WOMEN’S HEALTH AND GENDER INEQUALITIES

Ensuring women’s need for sexual and reproductive healthcare are met should be a priority during
disease outbreaks, say Maira L S Takemoto and colleagues

E

pidemics and pandemics can
have a serious effect on maternal
health and healthcare, with dire
outcomes for women, newborns,
and their families.1 Covid-19 is
no exception. Covid-19 has direct clinical
consequences for maternal health, including preterm births, maternal deaths, and
near misses.2 The indirect effects of reduced
access to antenatal care and assisted birth,
resulting from the requirement for lockdown and social distancing, also risk
increasing all cause maternal mortality,
stillbirth, and neonatal mortality.3-5 Public
health interventions to contain covid-19
were expected to have less effect on people’s lives than not doing anything, which
might have led to a collapsed health system
incapable of providing care.
To mitigate the effect of the outbreak,
policies are needed that are sensitive to
maternal health. Using experience from
Ebola, Zika, and covid-19, we outline
some strategies that can ensure continuity
of maternal care during crises, examining
supply, demand, and structural challenges.
Supply side challenges to service provision
Governments responding to outbreaks
of highly infectious disease face difficult decisions about resource allocation.
Human resources, medical supplies, bed
availability, and funding are often reallocated to maximise care during the health
emergency. During Ebola, Zika, and now
covid-19, we have seen cuts to preventive
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care, tests, and antenatal and postnatal visits that are usually routine, or a switch to
alternative forms of care, such as online or
phone appointments for pregnancies perceived as low risk.3 6 7 In India, health centres were even forced to turn away women
in labour owing to redistribution of staff,
shortage of beds, and health workers’ fears
of disease transmission due to limited personal protective equipment.8
Such changes to routine provision of
maternity services have led to increased
rates of stillbirth and maternal mortality.3-5
For example, modelling data suggest
that there might be an additional 56 000
maternal deaths over six months in Nepal
because of a 10% decrease in service
provision, and over one million additional
child deaths.9
Alterations to maternity services are
amplified by workforce shortages resulting
from relocation of staff to crisis wards, or
sick leave, or death.10 Data from Mexico
indicate that five months after the country’s
first instance of covid-19, over 11 000
healthcare workers had been infected,
1000 admitted to hospital, and 200 with
severe disease.11 In the United Kingdom it
is estimated that 49 000 National Health
Service staff were sick with covid-19 or
forced to self-isolate during a one week
period in January 2021.12 The combination
of these factors might also affect the
capacity of health services to provide good
quality care, and the user’s perception of
care. Poor infection control caused by low
stocks of personal protective equipment
and insufficient training during the 201820 Ebola outbreak in the Democratic
Republic of Congo might have resulted in
patients who accessed maternity services
being infected with Ebola. Such experiences
increased the public perception of health
clinics as a source of infection.13
During the Ebola and Zika epidemics,
many women and their partners considered
it was not the right time to have a baby.13
Disruptions to the supply chain, limitations
on clinic access, and restrictions on
public mobility meant it was not always
possible to obtain contraception to

prevent pregnancy, or broader sexual and
reproductive healthcare. These difficulties
are particularly important as unintended
pregnancies, unsafe abortion, and
untreated sexually transmitted infections
are likely to increase during such health
crises, with higher rates of gender based
violence, transactional sex, and more
adolescent girls being out of school.
Despite the direct effects on adolescent
girls and women’s short and longer term
physical and mental health, response to
the epidemic does not include routine
maintenance of maternal healthcare
services. In some instances, these services
might be curtailed where abortion rights
are limited.14
Some new efforts have been made to
ensure access to sexual and reproductive
healthcare during covid-19, such as the free
provision of contraceptives in pharmacies
and supermarkets in France, Italy, and
Spain. In other countries community health
workers have delivered contraceptives to
reduce visits to health facilities.15 In the
UK, government policy was changed to
allow telemedicine service to deliver early
medical abortion care so that clients could
take abortion pills in their own homes.
Similar strategies were adopted in France.16
Since the onset of the covid-19 pandemic,
the World Health Organization has insisted
that the provision of good quality maternal
and sexual and reproductive healthcare
services is essential and has produced
guidance on how to safely adapt and deliver
services during this time.17 This guidance,
however, depends on a high level of covid19 testing capacity and personal protective
equipment , which many countries
cannot reliably offer, and a more skilled
workforce than many low and middle
income countries have in place. Despite
these challenges, different interventions
have been used in some low and middle
income countries to ensure continuity of
services, such as setting up triage spaces to
screen for covid-19, prioritising maternity
care workers for personal protective
equipment training, adapting antenatal
visits to maintain social distancing, and
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How can countries create outbreak response
policies that are sensitive to maternal health?
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Demand-side limitations to use of maternity
services
These supply-side challenges compound
changes in the way in which women use
maternity care. During 2020 women in
Nepal stopped or delayed using a facility
to give birth, which seems to have resulted
in an increased rate of stillbirth.5 A similar
pattern was seen in Sierra Leone during the
2014-16 Ebola outbreak.1819 For women to
receive appropriate healthcare during disease outbreaks, they must want to access
such care, and feel that they can do so
without unnecessary barriers. During the
Ebola outbreak in the Democratic Republic of Congo, pregnant women feared that
arriving at a health centre with a symptom
of disease might result in their isolation
in a treatment centre without appropriate
obstetric care.13 Similar fears have been
reported during the covid-19 pandemic.
Restrictions placed on the participation
of birth partners during antenatal services
and labour have also left many women
feeling intensely vulnerable.20 Policies to
separate women with covid-19 from their
newborn babies might also have led some
women to avoid health facilities.21 22
Innovative and community centred
approaches have been used to drive
demand for maternity care. Such efforts
include moving antenatal care to unused
spaces such as schools to reduce women’s
concerns about catching covid-19 from a
“contaminated” space. For example, in the
Netherlands, where women have the right
to choose where they give birth, midwife
teams have identified unused hotels as
potential alternative birth settings. 23
Similarly, the network of midwifery units
in the UK recommended the creation of
birthing centres close to hospitals.24
Learning from Ebola and to respond to
a decrease in availability of basic services,
innovative approaches to the delivery of
maternal healthcare have helped to ensure
continuity of care and deal with demandside constraints. In the Democratic
Republic of Congo, building on efforts
during the Ebola outbreak, midwives, with
the support of United Nations Population
2

Fund, organised mobile health clinics
to continue providing midwifery care
to pregnant women during lockdown of
Kinshasa. 25 The Nurses and Midwives
Association of Southern Sudan used
teleconsultation, and radio to provide
health education on covid-19, midwifery
care, and case referrals to pregnant
women.26 Another lesson from Ebola is that
it is essential for health workers to make
daily visits to pregnant women who are
self-isolating owing to covid-19, so that if
labour or pregnancy complications occur
women can be transferred early to a covid19 secure maternity unit. Other changes in
community level services have included
training community providers, such as
traditional birth attendants, in prevention
and control of covid-19 infection—an
important approach to reducing harm.15
Structural barriers to continuity of care
Structural barriers might also decrease
demand for maternal healthcare during
disease outbreaks.27 When health service
provision moves online, access to care
by populations with limited telephone
or internet connection, or who have disabilities or language constraints, can be
disproportionately affected.13 28 Lockdown
measures used to curb disease transmission also have a substantial impact on
household earnings. Many people, and
particularly women, have experienced
disruptions to work or lost their job owing
to business closures and inability to work
from home. This situation is even more
acute for workers in the informal economy,
leaving many people unable to afford
healthcare. Evidence from some low and
middle income settings has shown that in
out-of-pocket healthcare systems, women
are less likely to contact services.29 Given
the effect of covid-19 on women’s economic security, we expect this additional
financial pressure to further impede women’s use of maternal health services. Other
structural constraints include changes to
transport systems, such as cuts to public
transport because of restrictions on mobility, or increased costs,29 and the additional
domestic childcare responsibilities placed
on women and girls as a consequence of
lockdown.
Policies that help to minimise structural
barriers to maternal healthcare include
food distribution, and emergency income
assurance programmes, as implemented
in Brazil during covid-19. 30 Other
countries have offered “laissez-passer”
for pregnant women to travel to health
services during lockdown. 15 Moreover,

provision of free healthcare during Ebola
in the Democratic Republic of Congo was
largely successful in encouraging patients
to seek care. Despite this, many still chose
to pay for private healthcare because
free government-run health facilities
often had Ebola screening posts at their
entrances. Many people preferred to use
facilities without such screening, as they
feared being screened as Ebola positive
(based on symptoms common to many
illnesses) and transported to an Ebola
centre for testing.13 Similar findings were
reported in Belize when pregnant women
chose not to get tested for Zika, despite
free screening during 2016-17, as travel
costs to test centres remained high, and
given a strict regulatory environment for
abortion, few trajectories were available to
women who tested positive.31 Such social
protection strategies, although temporary
and insufficient to compensate for
income losses and ensure adequate living
conditions during a pandemic, can help
to reduce structural barriers to maternal
healthcare among vulnerable populations.
Conclusion
Pregnancy and childbirth will continue
to occur during infectious disease emergencies, despite, as in the case of Zika
and covid-19, government requests for
women to delay pregnancy.32 Thus strategies must be put in place to ensure good
quality maternal health services can still
be provided to everyone who needs them.
Delays in receiving adequate reproductive
healthcare are considered key determinants of preventable maternal and perinatal adverse outcomes, particularly in low
resource settings and within low resilience
health systems. A reduction in this service
deprioritises women and their needs. Difficult trade-offs must be made during an
emergency, but a mother’s life must not
be perceived as less valuable than that of
someone infected with a pathogenic virus.
In addition to the moral argument, maternal morbidity and mortality have long
term negative consequences for families
and communities, including their effect on
the health and survival of newborns and
children, financial loss, and disruption of
education for older children who have to
care for younger siblings.
The Ebola, Zika, and covid-19 outbreaks
have made abundantly clear that policies
in response to the outbreak, sensitive to
maternal health are not being developed
alongside the pandemic preparedness
process. We believe this can be rectified
by including experts in maternal health
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setting up maternity wards in covid-19
treatment centres in refugee camps. 15
Many of these interventions were put in
place early on, learning from large scale
Ebola outbreaks, but have never featured
in pandemic preparedness plans, and were
not universal. All countries can learn from
these experiences to ensure that pandemic
plans continue to include maternal and
sexual and reproductive healthcare.
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in emergency planning. Rapid and
transparent monitoring of efforts will
also help to identify barriers to maternal
healthcare during a crisis and inform
remedial action. Maternal health sensitive
policies and efforts, such as the strategies
outlined here, must be put in place now,
for future waves of covid-19, to ensure that
good quality maternity care is not damaged
in times of crisis.
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