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ABSTRACT 
In the disaster literature, there has been an increased focus on health and gender. However, 
women’s reproductive health in disasters remains under-researched. As evidenced in prior 
research, contraceptives are essential in maintaining women’s reproductive health, but policies 
in the United States (U.S.) and corresponding hegemonic perceptions contradict this need. Given 
this lack of attention to reproductive health in disaster research and everyday discourse, limited 
theoretical reviews draw attention to this issue, calling for thorough analyses of contraceptive 
policies that may affect women’s health in disaster settings. Thus, through the following 
exploratory study, I analyze policies and clinic availability within the most disaster-impacted 
states from each U.S. region  – California in the West, Texas in the South, South Dakota in the 
Midwest, and New York in the Northeast – to ask: how might (1) current state-level 
contraception-related policies (2) emergency refill policies, and (3) Title X clinic availability 
combine to create a context that may limit women’s contraceptive access in preparation for, 
during, and after disasters? In this article, I first describe literature that frames this question 
before analyzing these policies and clinic availability. I then present a conclusion and directions 
for future research. 
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INTRODUCTION 
Disasters, or events of a disruptive and crisis-generating nature that yield suffering that 

transcends community capacity to adjust (World Health Organization 2002; International 
Federation of Red Cross & Red Crescent Societies 2019), have grown more numerous and 
intense over time (Guha-Sapir 2012). Over the last decade, health and illness has been 
increasingly researched in disaster literature (Arietta et al. 2009; Bethel et al. 2011; Fox et al. 
2007; Peek and Stough 2010; Rooney and White 2007; Stough et al. 2016). Although 
researchers have begun to incorporate gender into such analyses and understandings 
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(Austin and McKinney 2016; Ellington et al. 2013; Enarson 1998, 2000, 2010; Fothergill 2004; 
McKinney and Austin 2015; Nour 2011), there is comparatively little research on women’s 
access to reproductive healthcare. Contraceptives are vital in maintaining women and non-
binary individuals’ reproductive health (Institute of Medicine 2011), and thus deserve attention 
in examining impacts of disasters on health. Indeed, the novel coronavirus (COVID-19) 
pandemic has already impaired or completely prevented individuals from obtaining necessary 
reproductive healthcare globally (Ahmed and Cross 2020; Ford 2020; Riley et al. 2020). 

Such a decrease in access is striking, as 80% of women in the United States (U.S.) will 
use a contraceptive method requiring provider intervention in their lifetime (Daniels et al. 
2015). Simultaneously, however, in the U.S., there exists a hegemonic narrative where women’s 
reproductive health needs, including contraception, are not considered to be true health needs 
(Berndt 2013). Indeed, this continuous de-prioritization of women’s health may be one reason 
why there is a dearth of research and policy measures related to women’s health in disasters. 
Additionally, this discourse that is largely steeped in moral and religious sentiment can translate 
into polices that limit funding to federally funded reproductive health clinics and restrict 
insurance coverage of contraceptives. Accordingly, recent theoretical research reviews suggest 
that such narratives surrounding contraception may add a gendered complexity and enhanced 
difficulty for women in accessing this crucial component to reproductive healthcare during and 
after disasters (Berndt 2018).   
 In this article, I seek to empirically address this topic by asking how might (1) current 
state-level contraception-related policies (2) emergency refill policies, and (3) Title X clinic 
availability combine to create a context that may limit women’s contraceptive access in 
preparation for, during, and after disasters? I frame this article by reviewing relevant research 
that demonstrates the need for this study. As this study constitutes an initial empirical 
exploration of this topic, I limit my analysis to four states highly impacted by disasters that are 
geographically representative of each U.S. region (FEMA 2020; U.S. Census Bureau 2020). I 
conclude this article with recommendations for future research. 
 

LITERATURE REVIEW AND BACKGROUND  

Disasters, Health, and Women’s Health 
There has been an increased research focus on illness and healthcare access in advance 

of, during, and after disasters (Arietta et al. 2009; Bethel et al. 2011; Fox et al. 2007; Peek and 
Stough 2010; Rooney and White 2007; Stough et al. 2016). These studies provide patient and 
provider perspectives, as well as future policy suggestions that could result in improvements of 
health and wellbeing of all individuals during and after disasters, particularly individuals of 
marginalized populations. Exploring this literature on disasters and health, generally, 
establishes a perspective through which women’s reproductive health might be understood in 
relation to disasters.  

Patient perspectives of healthcare access in disaster settings have been explored in 
current literature on both national and global scales (Bethel et al. 2011; Ellington et al. 2013; 
Nour 2011; Peek and Stough 2010; Rooney and White 2007). One way to maintain access to 
healthcare during and after disasters is through medical preparedness practices in advance 
(Department of Homeland Security 2019a, 2019b). Individuals with chronic illnesses and 
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disabilities, for example, have fewer general disaster preparedness items, but they are more 
likely to have a supply of medication prepared (Bethel et al. 2011). As these patients must 
continually focus on their health needs in non-disaster times, it follows that these individuals 
prioritize having medication prepared in the event of a disaster.  

In research focusing on provider practices in disaster settings, the most commonly 
referenced barrier was maintaining medical consistency (Arietta et al. 2009). If healthcare 
maintenance is of great concern to providers who prioritize certain chronic health conditions 
such as diabetes, cancer, cardiovascular disease, hypertension, and respiratory diseases, over 
others in disaster settings, such maintenance could prove especially difficult for women seeking 
more overlooked reproductive healthcare services during and after disasters. As a result of 
these medical continuity concerns, researchers have called for insurance companies to change 
their policies to allow patients to access prescription refills in advance and to create more 
accessible health records for patients (Arietta et al. 2009). Later in this article, I provide an 
analysis of women’s reproductive healthcare policies and emergency refill laws that further 
supports this suggestion from researchers.  

There are gendered nuances to the overall impact of disasters on health as well. 
Emerging research finds that disasters have a disproportionate effect on women’s health and 
wellbeing compared to men, globally (Austin and McKinney 2016; Enarson et al. 2018) and in 
the U.S. (Bowler et al. 2010; Hamama-Raz et al. 2015; Laditka et al 2010). Women’s overall 
health is compromised through increased informal, unpaid workloads that result from disasters. 
For instance, women spend higher amounts of time gathering and transporting resources for 
their families and communities (Austin and McKinney 2016) and experience an increase in 
household duties and family care work post-disaster (Austin and McKinney 2016; Enarson et al. 
2018). This increased burden causes differential amounts of physical exhaustion and emotional 
stress among women compared to men (Hamama-Raz et al. 2015; Laditka et al. 2010).  

With this increase in unpaid care work comes a simultaneous decrease in resource 
access for women. This is due, in part, to gender inequality that is enhanced and reinforced 
during and after disasters, where gendered order favoring men still prevails (Dunaway and 
Macabuac 2007; Hartman et al. 2016; Parida 2015; Pietrantoni and Prati 2008). Research has 
also found that women’s access to education and formal employment enhances their health 
(Austin et al. 2017, Burroway 2010, 2012), yet women face impeded access to prior, pre-
disaster formal employment and education after disasters (Enarson et al. 2018; Murray 2013) 
due to both the destruction of physical locations and materials (Enarson 2000), as well as 
gendered ideologies that propel women to prioritize family care work over formal employment 
or educational pursuits (Austin and McKinney 2016; Tobin-Gurley et al. 2010). Moreover, 
culture pervasive in emergency response occupations protects men’s wellbeing compared to 
women, resulting in worsened mental health for women responders (Bowler et al. 2010; 
Pietrantoni and Prati 2008).  

Disasters also worsen women’s reproductive health. One major mechanism responsible 
is the increased likelihood of sexual violence against women in the wake of disasters (Anastario 
et al. 2009; Fothergill 2004) and sometimes unprotected transactional sexual behaviors to 
secure scarce resources (Horton 2012; Neumayer and Plümper 2007; Weiser et al. 2007). In 
addition to physical and mental trauma, forced, unprotected sex also facilitates the spread of 
STIs, including HIV (Austin et al. 2008; Horton 2012). This pattern is especially pronounced in 
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internally displaced persons (IDP) camps, where people seek shelter during and after disasters 
(Austin et al. 2008; Horton 2012; Neumayer and Plümper 2007). After one major earthquake, 
for instance, hundreds of patients were treated for sexual assault and rape over the course of 
only five months (Murray 2013). In IDP camps and elsewhere after disasters, women have less 
access to medical resources to treat reproductive illnesses or maintain reproductive health. 
Particularly, regardless of location, women lack access to treatments of STIs and injuries arising 
from sexual violence or transactional sexual relationships (Horton 2012; Neumayer and 
Plümper 2007) as well as maternal health resources such as private breastfeeding locations, 
breastfeeding supplies, opportunities to breastfeed, and infant formula (DeYoung et al. 2018a, 
2018b; Ellington et al. 2013; Nour 2011).  

There is a dearth of research on contraception and contraceptive access in disaster 
settings. Contraception is among the most common, routine facets of reproductive health, as 
99% of women living in the United States will use contraception in their lifetime (Guttmacher 
Institute 2020b), and the vast majority of women will use a medicalized form requiring provider 
prescription or intervention (Daniels et al. 2015). As contraception is thus essential to maintain 
women’s health due to its widespread use to prevent pregnancy, treat chronic health 
conditions, and prevent STIs (Institute of Medicine 2011), it is important to explore alongside 
other women’s health impacts resulting from disasters. While few researchers have 
acknowledged the hindrances in contraceptive access in the wake of disasters (Ellington et al. 
2013; Leyser-Whalen et al. 2011; Nour 2011), the framing of how and why women’s access is 
set up to be impeded in the first place has yet to be explored. Thus, after the following 
overview of discourse regarding women’s health and contraception and insurance coverage of 
contraceptives in the United States, I offer an analysis that details how current policies are 
crafted in a way that may create a context limiting women’s access to contraceptives during 
and after disasters.  

 

Women’s Health and Contraception 
Regardless of disaster or non-disaster context, women’s reproductive health needs are 

often overlooked in favor of other types of healthcare. Indeed, in research that analyzed 
American mainstream media pertaining to the contraceptive clause of the Affordable Care Act 
(ACA), women’s health and contraceptives were framed as two seemingly unrelated topics 
(Berndt 2013). Alarmingly, this medically inaccurate distinction was often mistaken for medical 
fact within these media accounts. Moreover, contraceptives were often described as abortion-
inducing, overriding scientific definitions regarding contraceptives’ mechanisms of action, 
calling into question how contraceptives truly work (Berndt 2013). The current emergent 
discourse on women’s reproductive healthcare in the U.S., including the looming potential to 
defund Planned Parenthood (Hasstedt 2017), compounds this de-prioritization of women’s 
reproductive healthcare, buttressing the dominant narrative that women’s reproductive 
healthcare is unnecessary.  

Despite hegemonic perceptions, there are many objective benefits of contraceptives for 
women’s health. For instance, unintended pregnancy-related health issues are preventable 
through contraception (Institute of Medicine 2011). Women with unintended pregnancies are 
less likely to access prenatal care, are more susceptible to substance use disorders, are more 
likely to develop mental health conditions, and are more vulnerable to domestic violence 
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(Institute of Medicine 2011). Additionally, contraceptives aid in symptom management of 
polycystic ovarian syndrome, menorrhagia/anemia, endometriosis, and dysmenorrhea, all of 
which affect millions of women (Center for Young Women’s Health 2018). Moreover, as 
mentioned previously, barrier contraceptive methods, such as condoms, prevent sexually 
transmitted infections (STIs), including HIV (Institute of Medicine 2011). Thus, the implications 
of women being unable to access contraceptives are vast, as again, nearly all women in the U.S. 
will use contraception in their lifetime (Guttmacher Institute 2020a). This consideration of 
contraception’s intricate relation to women’s reproductive health is vital in understanding why 
attention to women’s contraceptive access in disaster settings is so crucial.  

 

Insurance Coverage of Contraceptives in the U.S.: Private Insurance, Medicaid, and the 
Uninsured 

In the U.S., the context of this study, women’s contraceptive access, along with the 
ability to establish a supply of contraceptives, rely heavily on one’s health insurance status and 
state-level emergency refill policies. In this section, I provide an overview of private insurance, 
Medicaid, and Title X centers to provide a framework for my later, state-level analysis of such 
policies in California, Texas, South Dakota, and New York.  

When the ACA was passed in 2012, all new private health plans were required to 
provide the preventive services outlined by the Institute of Medicine as being necessary for 
women’s health (Guttmacher Institute 2020a). All United States Food and Drug Administration 
(FDA) approved contraceptive methods were included in this list of necessary women’s 
preventive health services. These changes made it mandatory for employers to provide these 
preventive services to employees (Guttmacher Institute 2020a). Before the ACA, private 
insurance plans generally covered prescription drugs, but not all such plans covered all FDA-
approved contraceptives. Additionally, although covered, contraceptives were often not cost-
free (Guttmacher Institute 2020b). Although this new contraceptive clause sought to address 
these accessibility issues at the federal level, there still existed state-level, private insurance 
contraceptive laws that sometimes only covered a limited range of contraceptive methods. 
Additionally, refusal clauses still exist at the state level, allowing certain employers to be 
exempt from state contraceptive laws (Guttmacher Institute 2020b). Thus, accessibility 
disparities remain as a result of widely varying state-level laws and clauses. 
 Medicaid provides public coverage to low-income individuals and families, particularly 
the poorest and sickest populations of women in the United States (Henry J. Kaiser Family 
Foundation 2020a). Medicaid programs must cover family planning services and contraceptives, 
but, similar to state-level private insurance laws, the degree of coverage varies by state (Henry 
J. Kaiser Family Foundation 2020a). Importantly, these differences in state-level Medicaid 
policies yield glaring healthcare inequalities among Medicaid recipients nationwide.  
 Despite more accessible insurance options in the United States, 11% of women are still 
uninsured due to individual financial reasons and macro-level patriarchal structures (Henry J. 
Kaiser Family Foundation 2015). Specifically, women are less likely to be insured through their 
employer, compared to men, and women are thus more likely to be covered as a dependent 
(Henry J. Kaiser Family Foundation 2015, 2020). As a result, currently insured women face a 
higher risk of becoming uninsured due to spousal death or their spouse’s insurer discontinuing 
family coverage (Henry J. Kaiser Family Foundation 2020a). Title X clinics, providing access to 
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contraceptive services for little to no cost, thus provide an option for all women’s contraceptive 
and family planning needs, regardless of their insurance status (Office of Population Affairs 
2018). Drawing on a federal family planning grant, Title X centers serve over five million 
patients per year, 92% of whom are women, making these locations essential to maintaining 
women’s health and wellbeing (Office of Population Affairs 2018). 
 Recent literature calls for closer analysis of extant women’s healthcare policies that may 
create a context that impedes women’s healthcare access in preparation for and during 
disasters (Berndt 2018). Through the following analysis of state-level contraceptive policies, 
Title X clinic availability, and emergency refill laws in California, Texas, South Dakota, and New 
York, I address this call.  
 

METHOD 

States and Policies of Study 
In this study, I explore how state-level contraceptive policies, Title X location availability, 

and emergency refill laws in the United States are structured in a way that may foster a context 
that impedes women’s ability to access contraception in anticipation of, during, and after 
disasters. I thus analyzed all relevant state-level contraceptive-related insurance laws, Title X 
clinic information, and emergency refill pharmacy dispensing laws in the states of study. To 
ensure national geographical representation while maintaining a focus on disasters, I included 
the most disaster-impacted state (FEMA 2020) from each U.S. Census Bureau (2020) region in 
this study. Limiting my analysis to four states also allowed for a detailed, nuanced, cross-
regional analysis of state-level policies that would be less feasible had I included more states or 
all states. I utilized the total number of FEMA (2020) disaster declarations as a measure of 
disaster impactedness. While certainly not the only measure of disaster impact, FEMA disaster 
declarations capture the state-level context suitable for this initial exploratory analysis. The 
four states of study are California in the Western U.S., Texas in the Southern U.S., South Dakota 
in the Midwestern U.S., and New York in the Northeastern U.S.: 
 
Table 1: Total FEMA Disaster Declarations in States of Study 

 
 

As women in these states are insured through either private or public insurance, I 
examined state-level contraceptive policies concerning both private insurance and Medicaid.1 A 
lower percentage of women remain uninsured, so I analyzed the availability of Title X family 
planning sites for California, Texas, South Dakota, and New York. 

 
1 I exclude Medicare because the focus of this study is on women of reproductive age, and Medicare covers 
individuals aged 65 and older. Additionally, my sample does not include analysis of Tricare policies or Indigenous 
Health Services policies. 

State Region Total Disaster Declarations  

Texas (TX) South 359  

California (CA) West 323    

New York (NY) Northeast 101  

South Dakota (SD) Midwest 82  
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I used a variety of sources to search for the applicable state-level policies and kept my 
inclusion criteria open to all relevant contraceptive-related insurance policies, Title X clinic 
information, and emergency refill pharmacy dispensing laws in the states of California, Texas, 
South Dakota, and New York. For state-level information regarding private insurance coverage 
of contraception, I used the Guttmacher Institute’s Insurance Coverage of Contraception guide 
(2020a) and their data center’s statistics on women’s2 contraceptive need and coverage by 
state (2015), and The Henry J. Kaiser Family Foundation’s data repository on State 
Requirements for Insurance Coverage of Contraceptives (2020b). Data from The Henry J. Kaiser 
Family Foundation (2015, 2020a), Walls and colleagues (2016), and the South Dakota 
Department of Health (2020) provided information on Medicaid contraceptive coverage by 
state. Guttmacher Institute’s Data Center (2015) listed the number of Title X sites by state and 
percentage of need met by these locations. For emergency refill policies in the states examined, 
I directly referenced the corresponding law from each state studied that had such a policy in 
place (California Business and Professions Code 2019; Texas Pharmacy Act 2007). 
Analysis 

In this study, I analyzed existing data sources to explore patterns and themes among 
state-level contraceptive-related and emergency refill pharmacy dispensing policies, as well as 
Title X centers’ capacity to meet contraceptive need. I compiled a document containing each 
emergency refill law as well as a spreadsheet document containing data regarding state-level 
insurance policies and Title X clinic availability. For instance, in state-level private insurance 
policies, I indicated whether the refusal clause was categorized as expansive, broader, or 
limited as defined by the Guttmacher Institute (2020a), along with what these categories 
specifically encompassed. Additionally, in state-level Medicaid policies, I noted whether 
prescription contraceptives, over-the-counter3 (OTC) contraceptives, and/or emergency 
contraceptive methods were covered. I then compared the data from the states of study to 
compile my findings. 

 
Table 2: Contraceptive Need and Insurance Coverage for Women in California, Texas, South 
Dakota, and New York 

 
 

 
2While women and non-binary individuals use contraception, I use the term, “woman,” when describing the 
Guttmacher Institute’s (2015) data, as their data specifies women contraceptive users.  
3Over-the-counter contraceptive methods are those which do not require a medical provider’s prescription to 
obtain (Office of Population Health Research & Association of Reproductive Health Professionals 2016). 

 CA TX SD NY  

Percentage in need of contraception 60% 58% 58% 61%  

Percentage in need of publicly funded contraception 49% 54% 55% 55%  

Percentage privately insured 62% 61% 72% 65%  

Percentage insured by Medicaid 27% 12% 13% 27%  

Percentage uninsured  9% 24% 12% 7%  
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California, Texas, South Dakota, and New York have differing populations in need of 
contraceptive services and supplies. Data from the Guttmacher Institute (2015) show that 60% 
of women in California, 61% of women in New York, 58% of women in South Dakota, and 58% 
of women in Texas are in need of contraceptive services and supplies. In California, 62% of 
women are covered by private insurance, while that figure rests at 65%, 72%, and 61% in New 
York, South Dakota, and Texas, respectively. A higher percentage of reproductive-age women in 
California (27%) and New York (27%) are covered by Medicaid than in Texas (12%) and South 
Dakota (13%). The percentage of women uninsured in these states is variable, ranging from 7% 
in New York to 24% in Texas, with California (9%) and South Dakota (12%) falling in between 
(Guttmacher Institute 2015). Strikingly, Texas’ population of uninsured women is approximately 
double the national average (Guttmacher Institute 2015; Henry J. Kaiser Family Foundation 
2020), meaning the state holds a higher percentage of women vulnerable to lack of consistent 
contraceptive access. Approximately half of women in need of contraceptive services and 
supplies across these states, regardless of (un)insured status, are also in need of publicly funded 
contraceptive services and supplies (Guttmacher Institute 2015).  
 

FINDINGS  
Current state-level contraceptive policies seem to have little relation to disasters. 

However, as I demonstrate, contraceptive policies and public health clinic availability designed 
for non-disaster times may nevertheless create a context affecting women’s ability to access 
contraception in preparation for, during, and after disasters.  

 
Table 3: Private Insurance Coverage of Contraception in California, Texas, South Dakota, and 
New York 

 
Two states of study, Texas and South Dakota, do not require private insurance coverage 

of contraception. Meanwhile, California and New York both require vast contraceptive 
coverage, spanning prescription and over-the-counter methods, and encompassing an 
extended supply, defined as:  

Go[ing] beyond the federal guarantee by requiring coverage for contraceptive methods 
that are available over the counter without requiring the patient to first obtain a 
prescription, ensuring that women may receive a six-months or one-year supply of a 
method at once (rather than a one- or three-month supply, as is typical) or requiring 
coverage of male sterilization without out-of-pocket costs. (Guttmacher Institute 2020a) 
 

The option for an extended supply provides enhanced opportunity for contraceptive users to 
secure a long-term supply of contraception, ensuring they have it on-hand, for example, in case 

 Contraceptive Coverage Required by Private Insurance  Refusal Clause   

California Prescription Methods, OTC Methods, Extended Supply Limited  

Texas None     N/A   

New York  Prescription Methods, OTC Methods, Extended Supply Limited  

South Dakota None     N/A   
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of a disaster or emergency. Moreover, California and New York have “limited refusal 
provisions” set in place, which allow only houses of worship to refuse to provide coverage. 
Clearly, California and New York have more progressive contraceptive laws in place for private 
insurance, ultimately making contraception more accessible to privately insured women in 
these states compared to Texas and South Dakota. As mentioned previously, South Dakota has 
a higher percentage of women covered by private insurance than other states of study, and the 
majority of women in Texas are privately insured (Guttmacher Institute 2015), making the total 
lack of coverage in these states all the more concerning. This lower likelihood of maintaining 
contraceptive access during non-disaster times could correlate with decreased likelihood of 
having an adequate supply of contraceptives on-hand in case of a disaster, making such 
contraceptives more difficult to access and utilize in such settings. 
 
Table 4: Medicaid Coverage of Contraception in California, Texas, South Dakota, and New York 
 

 
The states of study have similar state coverage of contraceptive methods in traditional 

Medicaid programs (South Dakota Department of Health 2020; Walls et al. 2016). South 
Dakota’s Family Planning Program (South Dakota Department of Health 2020) lists a “full range 
of birth control information and supplies” as being covered with no further elaboration on 
specific contraceptive methods covered. Traditional Medicaid programs in California, Texas, 
and New York cover 20 forms of prescription contraceptives, three forms of long-acting 
reversible contraceptives 4and two forms of emergency contraceptives (Walls et al. 2016) These 
states only differ in their coverage of over-the-counter contraceptives, where California and 
New York Medicaid covers four forms, while Texas Medicaid covers none. Parenthood 2020). 
This means that if a woman with Medicaid in Texas is unable to obtain a prescription for an 
emergency contraceptive pill quickly enough, then she may have to pay for the over-the- 
counter emergency contraceptive in full, which can cost between $35 to $60 (Office of 
Population Research & Association of Reproductive Health Professionals, 2016). Emergency 
contraceptives are merely one of many types of contraceptives that should be readily 
accessible through Medicaid, especially as individuals covered under Medicaid are often more 
socioeconomically vulnerable than their privately insured counterparts (Henry J. Kaiser Family 
Foundation, 2020a). What may seem like a reasonable fee of $35 to $60 USD may completely 
preclude individuals from obtaining emergency contraception. Emergency contraceptives play a 
vital role in reproductive healthcare in disaster settings as well because, as mentioned above, 

 
4 Long-acting reversible contraceptives, sometimes referred to as LARCs, include contraceptive implants and 
intrauterine devices (IUDs) (Walls et al. 2016). 

 Contraceptive Coverage Required by Medicaid  

California Prescription Methods, Emergency Contraception, OTC  

Texas Prescription Methods, Emergency Contraception  

New York Prescription Methods, Emergency Contraception, OTC  

South Dakota “Full Range” of Methods  
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unprotected sex and incidents of sexual assault increase in disaster contexts (Austin et al. 2008; 
Horton 2012; Murray 2013; Neumayer and Plümper 2007). 
 
Table 5: State-Level Title X Family Planning Service Centers in California, Texas, South Dakota, 
and New York 

 
As detailed previously, federally funded Title X family planning centers are an integral 

component of women’s health maintenance. Indeed, about half of women in need of 
contraceptive supplies and services across California, Texas, South Dakota, and New York need 
access to publicly funded sources (Guttmacher Institute 2015). Thus, it is important to examine 
the availability of Title X family planning centers in these states, as these public healthcare 
locations are likely crucial to health maintenance during and after disasters as well.  

The number of Title X service sites varies widely across California, Texas, South Dakota, 
and New York, perhaps due to the vastly different population levels in these states. Thus, 
assessing the percentage of need met by Title X sites in each state is an appropriate, 
standardized measure to reference in this study. Percentage of need met by Title X centers is 
defined as the “ratio of the number of female patients receiving publicly supported 
contraceptive services to the number of women who likely need public support for 
contraceptive services and supplies” (Frost et al. 2019). California’s 353 Title X sites meet 36% 
of need, and New York’s 175 locations meet 23% of need. While these percentages are 
somewhat low, Texas’ Title X sites only meet 8% of need across its 96 locations, and South 
Dakota’s 33 locations meet a similar 9% of need. 

Texas’ percentage of uninsured women is double the national average, which makes the 
low percentage of need met by Title X centers in this state all the more pressing (Guttmacher 
Institute 2015; Henry J. Kaiser Family Foundation 2015). This trend of compromised 
contraceptive access is also reflected in Texas’ total lack of required insurance coverage of 
contraception. Texas’ contraceptive policies, overall, mean that even privately insured women 
have fewer options and fewer publicly funded reproductive healthcare sites to turn to. Nearly 
1.5 million uninsured women in Texas face compounded difficulty in obtaining contraception 
through Title X locations (Guttmacher Institute 2015). This lack of accessible reproductive 
healthcare for uninsured women during non-disaster times will almost certainly be worsened in 
disaster settings. State-level emergency refill laws, discussed next, appear to further favor 
contraceptive access for California women in preparation for, during, and after disasters, but 
with an important caveat. 
 
 
 

 Number of Title X Sites Percentage of Need Met   

California 353 36%  

Texas 96 8%  

New York 175 23%  

South Dakota 33 9%  
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Table 6: Emergency Refill Policies in California, Texas, South Dakota, and New York 
 

 
As mentioned previously, obtaining an adequate supply of medication, whether in 

preparation for or during a disaster, is difficult (Arietta et al. 2009; Bethel et al. 2011; Stough et 
al. 2016). State-level emergency refill policies may help ameliorate this difficulty, as these laws 
allow pharmacists to dispense restricted amounts of prescription medication, including non-
contraceptive types, without provider permission (Healthcare Ready 2020). However, these 
restricted medication amounts vary by state, ranging from a short 72-hours’ supply to a “more-
than-30-days’ supply” (Kim 2014). In 15 states, however, there are no emergency refill laws 
(Kim 2014).   

New York and South Dakota lack an emergency refill policy (Kim 2014). Not having an 
emergency refill policy may impede women’s ability to access contraceptives in preparation for, 
during, or after disasters. Women may thus resort to rationing their prescription contraceptives 
or sharing their contraceptive supply as well, as women fulfill their same selfless caretaker 
expectations as they do during non-disaster times (Austin and McKinney 2016; Enarson 1998, 
2000, 2010; Fothergill 2004). As there is a lack of research on disasters and contraception, it is 
unknown whether women actually carry out such practices. However, the recommendation 
remains that people keep an advanced supply of prescription medication on-hand to prepare 
for disasters (Department of Homeland Security 2019a, 2019b). Thus, regardless of whether 
this practice of stockpiling contraceptives is common, the possibility of establishing an advance 
supply is constrained from the start, due to such lack of emergency refill policies. As detailed 
below, however, emergency refill policies have strict tenets concerning the timing of 
emergency refill dispensing. 

California and Texas have comparably generous emergency refill policies. In Texas, 
pharmacists are permitted to dispense a one-time emergency refill of up to a 30-day supply of 
prescribed medication during an emergency if: 

 “…(1) failure to refill the prescription might result in an interruption of a therapeutic 
regimen or create patient suffering; (2) the natural or manmade disaster prohibits the 
pharmacist from being able to contact the practitioner; (3) the governor has declared a 
state of disaster under Chapter 418, Government Code; and (4) the board, through the 
executive director, has notified pharmacies in this state that pharmacists may dispense 
up to a 30-day supply of a prescription drug.” (Texas Pharmacy Act 2007) 

Similarly, in California, a “reasonable” quantity may be dispensed only if:  
“…in the pharmacist’s professional judgment, failure to refill the prescription might 
interrupt the patient’s ongoing care and have a significant adverse effect on the 
patient’s well-being.” (California Business and Professions Code 2019) 

 Emergency Refill Law: Amount to Dispense  

California Reasonable Quantity  

Texas 30-days’ Supply  

New York None  

South Dakota None  
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 While these policies make emergency refills technically accessible, the pharmacist must 
use their “professional judgment” to conclude that negative health consequences will result 
from discontinuing therapy. Contraceptive maintenance is paramount to its efficacy, yet 
research has found that women’s health is de-prioritized and viewed as unnecessary, and 
contraceptive use is often framed as morally wrong (Berndt 2013; Davison et al. 2010; 
Milosavljevic et al. 2017).  

In this law, the pharmacist holds the power. If impaired contraceptive maintenance is 
not viewed as disruptive to care or as creating patient suffering, a pharmacist could reject an 
emergency refill request for contraception. In states such as Texas, where contraception is not 
required to be covered through insurance, where Medicaid does not cover OTC contraception, 
and where Title X sites meet only 8% of need, contraception may not be viewed as a legitimate 
health need. Moreover, despite California having more progressive, non-emergency 
contraceptive laws compared to states such as Texas, the overarching de-prioritization of 
reproductive health, especially regarding contraception, may still influence pharmacist 
decision-making (Davidson et al. 2010; Milosavljevic et al. 2017). Therefore, while emergency 
refill policies are in place in California and Texas, the need for prescription contraceptives might 
not be considered serious enough to be granted by the pharmacist. Such refusal and 
subsequent lack of access to contraceptives could yield devastating impacts for women’s health 
during and after disasters, as disasters already have disproportionate effects on women’s 
wellbeing, and risk for unintended pregnancy and STI contraction increase in these contexts 
(Austin and McKinney 2016; Austin et al. 2008; Enarson et al. 2018; Horton 2012; Murray 2013; 
Neumayer and Plümper 2007). 
 

CONCLUSION  
 Women’s access to reproductive healthcare in disaster settings remains vastly under-
researched. As disasters have become more numerous and intense over time (Guha-Sapir 
2012), and as virtually all women in the U.S. use contraception in their lifetime (Guttmacher 
Institute 2020b), it is all the more urgent to study this topic. Emerging and unprecedented 
disasters such as the COVID-19 pandemic has revealed the glaring need for such research, as 
women of began experiencing impaired access to contraception mere weeks following the 
implementation of quarantine measures and shelter-in-place orders (Ahmed and Cross 2020; 
Ford 2020; Riley et al. 2020). This study has taken an important initial step in addressing this 
intersection of contraceptive access and disasters by illuminating the policy frameworks within 
which women navigate contraceptive access in preparation for, during, and after disasters, 
extending current, yet limited, theoretical reviews on this topic (Berndt 2018).  

In California and New York, current, progressive private insurance and Medicaid 
contraceptive policies, along with ample Title X site availability, create a context where women 
are more likely to be able to access contraceptives in non-disaster times, increasing the 
probability that they might maintain similar access during and after disasters. Less progressive 
contraceptive policies in Texas and South Dakota may have compounded, devastating effects 
on women’s ability to establish an advanced supply of contraceptives and access contraceptives 
during and after disasters.  

Emergency refill laws are crucial for patient access to medications in disaster settings 
(Healthcare Ready 2020; Kim 2014). Thirty states, including California and Texas, have 
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emergency refill laws in place, where pharmacists can dispense ample medication without 
provider approval. Obtaining this emergency refill, however, completely depends on 
pharmacists’ judgment of the prescription as necessary to maintain patient health. In a context 
where hegemonic narratives and reproductive health laws de-prioritize contraceptives and 
deem women’s health to be of low priority (Berndt 2013), pharmacists might not view 
contraceptive emergency refills as being necessary to maintain women’s health. Indeed, 
research has shown that pharmacists’ personal values do influence their decisions to dispense 
contraceptives, where these pharmacists may decline refilling contraceptives to which they are 
morally opposed (Davidson et al. 2010; Milosavljevic et al. 2017).  

This study constitutes a primary steppingstone for the examination of women’s 
contraceptive access in preparation for, during, and after disasters. Because this article is a start 
and initial exploration of this issue, rather than a comprehensive examination of the entire 
topic of women’s contraceptive health and disasters, I have limited my analysis to four states. 
Importantly, these four states, California, Texas, South Dakota, and New York, are 
representative of each U.S. region and are states that have endured many disasters (FEMA 
2020). Future research on this subject area could expand the scope to encompass either other 
states in the U.S. or possibly even other nations for a powerful, cross-national policy analysis.  

The context of this study is examining the policy-related frameworks within which 
individuals needing contraception operate during and after disasters. Thus, while I lack on-the-
ground qualitative data detailing how individuals access contraception in such settings, this 
study provides a framework to inform such future studies. This study investigates how the 
“stage is set” for contraceptive access during and after disasters. Future qualitative studies 
could consist of interviews with women about their experiences with contraceptive access 
during disasters and during non-disaster times, providing experiential evidence of how broader 
policies impact individual women’s access to reproductive healthcare. Additionally, researchers 
could more intently explore the impact of these policies on different populations of women, 
including comparative analyses of experiences by socioeconomic and racial statuses, as 
reproductive healthcare access and quality of care is known to be stratified in non-disaster 
times (Bell 2014; Bridges 2008; McCormack 2005). Indeed, one survey-based study of women 
contraceptors in the Texas Gulf Coast Region found that Black women had more difficulty 
accessing contraception than their white counterparts after Hurricane Ike (Leyser-Whalen et al. 
2011). Additionally, interviews with pharmacists on their decision-making in dispensing 
emergency refills could provide a clearer idea of any pharmacist gatekeeping that may 
constitute a barrier to women’s contraceptive access during and after disasters. 
 Through analysis of current contraceptive policies, Title X clinic availability, and 
emergency refill laws in California, Texas, South Dakota, and New York, I have argued that such 
policies may limit women’s ability to access contraception in advance of, during, and after 
disasters. Continuous access to contraceptives is imperative in sustaining women’s health 
during non-disaster times (Center for Young Women’s Health 2018; Institute of Medicine 2011), 
so hindered access during and after disasters would compound the health burdens that women 
face in times of crisis, exacerbating gendered disaster inequalities. 
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