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Introduction 

There is a growing body of literature on illness and disability in disaster settings, 

including research on accessing medications during and after disasters [1, 5, 22, 43, 50, 

52, 55]. Disaster preparedness guidelines and practices stipulate that patients should 

have one to three months’ worth of medication on-hand in case of disaster [1, 12]. 

Research has detailed the difficulty in obtaining three months’ worth of medication 

ahead of time, due to insurance policies and pharmacy practices [1, 5, 55]. Due to the 

near impossibility of obtaining the suggested amount of needed medications before 

disaster, people need to think quickly and improvise in times of disaster to maintain their 

health [1, 5, 55].  

 Despite the increasing focus on health management in disaster settings and the 

intersection of gender and disaster [2, 16, 17, 18, 19, 21, 37, 46], there is a lack of 

empirical studies concerning women’s access to reproductive healthcare during and 

after disasters. The Institute of Medicine (IOM) declared contraceptives to be an 

essential resource in maintaining women’s reproductive health [33]. Even during times 

of normality, however, women’s reproductive health needs are often not viewed as 

needs nor healthcare and are sometimes viewed as morally reprehensible [4].  

 With a hegemonic public perception of women’s reproductive healthcare as 

unimportant, superfluous, optional, and/or morally wrong, how are state-level 

contraceptive policies and emergency refill laws constructed in a way that may 

compromise women’s ability to maintain an emergency supply of contraceptives and/or 
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hinder their contraceptive access in disaster settings? Using an inductive qualitative 

approach and content analysis, I compare Illinois’ and North Carolina’s contraceptive 

policies, Title X clinic availability, and emergency refill policies, where one state has 

more progressive contraceptive policies than the other. Specifically, I analyze (1) state-

level private insurance contraceptive laws, (2) state-level Medicaid contraceptive laws, 

and (3) the availability of Title X contraceptive sites in both states. I then turn to (3) an 

analysis of North Carolina’s and Illinois’ emergency refill laws, where I find that only one 

state has such a law in place. This paper concludes with a discussion of implications, 

limitations, and directions for future research. 

Literature Review 
 
 Disaster and Illness, Disability, and Healthcare  

Researchers are paying increasing attention to illness, disability, and healthcare 

access in disaster settings [1, 5, 22, 43, 50, 52, 55]. These studies focus on patient and 

provider experiences as well as organizational-level perspectives and suggestions for 

future policies. Research has found that providers consider certain chronic diseases to 

be medical management priorities, including mental health, diabetes mellitus, 

respiratory illness, cardiovascular disease, and cancer [1]. In one such study, the most 

oft-cited barrier to providing care was maintaining medicinal continuity, which often 

stems from lack of medical record information and knowledge, as well as financial 

constraints. Researchers suggest that insurance companies relax their policies so that 

patients can obtain advanced prescription refills, adequate education to improve 

medical knowledge, and make health records more accessible to patients [1]. 
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Several researchers have examined patient perspectives in disaster settings [5, 

16, 43, 46, 50, 52]. Chronically ill and disabled individuals are less likely to have general 

emergency preparedness items but are more likely to have medication supplies on-

hand in case of a disaster [5]. The necessity for daily focus on health-related needs 

prompts these individuals to prioritize having medication ready in case of an emergency 

or disaster. During disasters, disabled individuals found aid in able-bodied coworkers, 

friends, and neighbors. Despite the trend of being adequately assisted during disasters, 

lack of incorporation of disabilities into disaster protocols lead disabled individuals to 

sometimes be left behind in disasters or otherwise suffer [52]. Thus, many disabled 

individuals in these studies call for more attention to disability-specific needs during and 

after disasters [52, 55]. Some researchers have focused specifically on disabled 

children in disaster settings [50], finding that disabled children have a higher 

vulnerability to loss of or separation from their caregivers, higher risk exposure, and 

poor post-disaster outcomes, yielding further vulnerability among this population.  

Other research focuses on organization-level healthcare access issues [16, 43, 

46]. The National Organization on Disability (2007) published a report revealing that 

some shelters did not adequately identify those with special needs, leading to these 

populations being underserved. Moreover, disability assistance over-emphasized 

medicine as opposed to independent living and advocacy. There is sparse research on 

women’s healthcare access, but researchers have proposed that disaster relief teams 

have experts in maternal health present and that contraceptives should be available 

during disasters through services such as the Strategic National Stockpile [16, 46].  

Improvisation  
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Improvisation is an essential component to Sociology of Disaster theory and has 

been researched extensively by pioneers in the field [14, 15, 35, 36, 39, 45, 54, 60]. 

Improvisation refers to “[reworking] knowledge to produce a novel action in time to meet 

the requirements of a given situation” (39: 1). Particularly applicable to my study is 

Kreps and colleagues’ (1994) measures of organizational change and maintenance of 

social arrangements. Their three-pronged approach consists of (1) the status-role 

nexus, measuring (in)consistency of role allocation, (2) role linkages, measuring 

(dis)continuity of existing role sets, and (3) level of improvisation in role performance, 

post-disaster [36]. These components incorporate both macro-level structuralist and 

micro-level interactionist perspectives, complementing existing improvisational 

theoretical perspectives that utilized a macro-level framework. This theoretical 

framework encompasses role continuity and emergence in disaster settings, where 

more change yields a higher tendency for role-making, and more stability yields a role-

playing tendency. This is apparent in cases of healthcare access in disaster settings 

where, due to the near impossibility of obtaining the suggested amount of needed 

medications before disaster, people often need to improvise to maintain their health [1, 

5, 55]. Patients may do so by rationing their medicines to prolong their limited supply or 

sharing their medications with others who may also need them [1, 5, 55]. 

 Disaster and Gendered Dimensions of Health 

Disasters have a disproportionate effect on women. Women are often ascribed 

roles as household and family caretakers in accordance with classic gender roles [49]. 

Because of women’s roles in helping family members after disasters, for example, their 

ability to participate in education is negatively impacted [37]. Overall, women work 
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harder in the wake of devastation resulting from disasters, spending more time 

collecting and carrying resources home [49]. Disasters make it harder for women to 

fulfill their household duties and responsibilities as well, therefore disproportionately 

impacting women and women’s health [49]. So, although ascribed gender roles 

negatively impact women’s health [29, 53], disasters may have even greater 

consequences for women’s health. 

Resource scarcity heightens and reinforces gender inequality-reproducing 

structures as well. Men seek to retain their dominant positions by preserving unequal 

access to depleted resources, enhancing women’s vulnerability [13, 40]. Moreover, 

disasters impact other household members, including children and sick adults; when 

women must take more time to fulfill their household duties because of disasters, there 

is less time to provide care to others. Women, therefore, carry the heaviest burden 

during times of disasters [11].   

Disasters also negatively impact women’s economic standing and independence 

[7, 18, 61]. They may halt education and cost self-employed women their workspace 

and supplies. Along with destruction of their valuable property, women are the first to 

give up their personal assets to sell in order to care for their families. Due to their 

ascribed roles as family caretaker, women are slower to return to paid work and are 

denied government relief due to the government’s assumption that women are 

supported by their husbands [18]. This loss in economic standing and independence 

leads to a higher risk of poor health among women.   

Despite the physical destruction of workspaces and the halting of their 

educational pursuits, women’s workloads become even heavier in the wake of 
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disasters. For instance, women oversee finding emergency relief assistance, are the 

first to assist the injured, are deeply invested in search and rescue activities, and are 

likely to physically their protect homes and businesses from disasters [18]. Women are 

proactive in mitigating hazardous conditions and preparing their households for 

disasters [18]. Clearly, before, during, and after disasters, women work to ensure the 

needs of others before their own [18]. Thus, women’s health is compromised through 

negligence of their own health to provide for their families and community members. 

It follows that women recover from economic loss resulting from disasters more 

slowly than men. Women’s less empowered status means that men’s recovery takes 

priority, and men lead decision-making efforts in the home. Left with few options to 

economically recover, women instead adapt to their economically disempowered 

positions [18]. Thus, disasters increase women’s economic insecurity and unpaid 

workloads, subsequently negatively impacting their health.   

 Contraception and Women’s Health 

 Even during times of normality, women’s reproductive health needs are often not 

viewed as needs nor healthcare and are sometimes viewed as morally reprehensible. 

Indeed, research examining the contraceptive clause Affordable Care Act (ACA), found 

through analysis of American newspaper articles that women’s health and 

contraceptives were framed as mutually exclusive entities [4]. In these media narratives, 

this distinction went unquestioned to the point where it was mistaken for medical fact. 

Moreover, definitions of contraceptives as abortion-inducing superseded scientific 

definitions, yielding an alarmingly unclear picture of what contraceptives do. 

Compounding this media narrative is the current emergent discourse on women’s 
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reproductive healthcare, including the impending potential to defund Planned 

Parenthood, which reinforces this hegemonic belief that women’s reproductive 

healthcare is more superfluous than necessary. 

Insurance Coverage of Contraceptives: Private Insurance, Medicaid, and the 
Uninsured 

Private Insurance and Contraceptive Coverage 

Before the ratification of the ACA, the United States Department of Health and 

Human Services commissioned the Institute of Medicine (IOM) to compile a list of 

preventive services that are necessary for women’s health [57]. The IOM’s final list of 

women’s preventive health services included well-woman visits, screenings for 

gestational diabetes, Human Papillomavirus testing, counseling for sexually transmitted 

infections, and counseling/screening for Human Immune-Deficiency Virus [57]. The IOM 

also recommended that all United States Food and Drug Administration (FDA) approved 

contraceptive methods be included. Beginning August 1, 2012, employers were 

required to provide these copay-free preventive services to employees as part of the 

ACA [24]. The IOM noted that pregnancy itself is not a disease to be treated. However, 

health problems related to unintended pregnancy can be prevented through 

contraception. Women with unintended pregnancies are more likely to receive 

insufficient or no prenatal care, have depression, or experience domestic violence [33].   

 Although many insurance plans already covered prescription drugs, some did not 

provide coverage for the full range of FDA-approved contraceptive drugs and devices. 

Moreover, while some insurance plans may have covered contraception, the 

contraceptives may not have been cost-free for patients [24]. Despite this overarching, 

federal-level contraceptive clause, there are state-level contraceptive laws pertaining to 
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private insurance that may or may not cover contraceptives, including over-the-counter 

(OTC) contraceptive methods, prescription contraceptive methods, vasectomies, and 

tubal ligation [27]. Additionally, refusal clauses are nested within each state’s law, 

allowing certain employers to be exempt, and these clauses range from limited to 

expansive [27]. These state-level contraceptive laws are analyzed in my forthcoming 

findings. 

  Medicaid and Contraceptive Coverage 

 Medicaid is a public program that provides health coverage to low-income 

individuals and families [31]. While all Medicaid programs are required to cover family 

planning services and contraceptives, the amount of coverage for contraceptives varies 

by state [31]. Of important note is the stark inequality among Medicaid recipients due to 

these differences in state-level Medicaid coverage. Nationwide, 33% of women ages 15 

and older are Medicaid recipients [31]. The ACA provided the opportunity to expand 

Medicaid eligibility to include a higher number of impoverished individuals and families, 

but only half of states pursued this option [31].  

  Contraceptive Access among the Uninsured 

 Eleven percent of women in the United States remain uninsured, despite more 

affordable insurance options made available through the ACA [32]. This percentage of 

uninsured women remains stubbornly high due to financial reasons and broader 

lingering patriarchal frameworks. For instance, women are less likely than men to be 

insured through their own job and are more likely to get their coverage as a dependent 

[32]. This puts currently-insured women at a higher risk of becoming uninsured, whether 



  Berndt 9 
 

this would be due to a spouse’s death or a spouse’s insurer opting to drop family 

coverage [32].  

Uninsured women thus often turn to Title X clinics for their contraceptive and 

family planning needs. Title X refers to a federal block grant for family planning clinics 

[30]. These clinics, which serve over 5 million patients per year, 92% of whom are 

women, can provide access to contraceptive services for little to no cost. Specifically, 

women who have incomes below 100% of the federal poverty line can receive cost-free 

services, and those between 101% and 250% of the federal poverty line are charged on 

a sliding scale basis [30]. Women with incomes over 250% of the federal poverty line 

pay a higher amount that helps the clinic to recover costs of providing services [30]. 

While these Title X clinics make contraceptives more accessible to uninsured women, 

these women are still the least likely to have steady access to contraceptives. 

Methods 
 

Sample 
 
My sample consists of state-level contraceptive-related insurance laws and 

emergency refill pharmacy dispensing laws in the states of North Carolina (NC) and 

Illinois (IL). I have selected NC and IL as sample cases after an initial search of 

contraceptive healthcare policies revealed less progressive and more progressive 

contraceptive clauses within these two states’ healthcare laws, respectively.1 Analyzing 

two states with vastly different state-level contraceptive laws provides a meaningful 

                                                 
1 See the Findings section for more information. 
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contrast in examining this research topic. As women of reproductive age2 in NC and IL 

are insured through either private or public insurance, I have chosen to examine state-

level contraceptive policies concerning both private insurance and Medicaid.3 A small 

percentage of women remain uninsured, so I analyze the availability of Title X family 

planning services and clinic sites for NC and IL as well. State-level contraceptive policy 

data, Title X data, and Emergency refill law data were obtained from the Guttmacher 

Institute [24-28], Henry J. Kaiser Family Foundation [30-32], NC Administrative Codes 

[44], Office of Population Affairs [47], Planned Parenthood Federation of America [51], 

and Walls and colleagues [59]. 

Qualitative Inductive Approach and Content Analysis 

 For this study, I use a qualitative inductive approach. This approach is 

appropriate, given my research question, as it helps to (a) consolidate raw, textual data 

into a concise summarizing form, (b) create linkages between research objectives and 

findings from raw data, and (c) establish a framework of understandings or processes 

present in raw data [56]. This generalized inductive research approach provides a 

simplified way to derive reliable and valid findings compared to other extensive 

qualitative research methods. For the scope and the amount of data involved, this 

straightforward approach is ideal. 

 In this study, I employ content analysis to explore patterns and themes among 

state-level contraceptive-related and emergency refill pharmacy dispensing policies. 

                                                 
2 Throughout this paper, “reproductive age” refers to ages 15 to 44. Although women can have children 
outside of this age range, most reproduction scholars define “reproductive age” with this age range [3, 23, 
62]. 
3 I exclude Medicare because my focus is on women of reproductive age, and Medicare covers 
individuals aged 65 and older. Additionally, my sample does not include Tricare policies or Indigenous 
Health Services policies. 



  Berndt 11 
 

Because these policies are somewhat brief, I tracked content analysis through an Excel 

spreadsheet, listing different components of each policy. For example, in state-level 

private insurance policies, I noted whether the refusal clause was expansive, broader, 

or limited. In state-level Medicaid policies, I noted whether prescription contraceptives, 

OTC contraceptives, and/or sterilization procedures were covered. I then compared the 

data from the states of NC and IL to compile my findings. 

Contraceptive Need and Insurance Coverage for Women in NC and IL 

North Carolina and Illinois have similar female populations who need 

contraceptive services and supplies. Data from the Guttmacher Institute [26] and the 

Kaiser Family Foundation [31] show that 22% of women in NC need contraceptive 

services and supplies, while 24% of IL women share the same need. In NC, 64% of 

reproductive-age women are covered by private insurance, and in IL, that figure rests at 

66%. A higher percentage of reproductive-age women in NC (25%) have Medicaid 

coverage than in IL (14%). Finally, 9% of NC women and 16% of IL women are 

uninsured [26]. Despite a low percentage of uninsured women, over half of women in 

need of contraceptive services and supplies in both states are also in need of publicly-

funded contraceptive services and supplies [26]. Two states with similar populations of 

women in need of contraceptive services creates the foundation for an “apples-to-

apples” comparison and analysis of contraceptive-related policies, Title X clinic 

availability, and emergency refill laws. 

Findings 
 

State-Level Contraceptive Laws in NC and IL: Private Insurance 
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North Carolina’s state-level private insurance contraceptive laws only cover 

prescription methods of contraception, while IL covers OTC methods, male sterilization, 

and female sterilization [27]. Moreover, NC has “broader refusal provisions” set in place, 

which “allow churches, associations of churches, religiously affiliated elementary and 

secondary schools, and, potentially, some religious charities and universities to refuse 

[to cover FDA-approved contraceptives]; hospitals are not allowed to refuse” [27]. Of 

relevance to this study, insurance policies in IL cover an extended supply of 

contraceptives, while NC insurance policies do not. Guttmacher Institute [27] defines 

“extended supply” as: 

Go[ing] beyond the federal guarantee by requiring coverage for contraceptive 
methods that are available over the counter without requiring the patient to first 
obtain a prescription, ensuring that women may receive a six-months or one-year 
supply of a method at once (rather than a one- or three-month supply, as is 
typical) or requiring coverage of male sterilization without out-of-pocket costs. 
 
North Carolina covers only prescription methods, does not cover extended 

supplies of contraceptives, and the “refusal provisions” set in place are categorized as 

“broader,” while IL covers a wider range of contraceptive methods and has more limited 

refusal provisions.  

State-Level Contraceptive Laws in NC and IL: Medicaid 

 North Carolina and Illinois, largely, have similar state coverage of contraceptive 

methods in traditional Medicaid programs [59]. Both IL’s and NC’s traditional Medicaid 

programs cover 20 forms of prescription contraceptives, three forms of long-acting 

reversible contraceptives,4 and two forms of emergency contraceptives [59]. The two 

states only differ in their coverage of OTC contraceptives, where IL traditional Medicaid 

                                                 
4 Long-acting reversible contraceptives, sometimes referred to as LARC, include contraceptive implants 
and intrauterine devices (IUDs) [59]. 
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covers four forms and NC traditional Medicaid covers none. This is remarkably similar to 

private insurance state-level contraceptive laws in these states; recall how IL covers 

OTC contraceptives in private insurance, while NC does not.  

Of important note is that one form of emergency contraception, commonly known 

as “the morning after pill” is available OTC. While prescriptions for emergency 

contraceptives may be covered under Medicaid in NC, OTC emergency contraceptives 

are not. The efficacy of emergency contraceptive pills is dependent upon its ingestion in 

a timely manner, within 72 hours of unprotected sexual intercourse [47]. This means 

that if a woman with Medicaid in NC is unable to obtain a prescription for an emergency 

contraceptive pill quickly enough, then she may have to pay for the OTC emergency 

contraceptive at a nearby drug store in full, which can cost between $35 to $60 [47]. 

Emergency contraceptives are one of many types of contraceptives that should be 

readily accessible by women with Medicaid. Unfortunately, women with Medicaid in 

states such as NC are far less likely to have steady access to contraceptives than both 

(1) women with private insurance within and outside of the state and (2) women with 

Medicaid in states with more progressive Medicaid policies, such as IL. 

 State-Level Title X Family Planning Services in NC and IL 

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

component of women’s health maintenance. Indeed, over half of women in need of 

contraceptive services in both NC and IL used publicly-funded family planning centers 

to access contraceptive needs [26]. Thus, it is important to examine the availability of 

Title X family planning centers in these states.  
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In Illinois, there are 87 Title X service sites, 17 of those being Planned 

Parenthood sites, and at least 20 of those being specified youth centers [47, 51]. This is 

important, as Title X clinics ensure anonymity of clients and do not require parental 

assent for services; family planning services directed towards youth thus aid in 

preventing teen pregnancies. Moreover, many of these Title X clinics stock 

contraceptives on-site, making it easier for (1) young women with unstable or no 

personal transportation and (2) young women who fear being discovered by friends or 

relatives at pharmacies to fill any prescriptions or obtain any OTC contraceptives.  

North Carolina has a total of 37 Title X family planning service sites, less than 

half the amount of IL’s service sites [47]. Similarly, NC has about half the amount of 

Planned Parenthood sites as IL, with only nine sites state-wide [51]. Moreover, none of 

these sites appear to be youth-focused. Recall that, thus far, NC has private insurance 

laws in place that contain broader refusal clauses, and both private insurance and 

Medicaid laws cover fewer contraceptive options than Illinois. This means that even 

insured women in NC have fewer options and fewer publicly-funded sites to turn to. 

Moreover, these women are not guaranteed insurance coverage of contraceptives, as 

their employer could refuse to cover contraceptives altogether. If it is this difficult for 

insured women to obtain contraception, uninsured women face compounded difficulty in 

obtaining contraception through Title X clinics, as half the amount of Title X clinics as IL 

are attempting to serve approximately the same number of women seeking family 

planning care [26]. 

 Emergency Refill Policies in NC and IL  
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 As noted above, it is often difficult for patients to obtain medication to keep on-

hand in case of an emergency or disaster [1, 5, 55]. However, some states have 

emergency refill policies in place that allow pharmacists to dispense prescription 

medications without practitioner authorization [34]. This allows patients to keep an 

emergency supply of their medications. However, the amount of medication 

pharmacists can dispense varies by state, where some states only allow a 72-hours’ 

supply, and others allow the dispensing of a more-than-30-days’ supply [34]. Fifteen 

states, however, have no emergency refill policies in place [34].   

Illinois is one such state with no emergency refill policy [34]. This, of course, 

makes it difficult for women to have an adequate supply of contraceptives on-hand in 

case of an emergency or disaster. Citing the literature above, this may lead women to 

skip doses of prescription contraceptives to accumulate an emergency supply of 

contraceptives. In disaster settings, women may feel the need to share their 

contraceptives with others, as women maintain their caretaker and selfless roles even 

during disaster situations [2, 17, 18, 19, 21]. 

 North Carolina, however, has a generous emergency refill policy in place. 

Pharmacists can dispense a one-time emergency refill of up to a 30-day supply of 

prescribed medication, if: 

(1) The prescription is not for a Schedule II controlled substance; (2) The 
medication is essential to the maintenance of life or to the continuation of therapy 
in a chronic condition; (3) In the pharmacist’s or permit holder’s professional 
judgment, the interruption of therapy might reasonably produce undesirable 
health consequences; (4) The dispensing pharmacist or permit holder creates a 
written order containing all of the prescription information required […]; (5) The 
dispensing pharmacist or permit holder notifies the prescriber or the prescriber’s 
office of the emergency dispensing within 72 hours after such dispensing [44]. 
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While this policy does state that 30-day emergency refills are legal and 

obtainable, there are many caveats to note. First, are points (2) and (3), where the 

medication must be essential to continuation of therapy, and the pharmacist 

professionally determines that there will be negative health consequences of 

discontinuing therapy. While contraceptive maintenance is essential for its efficacy, 

recall that researchers found that women’s health is often framed as superfluous and 

unnecessary, and contraceptive use is sometimes viewed as morally reprehensible [4]. 

The power, in this law, is in the pharmacist’s hands, entirely. If prescription 

contraceptives are not considered essential nor important, a pharmacist could refuse to 

provide an emergency refill. In NC, this could certainly occur as demonstrated by the 

less progressive contraceptive-related insurance policies and sparse availability of Title 

X clinics. North Carolina’s policies favor women’s healthcare less than other states. 

Therefore, while NC has an emergency refill law, the need for an emergency supply of 

prescription contraceptives may not be considered serious enough by the pharmacist.  

Discussion 
 

While NC and IL have had a similar amount of disaster declarations, NC has 

endured more widespread, severe disasters with long-lasting impacts [20]. Additionally, 

NC has some of the least progressive private insurance and Medicaid contraceptive 

policies in the nation. Compounding this is the lack of Title X sites in NC that are 

evermore needed, as, over the span of four years, there was a greater than seven 

percent increase in the number of women who needed publicly-funded contraceptive 

services [26]. In 2017, legislators proposed banning abortion in NC [28], and while 
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abortion and contraception are mutually exclusive, abortion is conflated with 

contraception in the media [4].  

 Heightened susceptibility to severe, widespread disasters with long-lasting 

impacts, coupled with regressive laws and legislation concerning women’s reproductive 

health, yields a toxic equation that could result in negative consequences for women in 

disaster settings in NC. While NC boasts an emergency refill law that other states lack, 

this law leaves the decision to dispense emergency refills up to the pharmacists’ 

“professional judgement.” As the IOM declared contraceptives to be essential in 

maintaining women’s health [33], it is reasonable that pharmacists would judge 

contraceptives to be important enough to warrant emergency refills. However, studies 

found that pharmacists’ “deeply held values” dissuade them from dispensing 

contraceptives they morally disagree with [10 ,41]. Less progressive legislation sends a 

message that women’s health is unimportant, and this may facilitate pharmacists’ 

refusal to dispense emergency refills of contraception. 

 Directions for Future Research 

 This paper provides a beginning in examining contraceptive access in disaster 

settings. As contraceptives are essential for women’s health [33], any study of 

contraceptive access is a needed contribution to the literature on disaster and 

healthcare access. Scholars could expand upon this study by interviewing women about 

accessing contraceptives in disaster settings and in normal times, showing how these 

macro-level policies impact women’s reproductive healthcare access. Additionally, 

researchers could employ quantitative methods to illuminate broader patterns of 

contraceptive access in disaster settings on state or national levels.  
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 Additionally, researchers could examine pharmacists’ decision-making in 

dispensing emergency refills. As some states dispense up to a 72-hour supply and 

others dispense up to a “reasonable amount,” [34] it would be fruitful to study 

pharmacists operating within this variety of emergency refill laws. A study could be 

structured where pharmacists are presented with vignettes, explaining why they would 

dispense emergency refills for certain medications. This expands upon findings of 

women’s health being under-prioritized [4] and would provide a clearer picture of the 

ability for women to have an emergency supply of contraceptives on-hand.  

Conclusions  
 
 There is a lack of empirical research on women’s access to reproductive 

healthcare in disaster settings. By starting with an analysis of current contraceptive 

policies, Title X clinic availability, and emergency refill laws, we visualize the framework 

within which women can (1) maintain an emergency supply of prescription 

contraceptives and (2) maintain access to contraceptives in disaster settings. By 

analyzing IL’s and NC’s contraceptive policies spanning private insurance and 

Medicaid, along with Title X sites, it is clear that IL has much more progressive laws, 

where more prescription and OTC contraceptives are covered under private insurance 

and Medicaid, and Title X family planning clinics are more numerous. This allows 

women to more easily access and maintain access to contraceptives in times of 

normality, increasing the likelihood that they will sustain this access in disaster settings.  

Despite its progressive contraceptive policies and numerous Title X sites, IL has 

no emergency refill laws in place, making it difficult for women to have an emergency 

supply of prescription contraceptives on-hand in case of a disaster. NC has a generous 
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emergency refill law in place, where pharmacists can dispense up to a 30-day supply of 

medication without provider approval [34, 44]. Dispensing of this refill, however, is 

entirely dependent on whether the pharmacist finds it to be necessary for the patient’s 

health. When media narratives frame contraceptives and as unnecessary [4], and in a 

state where contraceptive policies are less progressive, might pharmacists be less likely 

to dispense emergency refills for contraceptives? North Carolina is vulnerable to severe, 

widespread disasters with lasting impacts [20], making this topic even more crucial to 

research. Researchers should interrogate the decision-making among pharmacists 

through interviews or vignettes. Additionally, research on contraceptive access during 

and after disasters through in-depth interviews would paint a fuller picture of women’s 

reproductive healthcare maintenance in disaster settings. 
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