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Abstract

Nigeria, like most countries of the world, implemented a lockdown policy during the
COVID-19 pandemic, restricting all sorts of movements except for essential services
and functions as a measure to contain the virus. Access to medical services is an
important component of good healthcare systems, and with gender inequitable access
to medical services, improving the health outcome of the population is not likely to
be achieved. This study analyses gender differentials in access to medical services
during the COVID-19 lockdown in Nigeria, using both descriptive and inferential
analytical techniques. Results show that adult health services were the most needed
medical services, and females needed these services slightly more than their male
counterparts. However, access to these services was greater for males than for females.
This same pattern is also observed for child health services. Further analysis shows
thatfemales are less likely to access adult health services than their male counterparts.
Employment gap contributes about 79% to the gender differential in access to adult
health services. Moreover, differences between males and females in the Northwest
zone also account for the bulk of the gender differentials in access to adult health
services. This suggests the possibility that females are disproportionately treated less
equally than malesinthe zone. Meanwhile, receipt of social assistance increases males'
access to adult health services by 6.4% and increases that of females' access by 1.6%.
These results were substantiated by qualitative analysis. While some respondents
were of the opinion that there was a gender differential in access to SRH, others
opine that there was none. The study provides evidence-based recommendations
for quality policy decisions on appropriate measures to promote gender-equitable
and sustainable recovery in a time of crisis.

Key words: COVID-19; Decomposition; Gender; Social assistance; Medical services;
Nigeria.
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1. Background to the study

COVID-19, aninfectious disease caused by coronavirus has become a global pandemic,
adversely impacting and causing socioeconomic downturn in over 200 countries
with millions of individuals and families affected and over two million fatalities (Pan
American Health Organisation, 2021). With its first incidence recorded in Wuhan,
China, in late December 2019, the COVID-19 pandemic continues to ravage and pose a
significant threat to many lives. The adverse impacts of COVID-19 have been enormous
on the socioeconomic outlook of human lives, coupled with its attendant challenges
on all sectors of the global economy covering agriculture, manufacturing, tourism,
health, services, and education, among others.

Since the World Health Organization's recognition of COVID-19 as a pandemic,
Nigeria like most countries of the world had implemented a lockdown policy restricting
all sorts of movements except for essential services and functions as a measure to
contain the virus (Presidential Task Force on COVID-19, 2020). The pre-lockdown
lasted for 31 days from 28 February 2020 to 29 March 2020. The total lockdown lasted
for 35 days from 30 March 30 2020 to 3 May 2020, and 73 days for the gradual easing
up of the lockdown from 5 May 52020 to 15 July 2020 (Ibrahim et al., 2020). Nigeria
as a developing country is faced with the challenge of a weak healthcare system and
inefficient drug supply chain management; this has been a major concern in the
treatment of diseases and a major hindrance to the attainment of universal health
coverage and Sustainable Development Goal 3 which aims to ensure healthy lives
and wellbeing for all.

Access to medical servicesis animportant component of good healthcare systems;
and with interrupted access to medical services, improving the health outcome of the
populationis not likely to be achieved (Akande-Sholabi & Adebisi, 2020). Furthermore,
Ahmed et al. (2020) suggest that, for an evidence-based recommendation, appropriate
data and information is needed about COVID-19 and health service provision: what
services are available, what services are needed, what services were provided,
what services were accessible, what precautions are being taken to prevent virus
transmission and who should continue to seek health care, and how are these data
disaggregated by gender and other pertinent socio-demographics. Moreover, while
difficult to quantify, the negative impacts of the lockdown measures on the delivery
of and access to sexual and reproductive health (SRH) information and services,
including family planning and contraceptives (FPC), maternal and newborn care
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services, STI/HIV infection treatment, domestic violence, abortion care, emergency
services, male infertility, and pharmacy services can be far-reaching (Riley et al., 2020;
Stein et al., 2020; Krubiner et al., 2020; Purdy, 2020). Reports have indicated staggering
disruption to the contraceptive supply chain, and closures of clinics and delivery
points catering to SRH services needs of women in an attempt to scale health systems'
capacities to respond effectively to the pandemic (Riley et al., 2020; International
Planned Parenthood Federation [IPPF], 2020). A recent global survey conducted by
the International Planned Parenthood Federation (IPPF)'s national members to assess
the impact of the COVID-19 pandemic on SRH services delivery revealed a widespread
closure of 5,633 static and mobile clinics as well as community-based service delivery
points across 64 countries (IPPF, 2020).

In Nigeria, where new and existing FPC adopters might be in dire need of
information and counselling, it may no longer be accessible through the health
system that has been refocused to address only “essential” health care needs (Endler
et al., 2021). Studies have shown health facilities, pharmacies, and patent medicine
stores as important sources of FPC information among sexually active Nigerians,
especially among adolescents and adult women (NPC, 2019; USAID, 2019; Omolase
et al, 2011; Research Group on Methods for the Natural Regulation of Fertility, 2001).
Regional inequality is high in Nigeria, and it translates into higher rates of poverty
and inaccessibility to basic services in the north-western states of the country. For
example, in Sokoto State, 81% of the population is poor while poverty incidence is
much lower at 34% in Niger State. Economic and genderinequality are interconnected
and reinforce each other. The life of Nigerian women is affected by a myriad of
discriminatory traditional and socio-cultural practices that put them at disadvantage
in several areas compared to men. For example, the majority of women are employed
in casual, low-skilled, low-paid informal jobs; women are less likely than men to own
land, and 75.8% of the poorest women have never been to school, compared to 28%
of therichest men. In Jigawa State, 94% of women (against 42% of men) areilliterate.
As a result of these disadvantages, women are more likely to be poorer than men
and keep being excluded from full participation in the country’s economic, social,
and political life.

Before the COVID-19 pandemic, empirical studies have suggested differential
patterns in health service use and access by gender (Dunlop et al., 2002; Manuel,
2018). The pandemic, with its attendant challenges, however suggests that the gender
differentials might have been exacerbated due to the various restrictive measures
embarked upon to contain the virus. Therefore, this study set out to complement
previous and concomitant empirical studies by examining and analysing the impacts of
the lockdown order on access to medical services and other pertinent health variables.

The specific objectives of this study are:

i. Examine the distribution of access to medical services by gender during the
COVID-19 pandemicin Nigeria.
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ii. Examine gender differentials in access to medical services during the COVID-19
pandemic in Nigeria.

iii. Investigate the relative importance of the socioeconomic factors contributing to
gender differentials in access to medical services.

iv. Examinethe short-term impact of social assistance on access to medical services.
v. Explore contextual factors, such as poverty, inter- and intra-household resources

allocation and decision, inequality, power relations, socio-cultural norms, and
perceptions that influenced access to sexual reproductive health.



2. Conceptual framework

Reproductive health behaviour is shaped by individuals, social relations, and
institutions and not highly by individual factors as it is dominantly reported in the
conceptual framework for understanding reproductive behaviour (Price, 2007).
According to the World Health Organization (WHO, 2004), access consists of at least
five components of service provision which are availability, affordability, acceptability,
appropriateness, and quality (Figure 1). All these five components apply to the key
elements of reproductive health care: family planning; maternal and newborn care;
prevention and management of unsafe abortion; prevention and management of
reproductive tract and sexually transmitted infections (RTI/STls), including HIV/AIDS;
and promotion of healthy sexuality, which were considered in this study.

The conceptual framework is adapted from a health similar model developed
for family planning (FP) under The EVALUATION Project (Bertrand et al., 1996). The
column on the far left defines the context in which a programme operates: the social,
cultural, economic, political, and legal systems in a given society, including society's
reproductive health programmes. The demand factors are the key elements of
reproductive health services considered in the study while the supply environment
comprises the functional areas that support service delivery and the service delivery
environment itself. The functional or operational areas of a programme provide the
structure for carrying outinterventions, including management, training, logistics and
research/evaluation. The two sets of factors—supply and demand—jointly determine
the level of service utilization in the study.



3. Literature review

Historically, there have been contemporary evidence of gender differentials in the
wake of pandemics, drawing from the experience of the Spanish influenza pandemic of
1918,Ebolain 1976, and the HIN1 outbreak in 2009, and many other chronic diseases
that have plagued the planet (Klein et al., 2010; Noymer, 2010; Fawole et al., 2016).
Similar claims of inequities have been made around the world since the start of the
COVID-19 epidemic. Situations are especially devastating for disadvantaged people
and people of various races, who frequently face the greatest inequities and inequality
when it comes to health care, education, and social status (Holder et al., 2021; Mansour
etal.,, 2020; Mehra et al., 2020; White et al., 2021; Zimmerman & Anderson, 2019).

Gender inequality is defined as women's unequal and unjust lack of access to
rights and opportunities in all sectors of social life (Arora, 2012; Baudassé & Bazillier,
2014; Young et al., 1994). Gender inequality is frequently both a cause and a result
of health disparity, which is described as an elevated burden that worsens people's
health and wellbeing (Wheeler & Bryant, 2017). Gender disparities have serious human
and economic effects, especially in the face of global health crises like COVID-19. The
COVID-19 epidemic has worsened gender inequities for women while also posing
new difficulties to society as a whole. The adverse effects of COVID-19, compounded
by unforeseen implications of public health measures like lockdowns (e.g., delayed
or cancelled health treatments), have forced women to deal with difficulties ranging
from COVID-19 infections and deaths to unprecedented magnitude and intensity of
domestic abuse.

In sub-Saharan Africa, sex plays an important prediction of COVID-19 mortality,
as 70.5% of 2.4% of total death cases reported were men (Dalal et al., 2022). Among
those who reported a need to seek health care during the COVID-19 pandemicin South
Africa, a decline in accessing a health care provider was greater for women than men
(Abdalla et al., 2021). Findings show prenatal care visits decreased in Nigeria during
the COVID-19 pandemic (Kotlar et al.,2021). Organisation for Economic Co-operation
and Development (OECD, 2020) opined that women faced high risks of job and income
loss, and face increased risks of violence, exploitation, abuse or harassment during
times of crisis and quarantine.

Findings from a study conducted by OECD (2020) indicated that, while women
account for 70% of COVID-19 infections among health care workers in countries such
as the United States, Spain, and lItaly, the intersection of gender differentials and
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racism has resulted in female African American health care workers having even less
access to personal protective equipment and medical training (Lotta et al., 2021).
The experience in the United States alone on the gender gap in COVID-19 mortality
revealed that states, where women have less access to healthcare than men, have a
considerably larger mortality rate (Akter, 2021).

Figure 1: Conceptual framework adapted from a model developed by Bertrand et

al. (1996)
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a Ethnicity ¥ |sMatermal health and new born Health outcomes
Gender +Prevention and appropriate
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The status of US women's health and health care access is considerably low
compared to other developed countries and neighbouring Canada (Gunja et al., 2018).

According to Gallup's health care poll data, more than 37% of US women delay
medical treatment due to cost compared with less than 22% of US men, despite no
substantial difference in the severity of their medical conditions (McCarthy, 2017). The
cost of health care is a key driver of such gender gaps in health care access (Kullgren
etal., 2012). Women face substantially higher health care costs, insurance premiumes,
and out-of-pocket expenses than men due to the nature and extent of the health
problems they face (Salganicoff et al.,2014; McCarthy 2017; Centers for Medicare and
Medicaid Services, 2019).

Afurther study reported that, amid the pandemic, pregnant mothers face a variety
of extra challenges, including COVID-19 problems, a lack of access to basic health
care, and domestic abuse (Ferraro et al., 2017; Qiao, 2020). Even women who are not
exposed to the aforementioned risk factors, nevertheless face significant caregiving
burdens that negatively impact their physical and mental health (Langer et al., 2015;
Swinkels et al., 2019; World Health Organization, 2019).
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According to Braveman and Gottlieb (2014), a vast and compelling body of research
has been collected in recent decades that demonstrate a powerful influence of social
variables other than medical care in affecting health across a wide variety of health
indices. This evidence does not refute the fact that medical treatment has an impact
on health; rather, it suggests that medical care is not the only factor at play and that
its impacts may be more limited than previously thought, particularly in terms of
determining who gets sick or injured in the first place. However, the links between
social factors and health are not straightforward, and there are ongoing debates
about the quality of the evidence establishing a causal role for specific social factors.

Several studies have sought to determine the influence of social influences on
health. According to an analysis by McGinnis et al. (2002), medical care accounts for
only 10%-15% of preventable death in the United States; while Mackenbach (1996)
research show that this number may be underestimated, they confirm the overwhelming
impact of social variables. McGinnis and Foege found that behavioural causes account
for half of all deaths in the United States; additional studies have demonstrated that
social factors such asincome, education, security, and employment have a substantial
influence on health-related behaviours. Galea and colleagues (2005) conducted a meta-
analysis, concluding that the number of U.S. deaths in 2000 was attributable to low
education and racial segregation, among others. The health impact of social factors
alsois supported by the strong and widely observed associations between a wide range
of health indicators and measures of individuals’ socioeconomic resources or social
position, typically income, educational attainment, or rankin an occupational hierarchy.
In the U.S. as well as European data, this association often follows a stepwise gradient
pattern, health-improving incrementally as social position rises.

Hawkes and Buse (2020) stated that, while several data sets show that women use
health services more frequently than men, studies at the national and subnational
levels demonstrate that ingrained gender inequalities continue to impede women's
access to health care. Women, for example, may lack the financial liberty to obtain
services when health care is based on out-of-pocket expenditures (Saikia et al., 2014).

Navarro (2009) analysed the changes in health conditions and quality of life in the
populations of developed and developing countries over the past 30 years and argued
that what has been happening is not a reduction of state interventions but a change in
the nature and character of those interventions, resulting from major changes in class
(and race and gender) power relations in each country, with the establishment of an
alliance between the dominant classes of developed and developing countries, a class
alliance responsible for the promotion of its ideology, neoliberalism. This is the cause of
the enormous health inequalities in the world today. It is not inequalities that kill people,
as the report states; it is those who are responsible for these inequalities that kill people.

O'Laughlin (2016) also argued from a health security point of view and posited
that, addressing inequalities of health has an instrumental rationale. Not only does
the rapid and frequent movement of people mean that infections also move quickly
between rich and poor, but systems of control based on exclusion hinder trade, make
the monitoring of diseases difficult (those at risk evade identification), and undercut
the public health capacity for rapid intervention.
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Uwoke (2020)found out that the pandemic had an impact on the ease of essential
medicine access for both acute and chronic conditions. For respondents living with
chronic conditions, there was anincrease in the proportion of those facing difficulties
with essential medicine access. Fayehun et al. (2020) found that some pharmacies
assisted regular customers with credit and medication but there were reports of low
stocks and indications of stockpiling. Some evidence on gendered differential evidence
in Africa and Asia in the provision of health care support was observed, as specific
medical services' needs of women were neglected. The dual difficulties of establishing
medical care channels and attaining gender equality have never been more urgent
(Walby, 2004). As the world moves toward the post-2020 development agenda, the
current socioeconomic outlook demonstrates, not only why each challenge is critical,
but also why both challenges must be addressed simultaneously in ways that fully
inculcate gender perspectives, particularly women's and girls' human rights, and
assist countries in making the transition to sustainable development.

In terms of equitable access to health care services and financial resources, a
study conducted in Malawi revealed that men were more likely than women to secure
community-sourced health care financial (88.8% vs. 68.6%, p<0.001) and less likely to
underutilize necessary health care (22.4%vs. 37.2%, p=0.02) (Azad et al.,2020). Concerning
accessing maternal health services during the pandemic, Ombere (2021) found that
expectant mothers feared attending hospitals for perinatal care due to the possibility
of contracting COVID-19. Therefore, there was an increase in home deliveries with the
assistance of traditional birth attendants (TBAs)/traditional midwives, who were also
overwhelmed with women who sought their services. Further studies have shown that
whenwomen and girls are typically disproportionately affected by economic, social, and
environmental shocks and pressures, the repercussions of unsustainable development
patterns exacerbate gender inequality (Neumayer & Plimper, 2007). Inaccessibility to
medical services and gender inequality has strongly intertwined causes and underlying
forces. As a result of the lockdown, there was limited access to modern contraceptives.
One of the primary barriers to access is a shortage of contraceptive medications and
devices, as a result of supply chain disruption (Aly et al., 2020). More so, the COVID-19
restrictive measure has widened the barriers to accessing contraception, and this in
effect led to a spike in adolescent pregnancy, which finally resulted in dropping out of
schools for affected adolescent girls. Vora et al. (2020) also found that 4,100,000 in low and
12,000,000 in medium countries were women projected who could not access modern
contraceptives due to COVID-19 disruptions in 115 low- and medium-income countries.
Currentuse of modern contraceptive methods was limited among young married women
(14%); it was even lower in neighbourhoods perceived to be at risk of COVID-19 (United
Nations International Children's Emergency Fund [UNICEF], 2020). More people seek
unsafe abortions that risk their health and lives because sexual and reproductive health
care is often neglected or difficult to access during a crisis. IPAS (2020) estimated that
20,625 women were denied safe abortion services in the study sites with lockdowns.
Furthermore, a large body of literature documents discrimination against women in the
diagnosis, treatment, and care of a wide range of diseases (Samulowitz et al., 2018).



4. Methodology

Data and data description

This study adopts a mixed-method approach involving both quantitative and
qualitative techniques. The quantitative technique entails the use of a secondary data
set from the Nigeria COVID-19 National Longitudinal Phone Survey (COVID-19 NLPS) a
monthly survey that contains nationally representative samples of 1,950 households.
The surveys were conducted by the National Bureau of Statistics in collaboration with
the World Bank. The households sampled in the surveys were drawn from the sample
of households interviewed in Wave 4 of the 2018/2019 General Household Survey.
A total of about 5,000 households selected randomly across the country's six geo-
political zones formed the target frame from which the sample sizes for the surveys
were drawn (see Figure 2). This consists of the households previously interviewed in
Wave 4 of the General Household Survey in January/February 2019. To easily reach
study respondents from the 2019 survey, phone numbers of heads of household and
three other close relatives were documented for subsequent surveys. These contact
numbers were subsequently used to get in touch with the selected respondents for
the 2020 monitoring survey. This study sample was thus drawn randomly from the
pool of about 5,000 households to have a representative sample.

In total, over 3,000 phone numbers were selected from the target frame using a
balancing sampling approach (sex and education status of household head, household
size, location) to retain the characteristics of the frame.

This research uses Round 11 of the COVID-19 NLPS panel data, which contains
information about pertinent variables of interest such as the need for and access
to family planning services, maternal and child care services, adult health services,
pharmacy, vaccination, and emergency care services. Round 11 of the COVID-19 NLPS
was conducted in March 2021 after COVID-19 case numbers had picked up in December
2020 and January 2021. Though there were far fewer restrictions on activities and
movement within the country, some key restrictions including on mass gatherings,
remained in place. Though a sample size of 1,800 was targeted, a larger number (an
additional 60%) was contacted to cater for non-response and loss of interest in the
study. Subsequently, the study's sample size varied across the rounds as a result of
non-response, unreachable phone lines, and the like. The questionnaire was used
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to elicit relevant data from the sampled head of the participating households. The
first round (baseline) of the survey was conducted in April/May 2020, during which a
federally mandated lockdown was in full effect.

Figure 2: The six geopolitical zones in Nigeria

North Central
South West

South East

_ Six Geopolitical
South Sputh Zone in Nigeria

Adescription of key variables of interest is presented in Table Al (in the appendix).
Theresult shows that the percentage of male respondents (50.4%) is almost the same
asthat of female respondents (49.6%), though slightly higher than females. There were
more children between the ages of 0-17 years (52%) than adults between the ages
of 18-45 years (35%) and 46 years and above (13%). About 84% of children between
the ages of five and 18 years were currently attending school while 16% were not
attending school. Nearly 19% of adults who were of working age (15-70 years)! were
unemployed. Respondents from rural areas made up about 74%, while 26% of the
respondents were from urban areas. Approximately 15% of the respondents were
heads of households while 85% fall into the category of other household members,
with male-headed households constituting about 82%. Only 1% of respondents
received social assistance whereas 99% did not receive any social assistance. Most of
the respondents were from the Northern region, particularly the North West region
(31%). This is subsequently followed by the North Central region (16.5%) and the
North East region (16.1%). Approximately 14.3% of the respondents were from the
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South-South region, 11% were from the South West and 10.6% were from the South
East region. Relatedly, there were relatively more respondents from Katsina (7.7%),
Kaduna (6.8%), Kano (5.9%), and Bauchi (5%) than from other States. Respondents
who needed other medical services (52%) were more than those who did not need
such services (48%).

For the qualitative methodology, primary data were collected from the South
West, North West, and South East of Nigeria. The primary data was obtained through
an in-depth interviews (IDIs) and focus group discussions (FGDs). A total of six IDIs
and eight FGDs were conducted to capture the perspectives of the three regions
representing the major ethnic groupsin the country. Interviews included discussions
onwhetherindividuals or households were able to access sexual reproductive health
services which specifically relate to gender differences in access to family planning
services, STI/HIVinfection treatment, sexual and reproductive health facilities, healthy
sexuality, domestic violence, male (in)fertility services, the incidence of unwanted
pregnancy, amongst others. These areas/questions were not fully covered in the panel
survey. Responses to these questions thus complemented the survey and enrich the
analysis. The responses were analysed using Atlas.ti software.

Empirical strategy

To achieve the first quantitative objective, a descriptive technique was employed. The
descriptive technique comprises mean, frequency, percentages, graphs, and cross-
tabulations of key variables of interest. To achieve the second objective, a nonlinear
parametric technique is used. Given the binary nature of the dependent/outcome
variable(s) of interest (e.g., access to medical services), the parametric estimation is
based on a logit model which is appropriately weighted to the population and robust
to heteroscedasticity.

H =L (a+ BX; + 1) (1)

Where: L denotes the functional notation for the standard logistic distribution,
H; is the outcome variable of interest, ais the intercept, X stands for all the control
variables which include age, metropolitan status, geographical location, amongst
others. For example, a functional relationship would be expressed as:

Hi =ai+1Dgi +)('i +toi (2)

Where: H; is the health outcome of interest for individual i; D, is the gender
(Male=base category), X;are control variables and v;is an error term. T measures
how the gender gap in the outcome variable has changed. Other models which
involve the interaction of the gender variable with other pertinent variables were
also examined.



12 WORKING PaPER IDRC-OXFAM-004

To achieve the third objective, which is to investigate the relative importance of the
factors contributing to gender differentials in access to medical facilities, the empirical
analysis follows the developments underpinned by Blinder-Oaxaca decomposition.
A typical Blinder-Oaxaca decomposition of the gender health gap across two groups
g = {f, m} is denoted by decomposing health H,, while X, is a set of health-related
characteristics for each individual i in group g and the conditional expectation of H,,
is linear, such that health for individual i in group g follows:

E[HigiXig]=X fg. g=1{f,m}. 3)

ABlinder-Oaxaca decomposition separates the gender health differential AHS™
attributable to differences in observed characteristics and the returns to those
endowments. The decomposition proposed by Blinder (1973) and Oaxaca (1973) and
generalized by Oaxaca and Ransom (1994) can be expressed as:

ARI™ = E(Hm) — E(HY) = E(Xm) fm — E(XF) Bf (4)
= [EXm]— EQXP] B* +[EXm) (Bm —B*) + EQXF) (B* — )]

Thefirst term on the right-hand side of (4) refers to the part of the health difference
(or gap) that may be explained by group differences in observed characteristics, while
the two remaining terms are attributable to differences in coefficients between the
two groups, i.e., differencesin the returns to individual attributes. In (4), the reference
vector B*is given by the linear combination of the estimates from (3):

B* =pPm +(1-p)Bf (5)

The linear combination of the “weights”, (p), can be chosen in a variety of ways. For
example, setting p =1 puts all the weight on males, while setting o= 0 places all the
weight on females. If the chosen value of p places all the weight on one of the groups,
however, the decompositionis reference-dependent. Based on theoretical derivations,
Neumark (1988) and more recent studies (Fortin, 2008; Jann, 2008; Kassenboehmer
and Sinning, 2014; ) advocate coefficients from a pooled regression over both groups
as an estimate for parameter vector 3% Thus, this study employs this strategy in our
subsequent empirical analysis.

The fourth objective, which targets the short-term impact of social assistance on
access to medical services, was achieved using a propensity score matching technique.
This technique is a plausible solution to the problem of selection bias. Thus, using
this technique would help to overcome and address the possible existence of a
selection bias that might arise as a result of differences in beneficiaries and non-
beneficial characteristics even in the absence of policy intervention. The technique
involves finding a group of non-beneficiaries who are similar to the beneficiaries in
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all pertinent pre-intervention characteristics, X. Then, differences in outcomes of
the non-beneficiary group and beneficiary group could be attributed to the policy or
intervention. This involves the use of balancing scores or propensity scores, which is
the probability of an individual participating or being a beneficiary of an intervention
given his observed characteristics or covariates X, such that the conditional distribution
of Xis independent of assignment into the intervention. A key identification strategy
is the conditional independence assumption (CIA) which assumes that potential
outcomes are independent of intervention assignment conditional on covariates X and
the propensity score. Assuming that the outcome is Z, the treatment or intervention
is T and the propensity score is P(X), CIA holds if:

Z(0), Z(HLTIP(X) (6)

Another requirement is that common support or overlap conditions should hold.
This stipulates that individuals with the same X values have a positive probability of
being both beneficiaries and non-beneficiaries, given in Equation 7 as:

0<P(T=1-X) <1 (7)

Given that the two conditions above hold, the PSM estimator for average
treatment effects on the treated (i.e., the effect of social assistance or intervention
on beneficiaries) could be expressed as:

ATT = EP(X)ST=1) = {E[Z(])|T = 1;P(X)] - E[Z(0)|T = 0;P(X)]} (8)

Simply put, the PSM estimator is the mean difference in outcomes appropriately
weighted by the propensity score distribution of beneficiaries (Caliendo & Kopeinig,
2008). Given that the PSM technique is a two-stage procedure, in the first stage,
selection into the social assistance programme was modelled as a choice dependent
variable using the probit model. In the second stage, ATT was estimated by matching
beneficiaries to non-beneficiaries with similar characteristics. Given that Tiis a dummy
for selection into the social assistance programme and X is a vector of pre-treatment
covariates, formally, the PSM model is specified as:

P(X) = Pr[Ti = 1|X] = E[Ti|X]; p(X) = F[h(Xi)] (9)
P(X)=Pr(p=1)X (10)
Where: F[..] is a probit cumulative distribution. Equation 10 is the probability of
receiving a treatment or propensity score. Formally, the average treatment effects on

the treated, ATT, which is the effect of the social protection programme is specified as:

ATT = E{[Yi(1) - Yi(0)[Ti = 1]} = B{[Yi(1)/Ti = 1]} — E{[Yi(O)Ti= 1]} (11
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The fifth objective was achieved using qualitative data. FGDs and IDIs were
conducted. The FGDs were directed at the community with the gathering of eight
to 12 people, while the IDIs were directed at individuals. This helped to explore
contextual factors such as poverty, inter- and intra- household resources allocation
and decision, inequality, power relations, socio-cultural norms, and perceptions that
influenced and are related to access to sexual reproductive health services. A total of
24 FGDs comprising 8-12 people in each focus group were conducted. To capture the
perspectives of the major ethnic groups in Nigeria, eight FGDs were conducted with
fourin the rural area and four in the urban settings in the North West (Hausa), South
East (Igbo), and South West (Yoruba). They are:

i. FGD of middle and late adolescent boys between the ages of 14 and 21years;
ii. FGD of middle and late adolescent girls between the ages of 14 and 21years;
iii. FGD of adult men from the ages of 22 and above, and
iv. FGD of adult women from the ages of 22 and above.
Six IDIs were conducted in each of the three selected regions making a total of

18 IDIs. Those interviewed were two traditional leaders/opinion leaders; two health
workers; and religious leaders (Pastor and Imam).



5. Results

Descriptive statistics (by gender)

Given that the focus of this study is on gendered access to medical services during the
COVID-19 pandemic lockdown, the analysis begins with the description of pertinent
variables by gender (see Table A2, in the appendix). The result indicates that, except
foradults above 45 years, there were more males who were between 0-17 years (53%)
and 18-45 years (34%) than their respective females. Moreover, more males (86%) were
currently attending school than their female counterparts (83%). However, the rate
of unemployment was slightly higher for females (19.3%) than for males. Similarly,
more females (75%) reside in rural areas than males. The percentages of those who
were other household members (95%), and did not receive social assistance (99%)
were also greater for females than for males. Across the geopolitical zones, there
were more females from the South East region (11%), South-South region (15%),
and South West region (12%) than their respective males. Similarly, there were
more females in Akwa-Ibom (3%), Bauchi (5.1%), Benue (3.8%), Cross Rivers (2.2%),
Ebonyi (2%), Edo (1.7%), Ekiti (1.1%), Enugu (2.6%), Imo (2.1%), Katsina (7.8%), Ogun
(2.3%), Ondo (1.8%), Oyo (3.6%), Rivers (4%), Yobe (2%) and Zamfara (4.6%). More
pertinently, males (52.5%) who needed medical services were a bit more than their
female counterparts (52.3%).

The descriptive analysis of the quantitative data further shows the breakdown of
needed medical services by their socio-demographics between males and females
during the lockdown, as shown in Table A3 (in the appendix). The result reveals that,
on average, female adults between the ages of 18 and 45 years (35%) needed medical
services more than their male counterparts (30%). Apparently, females within this
age category often needed maternal health and sexual reproductive health (SRH)
services more than males. Considering that most females aged 18-45 years are within
the sexually active and childbearing period, seeking maternal health and SRH services
is usually an important aspect of the lives of most adult females who fall within this
age range. On the contrary, male children aged 0-17 years (57%) needed medical
services more than female children (53%), while each of male and female adult who
is over 45 years needed medical services. When compared with their respective male
counterparts, a greater percentage of females were: not currently attending school
(15%), unemployed (19%), residing in rural areas (78%), other household members

15
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(96%), did not receive social assistance (99%), residents of South East region (14%),
South West region (7%) needed more medical services. Notably, female residents in
Bauchi (6%), Katsina (10%), and Zamfara (5%) needed medical services more than
their respective male counterparts.

Gendered distribution of access to medical services
during COVID-19 lockdown

Concerning the type of medical services needed and actual access to the services,
Figure 3 illustrates the distribution of needed medical service(s) and access to the
services by males and females during the lockdown. The medical services include
family planning, child health, adult health, pharmacy, emergency care, vaccination,
and other medical services. One striking feature of Figure 3 is that, out of the 52.5%
and 52.3% of males and females who needed medical services, respectively (see Table
A2, in the appendix), adult health services were the most needed medical services,
and females (49.5%) needed these services slightly more than their male counterparts
(49.1%). However, access to these services was greater for males than for females,
even though females needed these services more than males. This same pattern is
also observed for child health services. Females (34.4%) who needed child health
services were more than males (34.2%), but access was higher for males (97.5%) than
for females (97.4%).

Pharmacy services were needed more by females (25.9%) than by males (25.4%),
and access was equally higher (97.9%) for females than for males (97.1%). Meanwhile,
emergency services were needed more by males (6.2%) than by females (5.8%), and
access was also higher for males (89.4%) than for females (86.4%). Family planning
services, vaccination services, and other medical services were needed by more
males than by females, and access was equal and same for both males and females.
Although a few respondents needed these services, it is however quite surprising
that all the males and females who needed these services were able to access them.

The possibility of the variables being mismeasured or wrongly reported cannot
be ruled out. Another possibility is intentional misreporting by the respondents
due to some reasons best known to them or misunderstanding/misinterpretation
of questions during the interview which could partly explain the high responses for
adult health services, bearing in mind that respondents to this survey were mostly
adults who are either head of household or responsible adults in the household. For
example, it is possible that some respondents, for some reasons, preferred to divert
their affirmative responses for access to family planning and other medical services to
adult health services. For example, some adults might have reported access to adult
health services instead of reporting access to family planning or any other sexual
reproductive health services due to cultural factors and stigmatization associated
with a public declaration of accessing such services. As much as this analysis would
have explored access to all the medical services, further quantitative and qualitative
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analysis are however limited to access to adult health services, with a particular
focus on access to sexual reproductive health (SRH) services given the highlighted
aforementioned reasons.

Figure 3: Distribution of types of medical services needed and access to medical
services during COVID-19 lockdown (by gender)
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Gender differential in access to medical services during
COVID-19 pandemic lockdown

In furtherance of the objective of this study, Table 1 presents the estimates for gender
differentialin access to adult health services, alongside social determinants of access
to adult health services. In Column 1, only the key independent variable of interest,
gender, was included in the model, while other aforementioned independent variables
were added to the model in Column 2. Column 3 added the State fixed effects, while
column 4 contains the interaction of females with key independent variables.

When the control variables are not included, the result shows that females were
0.5% less likely to have access to adult health services during the lockdown, although
not to a statistically significant degree. Similarly, females were, on average, 0.3%
and 0.1% less likely to access adult health services even when the control variables
are included (columns 2 and 3, respectively). One could infer from these results that
access to adult health services and, by extension, other adult health services which
might not have been appropriately captured or properly measured in the survey, was
more of a challenge and lesser for females than for males during the lockdown. This
resonates with previous findings which suggest the existence of a gender differentials
in access to health care services. The emergence of COVID-19 and its accompanying
challenges have in no doubt exacerbated the existing gender differentials (Nnoyelu
& Nwankwo, 2014).
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In column 4, when the gender variable was interacted with pertinent variables of
interest, the result reveals that females residing in the North-East region and South-
South region were 3.4% and 14.4% less likely to have access to adult health services
than their respective male counterparts. Females who are employed were also less
likely to have access, though the coefficients are not significant. On the other hand,
females who are resident in the North Central region and North West region were
4.7% and 5.4% more likely to access adult health services, respectively. Further result
shows that thereis a low probability that those who are resident in the North East and
South-South regions had access to adult health services while those who received
social assistance had a higher probability of accessing the service. Similarly, residents
of Bauchi, Benue, Borno, Edo, Gombe, Kogi, Kwara, Ogun, and Yobe states were more
likely to access adult health services, while those residing in Abia, Akwa-lbom, Kano,
Kebbi, Ondo, Osun, Oyo, and Plateau states were less likely to access the services.

Table 1: Effects of access to adult health services during COVID-19 pandemic

lockdown
(1) (2) (3) (4)
Gender (female) -0.005 -0.003 -0.001
(0.010) (0.014) (0.012)
18-45 years 0.003 0.004
(0.015) (0.014)
Employed -0.020 -0.002
(0.013) (0.014)
Urban -0.011 -0.029
(0.017) (0.019)
Head of household -0.004 0.000
(0.020) (0.019)
Yes_assistance 0.094** 0.067**
(0.030) (0.026)
North Central 0.025 -0.136*
(0.020) (0.058)
North East -0.033 -0.341***
(0.024) (0.095)
North West 0.030 -0.027
(0.020) (0.021)
South East 0.012 -0.029
(0.022) (0.021)
South-South -0.196*** -0.146*
(0.050) (0.060)

continued next page
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Table 1 Continued

(1) (2) (3) (4)
Female*18-46years 0.017
(0.016)
Female*employed -0.027
(0.018)
Female*Urban 0.016
(0.019)
Female*Head of HH 0.019
(0.028)
Female*Yes_assist 0.090**
(0.032)
Female*Northcentral 0.047**
(0.017)
Female*Northeast -0.034
(0.029)
Female*Northwest 0.054**
(0.017)
Female*Southeast 0.032
(0.018)
Female*Southsouth -0.144*
(0.056)
Abia -0.057
(0.032)
Adamawa 0.280**
(0.095)
Akwa lbom -0.483***
(0.111)
Anambra -0.055
(0.057)
Bauchi 0.254**
(0.097)
Bayelsa 0.057
(0.080)
Benue 0.093
(0.058)
Borno 0.336***
(0.094)
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Table 1 Continued

continued next page

(1) (2) (3) (4)
Cross River -0.273
(0.184)
Delta -0.176
(0.154)
Ebonyi 0.001
(0.005)
Edo 0.144*
(0.060)
Ekiti -0.001
(0.005)
Enugu -0.000
(0.005)
Gombe 0.266**
(0.094)
Jigawa 0.002
(0.010)
Kaduna 0.001
(0.007)
Kano -0.027*
(0.011)
Katsina 0.010
(0.007)
Kebbi -0.113
(0.069)
Kogi 0.132*
(0.058)
Kwara 0.115*
(0.057)
Niger 0.110
(0.057)
Ogun 0.123*
(0.058)
Ondo -0.054*
(0.025)
Osun -0.246*
(0.117)
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continued next page
Table 1 Continued
(1) (2) (3) (4)

Oyo -0.009

(0.010)
Plateau -0.023

(0.015)
Rivers 0.109

(0.057)
Yobe 0.287**

(0.094)
Constant 0.950*** 0.980*** 1.027*** 0.945***

(0.007) (0.027) (0.028) (0.011)

R? 0.00 0.10 0.24 0.04
Adjusted R? -0.00 0.09 0.22 0.03
F-Statistic 0.23 4.23 3.42 3.98
Observations 2919 1627 1627 1627

Notes: Standard errors in parentheses; * p <0.05, ** p <0.01, *** p <0.001.

Decomposition results

Table 2 presents the decomposition results for gender differentials in access to
adult health services during the COVID-19 pandemic lockdown. This analysis sheds
additional light on the key socio-demographic factors driving the gender differentials
in access to adult health services. The result shows that about 96% of the gender
differential in needed adult health services during the lockdown could be explained
by differences in socio-demographic characteristics between males and females,
while 3% of the gender differentials could not be explained by the model. More
specifically, gender differential in accessibility to needed adult health services is
largely explained by the difference between males and females who are employed.
Further analysis, which sheds additional light on the key socio-demographic factors
driving the gender differential in access to adult health services, finds that gender
differentials in accessibility to needed adult health services is largely explained by
the gender gap in employment status which was in favour of males than females.
The employment gap contributes about 79% to the gender differential in access to
adult health services. Moreover, differences between males and females resident in
urban areas (24%), North West (27%), and South-South (75%) geopolitical zones also
account for the bulk of the gender differentials in access to adult health services. This
suggests the possibility that females are disproportionately treated less equally than
malesin the zone. Meanwhile, differences in the receipt of social assistance marginally
explain the gender differentials in accessibility to adult health services.
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Table 2: Decomposition of the gender differential in access to adult health services
during Covid-19 lockdown

Coef. | Contrib. | P>z Coef. | Contrib. | P>z
(%) (%)
Overall
Male 0.93528 0.0000
Female 0.93445 0.0000
Difference 0.00083 0.9460
Explained 0.00080 96.5 0.8650
Unexplained 0.00003 3.5 0.9980
Explained Unexplained
component component
18-46 years -0.00004 -4.7 0.8180 | 18-46years -0.01433 | -1719.8 0.350
Employed 0.00066 78.6 0.3350 | Employed 0.02682 | 3218.3 0.322
Urban -0.00020 -23.5 0.7660 | Urban -0.00124 | -149.3 0.892
Yes_assistance | -0.00002 -2.2 0.9570 | Yes_assistance 0.00036 43.7 0.691
North West -0.00023 -27.0 0.9600 | North West -0.00656 | -787.0 0.342
South-South 0.00063 75.2 0.6820 | South-South -0.00199 | -239.2 0.769
Constant -0.00303 | -363.3 0.937
Total 0.00080 96.5 0.00003 3.6

Source: Authors' computation using the 11th Round of Nigeria COVID-19 NLPS.

Social assistance and access to medical services during
COVID-19 pandemic lockdown

Bearingin mind that the fourth objective of this study is to examine the short-term impact
of social assistance on access to medical services using a propensity matching technique
(outlined in the methodology section), the result is presented in this section. The treated
group consists of those who received social assistance while the untreated group did
not receive any social assistance during the lockdown period. The propensity score,
which is the probability of receiving social assistance or intervention, is estimated using
a discrete choice probit model. Given that the outcome variable must be independent of
the intervention conditional on the propensity score, only covariates that concurrently
influence the decision to benefit from the social assistance and the outcome variable are
used to estimate the propensity score. These variables include the zones, which are North
Central, North East, North West, South-South, and South West. The choice of the covariates
is based on evidence related to benefit decisions, while the statistical significance of the
covariates is confirmed. The kernel matching algorithm (with calliper 0.01) is used to
contrast the outcomes of the beneficiaries with the outcomes of non-beneficiaries. This
algorithm is used because it is a non-parametric matching estimator which employs
weighted averages of all non-beneficiaries to construct the counterfactual outcome. Thus,
it allows for the usage of more information from the control or non-beneficiary group.
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Figure 4: Distribution of propensity scores across treated and untreated groups
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The overlap of the distribution of the propensity scores across treated and
untreated groupsis displayed in Figure 4. The extent of overlap seems to be satisfactory
inour final propensity score specification. The result presented in Table 3 shows that
receipt of social assistance increases access to maternal health services by 3.7%.

Table 3: Analysis of the effect of social assistance on access to male adult health

services
Variable Sample Treated | Controls | Difference | S.E. | T-stat
Access to maternal health services | Unmatched 1 0.965 0.035 0.024 | 1.47
ATT 1 0.963 0.037 0.014 2.67

Meanwhile, receipt of social assistance increases females' access to adult health

services by 1.6%.

Table 4: Analysis of the effect of social assistance on access to female adult health

services
Variable Sample Treated | Controls | Difference | S.E. | T-stat
Access Adult health services Unmatched | 0.947 0.928 0.020 0.060 |0.33
ATT 0.947 0.932 0.016 0.053 | 0.3
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Having conducted a quantitative analysis of adult health, the findings were
further substantiated by results from the qualitative analysis. In all the states, a
comfortable rapport was established between the moderator of the discussion and
the FGD participants. Common issues that recur and main themes were identified to
summarize all the views that have been collected. Some of the themes which emerged
from the discussions which also corroborated the results from the secondary sources
included access to SRH services, availability, affordability, hunger, poverty, domestic
violence, no social assistance, contraceptives, power relations, promiscuity, and
unequal access, among others. Key elements of SRH services were considered for
this study as outlined under the conceptual framework.

Characteristics of the qualitative results show the participants were described
in terms of their age, educational background, occupation, religion, marital status,
and ethnic group. Responses to the ages of the respondents reflected that it cut
across the different age groups of young and old, single and married, educated and
non-educated, and people of different walks of life. The youngest among them was
14 years while the oldest among them was 76 years of age. Moreover, most of the
adolescents were students while the adult men and women are artisans, farmers,
public servants, and health workers, among others. Both Christians and Muslims
were represented in the interview.

In Figure 5, the qualitative findings show variation in responses. Groundedness (G)
means the frequency of how often a code was applied while density (D) is the number
of links between codes. The majority opined that there were no gender differencesin
access to SRH services before the COVID-19 lockdown, as access was affordable and
easier. However, opinions differ on whether there was a gender differential in access
to medical services during the lockdown. Some argued that there was no gender
differential in access while others expressed that there was gender differential, with
either men or women having greater access. Some were of the view that people were
afraid to open up on SRH matters and others had to patronise pharmacy shops to
meet their medical treatment needs.

Several health care facilities were not accessible or had restricted access due
to several factors which centred on government policies to control the spread of
COVID-19. Among several means of accessing sexual reproductive health services,
respondents listed the following ways in which they attended to their sexual
reproductive health matters. These include the use of non-orthodox health care
personnel, primary health care centres, private clinic, local medicine, and self-
medication. Several respondents acknowledged that private clinics were only
affordable and accessible by the rich.
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Figure 5: Access to medical services before and during COVID-19 pandemic
lockdown

Thus, several people resorted to local medical services because of the financial
implications. Concerning antenatal care, many respondents acknowledged that SRH
services were not affordable during the lockdown period due to COVID-19 financial
crises and most new-borns were taken to the traditional clinics since the public health
care centres were not accessible and private clinics were not affordable. For family
planning services, a natural method such as fertility awareness method, withdrawal
method or abstinence from sex was adopted. Other methods used were the traditional
methods such as the use of herbs, making an incision on their body and the use of rings
to mention a few. Moreover, many use condoms by buying them from the pharmacy
shops, while others still had the injections they took before the lockdown.

Accessing SRH services for male (in)fertility issues proved useful because it comes
with counselling, sensitization, and deemed help whereas many men were not able
to access these services during the lockdown since itis not an emergency case noran
issue that can claim the patient lives. STI/HIV treatment and management during the
COVID-19 pandemic lockdown was not easily available for most people according to
the response of the people. It was recorded that there was no access to health care
facilities and services because of several factors which include fear on the part of the
people, ignorance, unavailability of medical personal emergency response services
(PERS), and government restriction policies. Moreover, many women have to do
abortions to cover up the consequences of premarital sex and to prevent pregnancy
among adolescents. Traditional methods were mostly used for abortion during the
lockdown. Some women used herbs such as mixing lime with calcium carbonate
and used seven-up with salt, while some visited a quack nurse who they call upon to
abort when the need arises. There were several unsafe abortions because there was
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no functional facility for an abortion. Most abortions done led to the loss of many lives
because there was a complication or excessive blood loss and there was no readily
available health facility to handle complicated cases.

Other SRH services discussed in the study were management and prevention
of domestic violence during COVID-19 lockdown. Several domestic violence were
recorded over the time of the COVID-19 lockdown, and it includes but is not limited
to child abuse, kidnapping, rape, forceful marriage, physical violence, early marriage,
and theft. The health workers do intervene in family violence by counselling those that
came to the clinic for treatment but this kind of service was not available during the
lockdown except attending only to serious medical cases. Moreover, it is necessary
to stay healthy sexually to enhance the longevity of livelihood. Among several means
of staying healthy, some of the respondents acknowledged that visiting physicians to
conduct a medical test to ascertain the condition of the body is very important. Also,
exposure to the knowledge of sexis very important because ignorance facilitates more
harm than good. Several channels have been used to enlighten people about sex,
relationship, and STls. Among so many channels, respondents listed the following:
doctor, family, church, watched films, friends, media, school, books, puberty, self-
discovery, and public campaign. All these play a major role in enlightening people
aboutsex. Thisis due to the purpose of sensitization of unsafe sexual behaviour. Thus,
it was difficult to gain more of this knowledge during the COVID-19 lockdown. The
medium through which people can know about healthy sexuality was much more
focused on how to curtail COVID-19.

The qualitative results further corroborate the quantitative results on if the people
receiving social assistance on livelihood/access to medical services. The majority of
the respondents said they didn't receive any social assistance or palliatives during
the lockdown. As a matter of fact, they said there was much hunger which caused
sickness and even lead to death among the people. On the other hand, a few of the
respondents said they received palliatives. An adult woman from Osun State and
another from Enugu State confirmed it, while some only heard that people were
getting palliatives but never reached them. Some of the excerpts are found in Figure 6.

Contextual factors hindering access to SRH services
when there was a lockdown and when there was no
lockdown

Factors identified to be hindering access to SRH services when there was lockdown
were distance to the health facility, lack of means of transportation, and restricted
movement. When there was no COVID-19 lockdown, factors hindering access to SRH
services identified include poverty, religion, culture, ignorance, power relation, fear,
shame, socio-cultural norms, and other perceptions mentioned. Factors hindering
access to SRH are shown in Figure 7.
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6. Policy recommendations

A number of policy suggestions and recommendations to enhance access to

health care and SRH services emanated from this study. The following suggestions
and recommendations tilted more towards women, given that they often need these
services more than their male counterparts.

Introduction of mobile health centres which will bring healthcare facilities closer
to the people, especially women who need SRH and other health services as
recourse to improve access to SRH services during the lockdown or any future
national crisis, was strongly recommended by the respondents.

Public awareness of the availability of mobile clinics and designated public health
facilities for health care and SRH services could be achieved or strengthened
through the various media outlets which include television, radio, dailies, social
medical platforms (Twitter, Facebook, and Instagram), etc.

It was further suggested that telemedicine, which enables video or phone
appointments between a patient and health care practitioner should be
encouraged during the lockdown, especially for women to conveniently have
access to SRH information, counselling and Institutional services in urban settings
where the level of education and exposure are relatively higher. They further
suggested that, whether there is COVID-19 or not, government needs to empower
people, especially women, by providing gainful employment, adequate access to
quality education and improving livelihoods. This will empower them to be able
to use telemedicine effectively, especially during a period of national crisis. With
gainful employment and higher educational attainment, women will be able to
afford mobile phones or laptops, call cards, and data to install the right App for
them to have access to health personnel.

In rural settings, where most people cannot afford data to access telemedicine on
SRH services, it was suggested that the government should give a ‘social assistance
package on SRH services’, particularly for women who need these services.
Contraceptives such as condoms and pills could be packaged in form of social
assistance and freely distributed and dropped at identified patients' doorsteps.
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Further recommendation entails the creation of a special ‘squad of qualified
medical personnel who would provide both telemedicine and home-based/
delivery health care and SRH services for patients in their various homes,
particularly for women.

Given that women often need health care and SRH services more than men, it was
suggested that special consideration should be given to women by creating an
interactive App that could allow them to communicate their health care and SRH
needs to medical personnel who could link them with designated home-based/
delivery caregivers.

Further suggestions were also made on accessing SRH information and services.
SRH information and how to access them should be made available, as much as
possible, through social media outlets. When there was a lockdown, information
and counselling were no longer accessible. The health system has been refocused
to address only COVID-19 and life-threatening cases. New and existing FPC
adopters might be in dire need of information and counselling. Thus, the social
media platforms should be exploited while subsidizing data charges or providing
free online access to websites that are specifically tailored towards health and
SRH services.

Setting up special hotlines that will be dedicated specially to prompt handling
of reported cases of domestic violence between partners, and follow-up or
counselling services. Moreover, a mobile court should be instituted for quick
delivery of justice to victims.



7. Conclusion

These findings have great implications for health policy review and implementation,
particularly during the period of an unprecedented crisis. The findings are in tandem
with related studies which have recommended that government should gear up efforts
and actions to further reduce incidences of gender inequality in health and access to
health care. The findings of this study thus recommend that adequate arrangements
should be put in place to facilitate and ensure equitable access to needed services
during a time of national or global crisis. This can be achieved by setting up a quick
health response or mobile clinics that could cater to urgent medical services for those
who need urgent medical attention. Priority should further be given to women seeking
medical services particularly sexual reproductive health care services, while women's
empowerment, promotion of gender-friendly policies, and increased participationin
the labour market should top the list of the economic agenda in most states' regions
of the country.
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Notes

1. Theagerange, 15-70 years, was used because the retirement age for some workers (e.g
lecturers) is 70 years.
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Appendix A: Additional tables

Table Al: Descriptive statistics of variables
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Variables n %

Gender

Male 5702 50.4

Female 5607 49.6

Age

0-17 years 5878 52

18-45 years 3935 34.8

46 and above years 1496 13.2

Currently attending school

Yes 3373 84.5

No 618 15.5

Employment status

Unemployed 1181 19

Employed 5026 81.0

Metropolitan status

Rural 8413 74.4

Urban 2896 25.6

Relationship to head of household

Other household 9658 85.4

Head of household 1651 14.6

Gender of the head of household

Male-headed household 1370 81.7

Female-headed household 308 18.3

Receipt of social assistance

No 11184 98.9

Yes 125 1.1
continued next page
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Table A1 Continued

Variables n %
Geopolitical zones

North Central 1868 16.5
North East 1818 16.1
North West 3556 314
South East 1204 10.6
South-South 1616 14.3
South West 1247 11
States

Abia 285 2.5
Adamawa 202 1.8
Akwa Ibom 305 2.7
Anambra 253 2.2
Bauchi 561 5
Bayelsa 222 2
Benue 425 3.8
Borno 233 2.1
Cross River 232 2.1
Delta 261 2.3
Ebonyi 192 1.7
Edo 186 1.6
Ekiti 120 1.1
Enugu 261 2.3
Gombe 235 2.1
Imo 214 1.9
Jigawa 289 2.6
Kaduna 769 6.8
Kano 668 5.9
Katsina 872 7.7
Kebbi 155 1.4
Kogi 93 0.8
Kwara 246 2.2
Lagos 190 17
Nasarawa 116 1
Niger 510 4.5
Ogun 251 2.2
Ondo 185 1.6
Osun 99 0.9

continued next page
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Table A1 Continued
Variables n %
States
Oyo 404 3.6
Plateau 429 3.8
Rivers 410 3.6
Sokoto 323 2.9
Taraba 364 3.2
Yobe 223 2
Zamfara 479 4.2
FCT 49 0.4
Needed medical services
No 5381 47.6
Yes 5928 52.4
Note: Sample weights have been applied.
Source: Authors' calculations based on Nigeria COVID-19 Phone Survey.
Table A2: Descriptive statistics of variables by gender
Variables Male Female
n % n %
Age
0-17 years 3041 53.3 2837 50.6
18-45 years 1920 33.7 2015 35.9
46 and above years 742 13 755 13.5
Currently attending school
Yes 1760 86.3 1614 82.7
No 280 13.7 338 17.3
Employment status
Unemployed 576 18.7 605 19.3
Employed 2499 81.3 2527 80.7
Metropolitan status
Rural 4237 74.3 4176 74.5
Urban 1465 25.7 1431 255
Relationship with head of household
Other household members 4353 76.3 5305 94.6
Head of household 1349 23.7 303 5.4
Receipt of social assistance
No 5622 98.6 5562 99.2
Yes 79 1.4 45 0.8

continued next page
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Table A2 Continued
Variables Male Female

n % n %
Geopolitical zones
North Central 982 17.2 885 15.8
North East 940 16.5 878 15.7
North West 1835 32.2 1721 30.7
South East 568 10 636 11.3
South-South 172 13.5 844 15.1
South West 604 10.6 643 115
State
Abia 143 2.5 142 2.5
Adamawa 102 1.8 101 1.8
Akwa Ibom 135 2.4 170 3
Anambra 133 2.3 120 2.1
Bauchi 275 4.8 286 5.1
Bayelsa 121 2.1 101 1.8
Benue 211 3.7 214 3.8
Borno 132 2.3 101 1.8
Cross River 102 1.8 130 2.3
Delta 139 2.4 122 2.2
Ebonyi 81 1.4 111 2
Edo 91 1.6 94 1.7
Ekiti 56 1 64 1.1
Enugu 116 2 145 2.6
Gombe 130 2.3 105 1.9
Imo 96 1.7 118 2.1
Jigawa 159 2.8 131 2.3
Kaduna 400 7 369 6.6
Kano 356 6.2 313 5.6
Katsina 434 7.6 438 7.8
Kebbi 84 1.5 71 1.3
Kogi 51 0.9 42 0.8
Kwara 129 2.3 117 2.1
Lagos 96 1.7 93 1.7
Nasarawa 74 1.3 43 0.8
Niger 268 4.7 241 4.3
Ogun 120 2.1 131 2.3
Ondo 81 1.4 103 1.8

continued next page
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Table A2 Continued
Variables Male Female

n % n %
Osun 50 0.9 48 0.9
Oyo 201 3.5 203 3.6
Plateau 225 4 203 3.6
Rivers 183 3.2 227 4
Sokoto 180 3.2 143 2.6
Taraba 190 33 173 3.1
Yobe 111 1.9 112 2
Zamfara 222 3.9 257 4.6
FCT 24 0.4 24 0.4
Needed medical services
No 2708 47.5 2673 47.7
Yes 2993 52.5 2934 52.3

Note: Sample weights have been applied.

Source: Authors' calculations based on Nigeria COVID-19 Phone Survey.

Table A3: Descriptive statistics of males and females who needed medical services
during COVID-19 lockdown

Variables Female Male

n % n %
Age
0-17 years 1540 52.7 1718 57.2
18-45 years 1019 34.8 912 30.4
46 and above years 365 12.5 375 12.5
Currently attending school
Yes 844 84.7 978 86.9
No 153 15.3 147 13.1
Employment status
Unemployed 306 19.2 260 17.4
Employed 1290 80.8 1232 82.6
Metropolitan status
Rural 2275 77.8 2325 77.4
Urban 649 22.2 679 22.6
Relationship to head of household
Other household members 2811 96.1 2365 78.7
Head of household 113 3.9 639 21.3

continued next page
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Table A3 Continued
Variables Female Male

n % n %
Receipt of social assistance
No 2895 99 2952 98.3
Yes 29 1 52 1.7
Geopolitical zones
North Central 377 12.9 432 14.4
North East 553 18.9 596 19.8
North West 1130 38.6 1188 39.5
South East 404 13.8 339 11.3
South-South 258 8.8 267 8.9
South West 201 6.9 182 6
States
Abia 86 2.9 83 2.8
Adamawa 58 2 60 2
Akwa Ibom 59 2 53 1.8
Anambra 78 2.7 88 2.9
Bauchi 183 6.3 185 6.1
Bayelsa 29 1 47 1.6
Benue 86 2.9 98 3.3
Borno 67 2.3 101 3.3
Cross River 17 0.6 31 1
Delta 57 1.9 51 1.7
Ebonyi 7 2.6 53 1.8
Edo 27 0.9 32 1.1
Ekiti 18 0.6 15 0.5
Enugu 91 3.1 58 1.9
Gombe 70 2.4 83 2.8
Imo 72 2.5 58 1.9
Jigawa 67 2.3 93 31
Kaduna 263 9 291 9.7
Kano 223 7.6 252 8.4
Katsina 295 10.1 265 8.8
Kebbi 52 1.8 57 1.9
Kogi 7 0.2 10 0.3
Kwara 43 1.5 49 1.6
Lagos 26 0.9 33 1.1
Nasarawa 17 0.6 36 1.2

continued next page
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Table A3 Continued
Variables Female Male

n % n %
States
Niger 123 4.2 124 4.1
Ogun 47 1.6 27 0.9
Ondo 34 1.2 32 1.1
Osun 13 0.4 13 0.4
Oyo 63 2.2 61 2
Plateau 95 3.2 106 3.5
Rivers 70 2.4 53 1.8
Sokoto 82 2.8 108 3.6
Taraba 105 3.6 110 37
Yobe 70 2.4 58 1.9
Zamfara 148 5 122 4.1
FCT 8 0.3 9 0.3

Note: Sample weights have been applied.

Source: Author’s calculations based on Nigeria COVID-19 Phone Survey.
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Appendix B: Focus group discussion and in-depth
interview guide

Interview Guide for Adult FGD

Scenario

During the COVID-19 lockdown, there was a man who had a sexually transmitted
infection and needed to see a doctor. There was another woman who also needed to
access family planning services. How did you think they were able to access sexual
reproductive health services during this period? Tell me your opinion about this.

FIRST, LET US DISCUSS SOME GENERAL QUESTIONS

Explore gender, socio-cultural factors and SRH

1.

What do you perceive to be the sexual roles of men and women in the household?

During the COVID-19 lockdown, did people have any reason to access medical
services? Were you able to access the services you needed? If yes, for what purpose.
If no, what option(s) were you able to resolve in tackling the challenges?

What do you understand about sexual and reproductive health? Key elements of
reproductive health care: family planning; maternal and newborn care; prevention
and management of unsafe abortion; prevention and management of reproductive
tract and sexually transmitted infections (RTI/STIs), including HIV/AIDS; promotion
of healthy sexuality; and gender-based violence.

Did you have many reasons to access sexual and reproductive health (SHR)
services (a) when there was a COVID-19 lockdown (b) when there was no COVID-19
lockdown?

Which of the structures of sexual reproductive health services are you aware of
or do you know? (a) formal (b) indigenous

Access to sexual and reproductive health

6.

Which of the sexual and reproductive health services are available for your use (a)
when there was a COVID-19 lockdown (b) when there was no COVID-19 lockdown?
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7. Arethesexualand reproductive health services affordable, acceptable, appropriate
and of quality care (a) when there was COVID-19 lockdown (b) when there
was no COVID-19 lockdown? Let them discuss the affordability, acceptability,
appropriateness, and the quality care in accessing SRH services.

Family planning

8. Which of the family planning services did you use/access (a) when there was a
COVID-19 lockdown (b) when there was no COVID-19 lockdown?

9. What were your experiences accessing those services during the COVID-19
pandemic lockdown?

Maternal and newborn care/male (in)fertility

10. What are your perceptions about accessing maternal care (antenatal, postnatal)
services when there was a COVID-19 lockdown?

11. What about the issue of male infertility during the lockdown?
Prevention and management of unsafe abortion
12. How did people manage unsafe abortion when there was a COVID-19 lockdown?

Prevention and management of reproductive tract and sexually transmitted
infections (RTI/STIs), including HIV/AIDS

13. Were people able to access medical services for the prevention and management
of STI/HIV?

14. What was your opinion on accessing those services during the COVID-19 pandemic
lockdown?

Promotion of healthy sexuality

15. How knowledgeable do you feel about SRH matters?

16. How did you learn about relationships, sex, contraception, STIs and HIV/AIDS?
Do you feel that the information you have received has been adequate or there

is anything you would like to learn more about as regards sex, pregnancy,
contraception, STls, and HIV/AIDS?
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Right to healthy and respectful relationships (gender-based violence)

17.

18.

19.

20.

Without mentioning names or indicating anyone specifically, what types of abuse
of women and girls are you aware that happened when there was lockdown in
this community?

Probe for physical, sexual, and emotional abuse, female circumcision, rape,
transactional sex, forced early marriage, child abuse, and obstetric fistula. Who
are the perpetrators and the victims in the community, etc.

How common is each form of the above-mentioned abuse in the community
during the lockdown?

Were the victims able to access sexual and reproductive health services? In the
case of rape and domestic violence victims.

What do you think were the causes of the abuse?

COVID-19 and perceptions of the impact of gender-based violence

21.

22.

23.

24,

25.

26.

Kindly share with me some of the things that people are now facingin their various
homes since COVID-19 started, especially during the lockdown, in Nigeria over a
year ago.

Has any member of this household been a victim of domestic sexual violence
before?

What caused it and how was the case handled?

Please tell me some of the events/challenges that many homes in your community
faced during the COVID-19 restrictions on movement.

How will you describe the effects of the lockdown on households in your
community in general, and how do you think this differs across gender?

Probe effects on:

Livelihoods,

Income,

Tensions/conflicts in households,

Cases of violence/abuse during the lockdown,

Sources of help during the periods, and

Survival measures among women/men, boys/girls.

VVYVVY

Please share with me the measures men/women are taking to cope with the
challenges of COVID-19.
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Probe measure along:

> Livelihood,
> Income,
> Gender roles and tensions in the home font,
> Schooling of children,
> Feeding, and
> Cost of living.
27. What kind of impact do the COVID-19 lockdowns have on family relationships?
Probe:
> Domestic violence (heightened violence between husband and wife),
> Prostitution, and
> Early forced marriage,
Contextual factors

28. What are the factors hindering access to sexual and reproductive health services (a)
when there was a COVID-19 lockdown (b) when there was no COVID-19 lockdown
(individual, familial, and community factors)?

Probe:

>

Inter- and intra-household resources allocation and decision

Probe the following areas: gender roles at the household level: rights to assets
and properties; rights to decision making; sexual rights, etc.

Vi.

How would you describe the value the community places on the education
of the boy/girl child, etc. (note differences in treatment and areas of
similarities).

What is your perception of society's view of preferring a male child over
a female child?

Do you think that religion influences/contributes to access to sexual and
reproductive health?

As per household income, who do you think should oversee the allocation
of the resources to household members?

Who do you think should bring more income to the household?

Do you think men should have more authority over decision-making and
resource allocation in the household?
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vii.  Who makes most decisions in your household about (a) income/money
(how to spend it, who gets what, who gives what, who takes what, etc.?
(b) sexual and reproductive health such as family planning (c) where to
access sexual and reproductive health services.

Inter-and intra-household resources allocation and decisions: Itis also increasingly
recognized thatintra-household resource allocation and decision-making are affected
by multiple factors including individual agency, power and information asymmetries,
supra-household social relations, non-household institutions, inequality, power
relations within and between households, polygamy, relationship to household head,
accessto assets (such as access to land, credit, cash, equipment, and shelter), gender,
socio-cultural norms, poverty, and religion.
> Poverty
1. Theimpacts of increased poverty levels, due to the pandemic, on girls
and women. Has there been anincrease in early (forced) marriages? Have
there been impacts on transactional sex (sex work) because of increased
poverty levels?

i.  Doyouthink that COVID-19 lockdown has created an opportunity
for sexual promiscuity? (Probe: young people engaging in risky
sexual behaviour and early (forced) marriage.

ii. What are some of the socio-cultural issues that you think might
influence sexual promiscuity, early marriage, and unwanted
pregnancy?

» Inequality: Differences in socioeconomic status.

»  Power relations: This has to do with the dominance of authority
or power in the household or in a setting.

»  Socio-cultural norms: culture, value orientation, etc.

»  Perceptions: People's views about a matter or an issue.

29. Do you feel that there has been an increase in childbearing as a result of the
COVID-19 lockdown?

30. What are the negative impacts of the lockdown measures on the delivery of and
access to sexual and reproductive health (SRH) information and services, including
family planning and contraceptives (FPC)?
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31.

32.

33.

34.

What are your suggestions to improve access to sexual and reproductive health
during a lockdown?

How do you think that parents, community and government could improve access
to sexual and reproductive health services?

In your opinion, what parental, community and government supports could
enhance access to sexual and reproductive health services?

Do you have any further comments?

FGD Interview Guide for Adolescents

How do young people of your age find out about relationships, sex, STIs and HIV/
AIDS?

What is the extent of sexual activity among adolescents in this community during
COVID-19? (a) when there was COVID-19 lockdown (b) when there was no COVID-19
lockdown?

What do you know about SRH services? Can you access them? (a) when there was
COVID-19 lockdown (b) when there was no COVID-19 lockdown?

How would you describe the prevalence of STls, HIV/AIDS and early pregnancies
among adolescentsin your society? What factors influence adolescents to engage
in unsafe sexual and reproductive practices that could lead to SRH problems?

Do young people discuss issues of sexuality and reproduction? What discussion
doyoung people have about sex, relationships, contraception, STI, and HIV/AIDS?

Without mentioning names or indicating anyone specifically, what types of abuse
of women and girls are you aware that happened when there was lockdown in
this community?

Probe for: physical, sexual and emotional abuse, female circumcision, rape,
transactional sex, forced early marriage, child abuse, and obstetric fistula. Who
are the perpetrators and the victims in the community, etc.?

Were the victims able to access sexual and reproductive health services? In the case
of rape and domestic violence victims (a) when there was a COVID-19 lockdown
and (b) when there was no COVID-19 lockdown?

What measures do you think are used to prevent STls, HIV/AIDS, and early
pregnancies in your society during COVID-19 lockdown?
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11.

12.

13.

14.

15.

16.

17.

18.
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What roles did schools,communities, families, and religious institutions play in shaping
adolescents' sexual and reproductive health behaviour during COVID-19 lockdown?

What roles do cultural/social norms play in shaping sexual behaviour in your
community? (Probe about gender, stigma, norms, and traditions).

What influences do your peers have on your sexual and reproductive practices?

What roles do institutions like churches/mosques, schools and others play in
shaping young people's sexual and reproductive behaviour?

What role do you think that the government/political system should play in
promoting SRH for the youth during pandemics?

What impact has the availability of SRH services had on the utilization of SRH by
adolescents during COVID-19 (a) when there was COVID-19 lockdown (b) when
there was no COVID-19 lockdown?

What factors do you feel could lead to reduced utilization of SRH services by
adolescents during the COVID-19 lockdown?

How would you describe the quality of care in the SRH facility during the COVID-19
lockdown?

How would you like the quality of care at an SRH facility to be during the COVID-19
lockdown?

What recommendations would you make towards making SRH programmes
in order to attract more adolescents and adults to use the services during the
COVID-19 lockdown?

Access to sexual and reproductive health and preventive measures used

19.

20.

21.

What prevention measures do you think that most adolescents have been using
to prevent SRH problems: STls, HIV/AIDS, and early pregnancy?

What are the factors that you perceive could enhance or hinder adolescents from
adopting preventive measures for SRH problems during the COVID-19 lockdown?

Do you have time to discuss with your sexual partners issues related to sex,
contraception, STI, HIV/AIDS, and early and unwanted pregnancy?
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22.

23.

24,

25.

26.

27.

28.

29.

Did you hear/know about availability of any special SRH services during the
COVID-19 lockdown? Who uses these services and why? (a) when there was
COVID-19 lockdown (b) when there was no COVID-19 lockdown?

Which of the sexual reproductive health services are available for your use (a)
when there was COVID-19 lockdown (b) when there was no COVID-19 lockdown?

What comment would you give on the effect of the location and setting of SRH
services to attracting adolescents to use the services during the lockdown?

Are the sexual reproductive health services affordable, acceptable, appropriate,
and of quality care (a) when there was COVID-19 lockdown (b) when there
was no COVID-19 lockdown? Let them discuss the affordability, acceptability,
appropriateness, and the quality of care in accessing SRH services.

What factors could hinder adolescents from using such services during COVID-19
(a) when there was COVID-19 lockdown (b) when there was no COVID-19 lockdown?

What factors could facilitate adolescents from using such services during COVID-19
(a) when there was COVID-19 lockdown (b) when there was no COVID-19 lockdown?

What do you think could be done in order to attract more adolescents to SRH
services at health facilities during a pandemic?

How would you like the quality of services at SRH facility to be like so that you
would be interested to visit the facility during a pandemic?

What are the factors hindering access to sexual and reproductive health services
during and after lockdown (individual, familial, and community factors)

30.

31

Probe:

Inter- and intra-household resources allocation and decision-making,
Poverty,

Inequality,

Power relations,

Socio-cultural norms, and

Perceptions.

YVVVYVYVYY

What are the negative impacts of the lockdown measures on the delivery of and
access to sexual and reproductive health (SRH) information and services, including
family planning and contraceptives (FPC)?

What are your suggestions to improve access to sexual and reproductive health
during a lockdown?
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32. How do you think that parents, community, and government could improve access
to sexual and reproductive health services?

33. In your opinion, what parental, community, and government supports could
enhance access to sexual and reproductive health services?

34. Do you have any further comments?
IDI for Community and Religious Leaders

1. Doyou think that people were able to access the medical services needed during
the COVID-19 lockdown? And how does it differ across gender?

2. What are your opinions/perceptions about access to sexual and reproductive
health services during the COVID-19 lockdown?

3. Without mentioning names orindicating anyone specifically, what types of abuse
of women and girls are you aware that happened when there was lockdown in
this community?

4. Probe for physical, sexual and emotional abuse, female circumcision, rape,
transactional sex, forced early marriage, child abuse, and obstetric fistula. Who
are the perpetrators and the victims in the community, etc.?

5. Werethevictimsable to access sexual and reproductive health services? In case of
rape, domestic violence victims (a) when there was COVID-19 lockdown (b) when
there was no COVID-19 lockdown?

6. Wereindividuals or households able to access medical services which specifically
relate to family planning services, sexual and reproductive health facilities,
domestic violence, male (in)fertility services, incidences of unwanted pregnancy,
amongst others? And how do you think that access differ by gender?

7. Does the public know about getting information on healthy sexuality? Probe for
how they get information and knowledge.

8. Canyoudescribe the pattern of accessing sexual and reproductive health services
during the lockdown? Were people able to access them, which of them were
available during the COVID-19 lockdown, what were the challenges, etc.?

Probe for their opinions on:
»  Availability,
»  Affordability,
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»  Acceptability,
»  Appropriateness, and
»  Quality care in accessing SRH services.

Contextual factors

9. What are the factors hindering access to sexual and reproductive health services
(a) when there was COVID-19 lockdown (b) when there was no COVID-19 lockdown
(individual, familial, and community factors)?

Probe:

Inter- and intra-household resources allocation and decision-making

Probe the following areas: gender roles at the household level: rights to assets
and properties; rights to decision-making; sexual rights, etc.

i How would you describe the value the community places on the education
of the boy/girl child, etc.? Note differences in treatment and areas of
similarities.

ii. What is your perception about society's view of preferring a male child
over a female child?

iii.  Doyouthinkthatreligioninfluences/contributes to access to sexual and
reproductive health?

iv.  Asperhouseholdincome, who doyou think should oversee the allocation
of the resources to household members?

V. Who do you think should bring more income to the household?

vi.  Doyouthink men should have more authority over decision-making and
resource allocation in the household?

vii.  Who makes most decision in your household about (a) income/money
(how to spend it, who gets what, who gives what, who takes what, etc.?
(b) sexual and reproductive health such as family planning (c) where to
access sexual and reproductive health services?

Inter- and intra-household resources allocation and decision: It is also increasingly
recognized thatintra-household resource allocation and decision-making are affected
by multiple factors including individual agency, power and information asymmetries,
supra-household social relations, and non-household institutions, inequality, power
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relations within and between households, polygamy, relationship to household head,
accessto assets (such as access to land, credit, cash, equipment, and shelter), gender,
socio-cultural norms, poverty, religion.

Poverty

10.

11.

12.

13.

14.

15.

16.

Theimpacts of increased poverty levels, due to the pandemic, on girlsand women.
Has there been increase in early (forced) marriages? Have there been impacts on
transactional sex (sex work) because of increased poverty levels?

i. Do you think that COVID-19 lockdown has created opportunity for sexual
promiscuity? (Probe: young people engaging in risky sexual behaviour
and early (forced) marriage.

ii. What are some of the socio-culturalissues that you think might influence
sexual promiscuity, early marriage, and unwanted pregnancy?

> Inequality: Differences in socioeconomic status.

> Power relations: This has to do with dominance of authority or
power in the household or in a setting.

> Socio-cultural norms: culture, value orientation, etc.

> Perceptions: People’s views about a matter or an issue.

Do you feel that there has been an increase in childbearing as a result of the
COVID-19 lockdown?

What are the negative impacts of the lockdown measures on the delivery of and
access to sexual and reproductive health (SRH) information and services, including

family planning and contraceptives (FPC)?

What are your suggestions to improve access to sexual reproductive health during
a lockdown?

How do you think that parents, community and government could improve access
to sexual and reproductive health services?

In your opinion, what parental, community and government supports could
enhance access to sexual and reproductive health services?

Do you have any further comments?
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Question Guide for Health Service Providers

1. Whatsexual and reproductive health (SRH) services are provided at your facility?
Who can access these services? (a) when there was COVID-19 lockdown (b) when
there was no COVID-19 lockdown?

2. What guidelines/policies does your facility use for the provision of SRH services
to theyouth and adult? Do these guidelines consider adolescents as an important
group to receive SRH services during COVID-19 lockdown?

3. Whatfactors do you think affect adolescents and adults' utilization of SRH services
at your facility? How do you think that these differ between men and women?

4. What measures were taken to ensure that quality services are provided to the
youth and adult? (a) when there was COVID-19 lockdown (b) when there was no
COVID-19 lockdown?

5. What were the attitudes of the health service providers towards provision of SRH
services? (a) when there was COVID-19 lockdown (b) when there was no COVID-19
lockdown?

6. How would you describe the availability of supplies and other resources for the
operations of the facility? (a) when there was COVID-19 lockdown (b) when there
was no COVID-19 lockdown?

7. What problems does your facility face in the provision of SRH services? (a) when
there was COVID-19 lockdown (b) when there was no COVID-19 lockdown?

8. Are the sexual reproductive health services affordable, acceptable, appropriate,
and of quality care (a) when there was COVID-19 lockdown (b) when there
was no COVID-19 lockdown. Let them discuss the affordability, acceptability,
appropriateness, and the quality care in accessing SRH services.

9. What procedures do you follow when a client visits your facility for SRH services?
Ask also about confidentiality, privacy, physical examination, and follow up care
(a) when there was COVID-19 lockdown (b) when there was no COVID-19 lockdown.

Appropriateness

10. What comment would you give on the effect of the location and setting of your
clinic to attracting adolescents to use the services during the lockdown?
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12.

13.

14.

15.

16.

17.

18.

19.

20.
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What would you say is the government/political commitment towards promotion
of SRH services during the lockdown?

What strategies were used to mobilize the community and the youth about the
availability of SRH services during the COVID-19 lockdown?

What measures do you have in place to promote gender equity and equality
to eliminate gender-based discrimination during service provision during the
COVID-19 lockdown?

What cadre of staff do you have at your facility during the COVID-19 lockdown?
Are both male and female providers available? What about youth counsellors?

What do you think has been the role/effects of the community in supporting/
encouraging adolescents and adult to use SRH services at your facility during the
lockdown?

Did your facility initiate any specialized SRH programme (online or virtual services,
etc.) during the COVID-19 lockdown? Who were involved in the designing of the
programme? What roles did each stakeholder play?

In your opinion, what has been the effect of SRH service provision on the rate of
utilization by adolescents and adult? (a) when there was COVID-19 lockdown (b)

when there was no COVID-19 lockdown?

What do you think can be done in order to promote utilization of SRH by
adolescents and adult during any pandemic?

What are your suggestions to improve access to sexual and reproductive health
during any future pandemic lockdown?

Do you have any further comments?
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