nearly equal proportion in Rajasthan reported moderate (42.3%) or large (23.5%) declines in
client volumes—an experience shared by roughly 30-40% of facilities in DRC, Kenya, Nigeria,
and Uganda.
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Table 3. Characteristics of facilities offering family planning services, by geography %(n).

Managing authority
Public
Private
Facility type
Hospital
Health center/clinic
Pharmacy/Drug shop/Other
Residence of EA served
Urban
Rural
Infrastructure
Electricity outages™
Water outages™
Average days FP offered, mean(sd)

Offers adolescent family planning/

Facility integration of community health

volunteers (CHVs)

Burkina Faso

(n=228)

193 (84.7)
35 (15.4)

14 (6.1)
192 (84.1)
22(9.7)

137 (63.7)
78 (36.3)

20 (8.8)

43 (18.9)
6.8 (0.8)
225 (98.7)
44 (19.3)

Cote d’Ivoire

(n=192)

172 (89.6)
20 (10.4)

67 (34.9)
99 (51.6)
26 (13.5)

99 (51.6)
93 (48.4)

19 (9.9)
75 (39.1)
5.9 (1.2)
19 (99.5)
26 (13.5)

DRC
(n=273)

87 (31.9)
186 (68.1)

46 (16.9)
131 (48.0)
96 (35.2)

273 (100.0)

162 (59.3)
151 (55.3)
5.9 (2.0)
243 (89.3)
84 (30.8)

Kenya
(n=904)

774 (85.6)
130 (14.4)

98 (10.8)
239 (26.4)
567 (62.7)

315 (36.5)
548 (63.5)

222 (24.6)
253 (28.0)
5.3(0.9)
884 (97.8)

(
576 (63.7)

Nigeria
(n=173)

119 (68.8)
54 (31.2)

42 (24.3)
74 (42.8)
57 (33.0)

133 (79.2)
35 (20.4)

84 (48.6)
80 (46.2)
5.3(1.5)
155 (89.6)
51 (29.5)

Rajasthan
(N =507)

225 (44.4)
282 (55.6)

41 (8.1)
265 (52.3)
201 (39.6)

206 (40.6)
301 (59.4)

101(19.9)
214 (42.4)
6.8 (0.9)
445 (88.1)
183 (36.1)

Uganda
(n=333)

257 (77.2)
76 (22.8)

52 (15.6)
224 (67.3)
57 (17.1)

120 (36.0)
213 (64.0)

102 (30.6)
123 (36.9)
5.5 (1.4)
322(96.7)
196 (58.9)

Notes: *Facility experienced an outage of electricity/water for more than two hours in past 24 hours. EA = Enumeration Area served by the facility. p-val = p-value from

chi-squared test.

AAdolescent family planning: facility offers family planning services to adolescents aged 10-19.

https://doi.org/10.1371/journal.pgph.0002435.t003

Variation to the health service environment according to facility

characteristics

Experience of any COVID-19-related disruptions varied by facility characteristics in all geog-
raphies except Nigeria and DRC (Table 5). A greater proportion of private facilities reported at
least one disruption to service availability, administrative capacity, or contraceptive supplies in
Burkina Faso, Cote d’Ivoire, Kenya, and Uganda, compared to public facilities. In Rajasthan
and Uganda, more non-hospital facilities (i.e., health centers, clinics, and pharmacies/drug
shops) reported at least one disruption, relative to hospitals, while fewer health centers/clinics
were impacted in Burkina Faso. Facilities serving urban areas in Burkina Faso and Uganda
were also more likely to experience at least one disruption.
These patterns remained when we examined differences by disruption type. Private health
facilities were more likely to report any service availability or administrative capacity disrup-
tion across nearly all geographies and were also more likely to experience a contraceptive sup-
ply disruption in Kenya, Rajasthan, and Uganda. Rajasthan was the only geography where
provider availability disruptions varied by managing authority and were reported by 85.3%
public facilities, relative to 28.7% of private facilities. Pharmacies/drug shops were also dispro-
portionately affected by disruptions to service availability, except in DRC where health cen-
ters/clinics were more impacted, and in Kenya where such disruptions did not vary by facility
type. Similarly, these facilities were most affected by administrative capacity disruptions in all
geographies except Kenya and regularity of contraceptive supplies in Nigeria, Rajasthan, and
Uganda. In contrast, hospitals in Burkina Faso and DRC and health centers/clinics in Rajas-
than were more likely to report any disruption to provider availability. While fewer rural facili-
ties were affected by service and provider availability disruptions in Kenya and Uganda, they
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Table 4. Among facilities offering family planning (FP), the proportion (%) reporting disruptions to FP services during COVID-19, by geography.

Type of COVID-19 Burkina Faso Cote d’Ivoire DRC (n =273) | Kenya (n = 904) | Nigeria (n = 173) Rajasthan Uganda (n = 333)
disruption (n=228) (n=192) (n=507)

Service availability

Facility closed
Never 97.8 99.0 98.6 96.8 88.4 72.5 94.3
<3 weeks 1.8 0.5 0.7 2.0 4.6 6.3 1.2
3 weeks or more 0.4 0.5 0.7 1.2 7.0 21.2 4.5

Reduced hours/days 5.3 5.7 23.4 15.5 36.4 44.0 26.1
of service

Suspension of FP
services

Never 96.5 98.4 98.9 96.9 94.2 74.7 94.6
<3 weeks 1.8 0.0 0.0 1.3 1.2 24 0.9
3 weeks or more 1.8 1.6 1.1 1.8 4.6 22.9 4.5
Provider availability

Reassignment of FP 13.7 8.9 11.0 12.1 16.3 36.4 15.0
providers
High provider 4.0 2.6 7.7 11.0 29.7 18.2 26.7
absenteeism

Suspension of 3.4 4.8 59 5.1 6.9 31.3 7.9
provider-dependent
methods?

Administrative
capacity
Inability to maintain 9.7 9.9 27.8 121 20.8 40.2 25.2
FP records
Contraceptive
supplies
Regularity of FP
supplies

No change/regular 89.4 82.1 78.2 77.4 75.4 62.8 76.1
More irregular 9.7 16.3 18.4 21.5 21.1 22.0 20.3
Stopped 0.9 1.6 3.4 1.1 35 15.3 3.6
completely
Any COVID-19 329 33.9 60.1 52.7 69.9 87.4 61.3
disruption®
Average number of 0.5(0.9) 0.5(0.8) 0.9 (1.0) 0.8 (1.0) 1.4 (1.4) 2.3(1.8) 1.3(1.4)
COVID-19
disruptions, mean

(sd)

Demand-related
changes

Reduction in FP
clients during
COVID-19

None 69.9 45.3 31.5 36.1 27.9 21.5 33.7
Small 19.9 31.8 37.0 31.1 33.1 12.7 25.6
Moderate 9.4 11.5 13.0 24.6 15.7 42.3 24.4

(Continued)
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Table 4. (Continued)

Type of COVID-19 Burkina Faso Cote d’Ivoire DRC (n=273) | Kenya (n = 904) | Nigeria (n=173) Rajasthan Uganda (n = 333)
disruption (n=228) (n=192) (n=507)
Large 1.8 11.5 18.5 8.3 23.3 23.5 16.3

Notes: FP = family planning.

AAmong facilities that offered at least one provider-dependent method, including sterilization, implants, IUDs, and injectables.

*Any COVID-19 disruption to family planning services includes facilities reporting at least one of the following: closure for any duration, reduced hours or days of
service, suspension of FP services, reassignment of FP providers, high absenteeism of providers, more irregular or complete stop of FP supplies; does not include
demand-related changes.

https://doi.org/10.1371/journal.pgph.0002435.t004

were more affected by disruptions to contraceptive supplies in Nigeria and to provider avail-
ability in Rajasthan.

Longitudinal changes in family planning services

Fig 1 illustrates changes in contraceptive service availability and method provision by geogra-
phy with statistically significant changes in indicators presented as dashed lines. Between base-
line (pre-pandemic; 2019) and follow-up surveys one year later (2020), the average number of
days family planning services were offered remained stable and even increased slightly in
Kenya and Nigeria (rising from 5.2 to 5.3 days and 4.8 to 5.3 days, respectively; p<0.05). No
significant differences were observed between the one- and two-year follow-up surveys later in
the pandemic. Changes to the provision of family planning methods were modest and mostly
non-significant, except for an increase in the average number of past-month clients in Burkina
Faso, which rose from 80.8 to 121.5 clients between late 2019 and 2020 and declined slightly
(116.9 clients) by 2021 (p<0.001).

Method-specific provision reflected these fluctuations, though changes were modest and
varied. In Burkina Faso, increases in the number of family planning clients were attributable
to a combination of additional users of provider-dependent and provider-independent meth-
ods, which increased from 65.5 to 87.8 clients and 15.3 clients to 33.7 clients, respectively,
between 2019 and 2020 (p<0.001). In DRGC, statistically significant declines in the provision of
provider-independent methods were observed between 2020 and 2021, dropping from an
average of 57.4 to 32.3 clients. Facilities in Kenya and Nigeria reported no significant changes
in method provision, even when exploring variability by method type.

Fig 2 presents changes in contraceptive stockouts by geography. Method stockouts
increased by the largest margin in Burkina Faso, where half of facilities reported at least one
method out of stock in the past three months in 2020, relative to 22.3% in 2019, though recov-
ery to pre-pandemic levels (21.5%) was observed by 2021. A reverse trend was found in Kenya,
where any method stockout declined between 2019 and 2020 (38.3% to 29.0%) but increased
by 2021 (35.2%). Similar patterns were observed for stockouts of at least one provider-depen-
dent method and stockouts of at least one provider-independent method in both geographies.
While no significant changes were identified for these indicators in DRC and Nigeria, explora-
tion of Reproductive Health Supplies Coalition (RHSC)’s comprehensive indicators of method
availability revealed a rise in stockouts of at least two of six modern method categories in
Kenya and Nigeria between 2020 and 2021 (31.4% to 38.5% and 30.3% to 43.4%, respectively),
following a decline in such stockouts in Kenya between 2019 and 2020. Stockouts of at least
one of six modern method categories were common, affecting greater than 70% of facilities
across geographies and time points and rising in Kenya and Nigeria between 2019 and 2020.
Finally, the average total number of methods stocked out was low—at less than one method
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Table 5. Among facilities offering family planning (FP), the proportion of facilities that experienced each type of COVID-19-related disruptions to FP services, by
disruption type, facility characteristics, and geography.

Burkina Faso Cote d’Ivoire DRC (n=273) | Kenya (n=904) | Nigeria (n=173) Rajasthan Uganda (n = 333)
(n=228) (n=192) (n=507)
Any COVID-19-related disruption to service or provider availability, administrative capacity, or contraceptive supplies
% p-val % p-val % | p-val % | p-val % | p-val % | p-val % | p-val
Managing authority
Public 26.9 <0.001 31.4 0.035 57.5 0.548 47.9 <0.001 66.4 0.130 88.4 0.518 50.6 <0.001
Private 65.7 55.0 61.3 80.8 77.8 86.5 97.3
Facility type
Hospital 35.7 0.020 28.4 0.139 60.9 0.911 46.9 0.166 69.1 0.160 68.3 | <0.001 | 50.0 | <0.001
Health center/clinic 29.7 33.3 61.1 57.3 63.5 92.8 54.9
Pharmacy/Drug shop+ 59.1 50.0 58.3 51.7 79.0 84.2 96.5
Residence of EA served
Urban 40.9 0.002 38.4 0.171 -- -- 56.5 0.065 66.9 0.066 84.0 0.057 70.8 0.007
Rural 20.5 29.0 50.0 82.9 89.7 55.8
Any service availability disruption
% p-val % p-val % | p-val % | p-val % | p-val % | p-val % | p-val
Managing authority
Public 3.1 <0.001 4.1 <0.001 | 39.1 <0.001 13.1 <0.001 | 34.5 0.030 26.7 | <0.001 9.7 <0.001
Private 34.3 25.0 18.8 52.3 51.9 74.1 86.8
Facility type
Hospital 7.1 <0.001 9.0 0.002 28.3 | <0.001 16.3 0.775 31.0 0.009 22.0 | <0.001 11.5 | <0.001
Health center/clinic 5.2 1.0 35.1 19.7 324 45.6 15.2
Pharmacy/Drug shop+ 31.8 19.2 10.4 18.7 56.1 67.0 89.5
Residence of EA served
Urban 10.2 0.195 8.1 0.280 -- - 27.9 <0.001 38.4 0.428 55.8 0.302 36.7 0.004
Rural 5.1 4.3 13.3 45.7 51.2 22.1
Any provider availability disruption
% p-val % p-val % | p-val % | p-val % | p-val % | p-val % | p-val
Managing authority
Public 19.2 0.272 15.7 0.501 20.7 0.878 22.2 0.426 42.9 0.341 853 | <0.001 | 38.1 0.833
Private 11.4 10.0 19.9 25.4 35.2 28.7 39.5
Facility type
Hospital 28.6 0.047 11.9 0.470 28.3 0.025 25.5 0.622 45.2 0.248 2.3 <0.001 36.5 0.608
Health center/clinic 19.3 18.2 23.7 23.9 44.6 76.8 40.2
Pharmacy/Drug shop+ 0.0 11.5 11.5 21.7 31.6 21.2 333
Residence of EA served
Urban 24.1 0.006 19.2 0.103 -- -- 26.4 0.020 42.9 0.220 432 | <0.001 | 49.2 0.003
Rural 9.0 10.8 19.5 31.4 61.1 32.4
Disruption to administrative capacity (i.e., FP record-keeping)
% p-val % p-val % | p-val % | p-val % | p-val % | p-val % | p-val
Managing authority
Public 52 <0.001 6.4 <0.001 6.9 <0.001 8.9 <0.001 9.2 <0.001 18.2 | <0.001 10.9 | <0.001
Private 34.3 40.0 37.6 30.8 46.3 57.8 73.7
Facility type
Hospital 7.1 <0.001 6.0 0.001 10.9 | <0.001 6.1 0.115 16.7 | <0.001 12.2 | <0.001 9.6 <0.001
Health center/clinic 6.3 7.1 214 14.2 9.5 37.3 15.6
Pharmacy/Drug shop+ 40.9 30.8 44.8 12.2 38.6 49.8 77.2
(Continued)
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Table 5. (Continued)

Burkina Faso Cote d’Ivoire DRC (n=273) | Kenya (n=904) | Nigeria (n=173) Rajasthan Uganda (n = 333)
(n=228) (n=192) (n=507)
Residence of EA served
Urban 11.0 0.439 9.1 0.700 -- -- 14.6 0.045 20.3 0.969 38.4 0.473 20.8 0.166
Rural 7.7 10.8 10.0 20.0 41.5 27.7
Disruption to regularity of contraceptive supplies
% p-val % p-val % | p-val % | p-val % | p-val % | p-val % | p-val
Managing authority
Public 9.3 0.166 18.0 0.737 16.1 0.155 20.2 <0.001 21.0 0.137 19.1 <0.001 13.6 <0.001
Private 17.4 15.0 23.7 36.9 31.5 51.4 57.9
Facility type
Hospital 7.1 0.445 13.4 0.413 19.6 0.928 20.4 0.834 33.3 <0.001 14.6 0.001 9.6 <0.001
Health center/clinic 9.9 21.2 22.1 234 9.5 35.4 17.9
Pharmacy/Drug shop+ 18.2 154 20.8 22.6 36.8 43.8 59.7
Residence of EA served
Urban 13.1 0.125 19.2 0.578 -- -- 19.7 0.107 18.1 <0.001 36.9 0.942 25.0 0.681
Rural 6.4 16.1 24.5 48.6 37.2 23.0

Notes: EA = Enumeration Area served by the facility. p-val = p-value from chi-squared test comparing outcomes by facility characteristics. +Includes “Other” facility

types.

https:/doi.org/10.1371/journal.pgph.0002435.t005
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Fig 1. Contraceptive service availability and method provision indicators, by geography*. *Dashed lines indicate statistically significant change in indicator between
time points at the p<0.05 level. DRC = Democratic Republic of Congo; FP = family planning.
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Fig 2. Contraceptive stockout indicators, by geography*. *Dashed lines indicate statistically significant change in indicator between time points at the p<0.05 level.

DRC = Democratic Republic of Congo; FP = family planning.
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per facility—throughout the three-year period; a rise and decline pattern was observed in Bur-
kina Faso and a sustained decline in Kenya.

Discussion

Our multi-country study, leveraging cross-sectional and longitudinal data collected before and
during COVID-19, reveals significant variation in the pandemic’s impact on facility-based
family planning services in six sub-Saharan African geographies and Rajasthan state in India.
We found low-to-moderate reported changes to FP service and provider availability, adminis-
trative capacity, and contraceptive supplies across facilities in sub-Saharan Africa, large disrup-
tions to care in Rajasthan, and variability in the experience of disruptions by facility type, with
private, non-hospital facilities and those serving urban areas disproportionately affected. Lon-
gitudinal results also indicated, however, that key indicators of contraceptive services, method
provision, and stockouts were largely stable when compared to the pre-pandemic period. Even
in the absence of a pandemic, contraceptive stocks fluctuate considerably, varying by method
and health sector, including in several of the geographies studied [30]. Exceptions to the rela-
tive stability observed during the pandemic include stockouts that increased in Burkina Faso,
declined initially in Kenya but rebounded a year later, and those that rose in Nigeria between
one and two years into the pandemic. Overall, findings suggest the severity of COVID-19
translated into a differential impact on FP services. Geographies with greater proliferation of
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Coronavirus, like Rajasthan, experienced larger disruptions to care, while contexts where cases
remained low proved more resilient in sustaining access to FP services.

Low levels of disruptions to service availability overall indicate greater facility readiness to
provide FP during the pandemic than initially feared. These findings echo evidence demon-
strating the resilience of primary health facilities in eight LMICs, including Bangladesh, Bur-
kina Faso, Chad, Guatemala, Guinea, Liberia, Malawi and Nigeria, which sustained pre-
pandemic client volumes despite changes to supplies and staffing during this period [31]. In
the case of FP, severe restrictions, including closure of facilities and temporary suspension of
services, were uncommon across the sub-Saharan African service environments explored in
our study. Key policy changes implemented early in the pandemic may have played a critical
role to protecting access to care. In Kenya, Mozambique, Uganda, and Zimbabwe, for example,
FP was identified as an essential service within months of the pandemic’s onset, and govern-
ments issued guidance for ensuring care could be maintained safely [11]. Innovative and
responsive policies implemented at the sub-national level, including the provision of private
home-to-facility transport services, meals, and accommodation to health workers in geogra-
phies like Lagos, Nigeria [32], facilitated continuity of SRH care amid the pandemic’s myriad
challenges to the health system. While the timing of COVID-19 policy developments varied
across geographies, most policies reflected the adoption of WHO’s recommendations for con-
tinuing essential SRH care amid the pandemic and, therefore, sustained FP access, even if ser-
vice schedules, contraceptive supplies, and staffing availability were partially impacted.
Additionally, diminished demand for SRH services throughout the early pandemic period,
particularly due to fears of acquiring coronavirus at health facilities [4, 33-35], may have con-
tributed to the ability of FP services that were still operational to remain so, during this time.
In other words, a lower number of clients seeking FP care in some geographies, as reported by
other studies, may have translated into the relative low reporting of COVID-19- related dis-
ruptions to FP services.

Trends in facility disruptions to FP services echo patterns of limited changes to contracep-
tive use patterns at the population-level in sub-Saharan Africa during COVID-19. In Burkina
Faso, where we identified a rise in the average number of contraceptive clients overall and for
both provider-dependent and provider-independent methods, population-level data suggest a
similar story; more than one-quarter of women at risk of unintended pregnancy adopted con-
traception, including provider-dependent methods, in the first six months of the pandemic [4,
6] and sustained contraceptive use was observed later into the pandemic [5]. Parallel findings
of COVID-19’s limited impact on client volumes, and even increased contraceptive provision
during the early COVID-19 period, have been documented in other sub-Saharan African con-
texts, including Kenya [36] and South Africa [37]. In Burkina Faso, these findings likely reflect
the enactment of national no-cost family planning program in July 2020, which supported a
growing number of individuals to access and use FP services. Our results, however, differ from
patterns of rapid decline and recovery in FP clients documented in other facility-based studies,
such as in Uganda [38], Ethiopia [12], and Ghana [39]. While these differences may be partially
attributable to diverse study designs and timing of data collection throughout the pandemic,
the overall narrative of resilient health systems—and FP services, specifically—during
COVID-19 remains clear. Our study results reinforce the significant impact that decades of
sustained investment in FP services have had on FP health systems, including through the
strengthening supply chain systems, critical facility infrastructure, and health provider train-
ings, particularly throughout LMICs.

Findings also elucidated significant disparities in COVID-19’s impact on contraceptive ser-
vices according to facility characteristics. Public facilities and hospitals were generally more
resilient in their sustained delivery of FP services; across nearly all geographies, these facilities
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were less likely to report COVID-19-related disruptions to FP service availability (e.g., facility
closures, suspension of FP care, reduced hours of operation) and administrative capacity (i.e.,
record-keeping for FP clients), relative to private and lower-level health facilities, such as
health centers, clinics, and pharmacies or drug shops. Similarly, public facilities reported lower
levels of contraceptive supply disruptions in Kenya, Rajasthan, and Uganda, while this was
also the case for hospitals in Nigeria, Rajasthan, and Uganda. Disruptions to provider availabil-
ity (e.g., reassignment of providers to COVID-19 care, increased absenteeism) were more
common in higher level facilities, such as hospitals, throughout Burkina Faso and DRC, and
among health centers/clinics in Rajasthan. These disruptions were also more frequently
reported by facilities serving rural areas in Kenya and Uganda and among those serving urban
areas in Rajasthan. Inequitable impacts of COVID-19 on the FP service environment based on
where facilities are located, the scope of services they provide, and how they are managed
underscores how varied the pandemic’s effect was between urban and rural populations, but
also how policies affecting government-operated facilities may have shielded them against
severe disruptions to FP care. Further research is needed to understand how challenges to sus-
tained delivery of FP services were disproportionately experienced among private, non-hospi-
tal facilities operating in predominately urban areas and ways these disruptions may be
averted in the future to protect access to care.

Our study is not without limitations, including use of data collected at one time point dur-
ing COVID-19 for understanding reported disruptions to care early in the pandemic. The first
cases of Coronavirus were identified at varying times across study geographies, thus, our esti-
mates of reported changes since the onset of COVID-19 restrictions (e.g., decreased FP ser-
vices, reassignment, and absenteeism of FP providers) reflect different durations of the
pandemic’s impact on health services, all captured within a five-month period. The timing of
these data may fail to capture acute, but severe, disruptions to FP services experienced at the
peak of the pandemic within each geography, thereby underestimating COVID-19’s impact on
access to care. We were also unable to assess the quality of facility register data from which our
client volumes were calculated. Given that 10-40% of facilities reported inability to maintain
client FP records during COVID-109, it is possible that facility FP registers were also impacted,
potentially resulting in overestimates of declines in average client volumes. The fact that lim-
ited declines in clients—and even increases—were observed, however, suggests this change in
documentation did not impact our results and that our findings may depict a greater impact of
the pandemic on FP services than was experienced.

Despite these limitations, however, our study has several strengths. Our data reflect large
national and regional samples of health facilities from seven LMICs, generating evidence to
reflect the FP service environments during COVID-19 in these geographies. Additionally, we
investigated changes in FP services using direct reports from facility leaders whose perspectives
offer invaluable insight into disruptions to care yet are often excluded from research relying
solely on service statistics, such as DHIS2 or HMIS. Longitudinal data available in four coun-
tries facilitated comparisons over a three-year period, allowing us to contextualize observed
changes to service availability, method provision, and commodity stockouts within the broader
FP service environment and examine rebounds to pre-pandemic levels for some indicators.

Conclusion

Disruptions to the delivery of FP services during the first two years of the COVID-19 pan-
demic were common among facilities in six countries or regions across sub-Saharan Africa
and Rajasthan, India, yet varied in magnitude, duration, and across facility characteristics.
Reported disruptions to care at the facility-level were not mirrored by declines to the number
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of individuals receiving FP services or types of contraceptive stockouts experienced, suggesting
minimal negative impacts of COVID-19 on contraceptive access and services. In geographies
where Coronavirus cases grew rapidly, however, such as Rajasthan, increased disruptions to
FP reflected unintended consequences of shifting priorities for health services and providers.
Greater contraceptive stockouts observed among private facilities during this time highlights
opportunities for future interventions to strengthen cross-sectoral supply chain management
and facilitate sustained access to care. On the whole, decades of investment in FP programs
likely played a key role in improving core functions of health systems, helping to buffer the
pandemic’s impact on contraceptive access and use. Policies to protect access to essential SRH
during COVID-19—for example, the early establishment of FP as an essential service and
increased resources for health providers from the federal government and ministries of health
—may have proved critical to ensuring continuity of FP care and are likely to have supported
women and couples in achieving their reproductive goals.
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