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Abstract 

Background:  Pacific Island countries are vulnerable to disasters, including cyclones and earthquakes. Disaster pre-
paredness is key to a well-coordinated response to preventing sexual violence and assisting survivors, reducing the 
transmission of HIV and other STIs, and preventing excess maternal and neonatal mortality and morbidity. This study 
aimed to identify the capacity development activities undertaken as part of the SPRINT program in Fiji and Tonga and 
how these enabled the sexual and reproductive health (SRH) response to Tropical Cyclones Winston and Gita.

Methods:  This descriptive qualitative study was informed by a framework designed to assess public health emer-
gency response capacity across various levels (systems, organisational, and individual) and two phases of the disaster 
management cycle (preparedness and response). Eight key informants were recruited purposively to include diverse 
individuals from relevant organisations and interviewed by telephone, Zoom, Skype and email. Template analysis was 
used to examine the data.

Findings:  Differences in the country contexts were highlighted. The existing program of training in Tonga, invest-
ment from the International Planned Parenthood Federation (IPPF) Humanitarian Hub, the status of the Tonga Family 
Health Association as the key player in the delivery of SRH, together with its long experience of delivering contract 
work in short time-frames and strong relationship with the Ministry of Health (MoH) facilitated a relatively smooth 
and rapid response. In contrast, there had been limited capacity development work in Fiji prior to Winston, requiring 
training to be rapidly delivered during the immediate response to the cyclone with the support of surge staff from 
IPPF. In Fiji, the response was initially hampered by a lack of clarity concerning stakeholder roles and coordination, but 
linkages were quickly built to enable a response. Participants highlighted the importance of personal relationships, 
individuals’ and organisations’ motivation to respond, and strong rapport with the community to deliver SRH.

Discussion:  This study highlights the need for comprehensive activities at multiple levels within a country and across 
the Pacific region to build capacity for a SRH response. While the SPRINT initiative has been implemented across sev-
eral regions to improve organisational and national capacity preparedness, training for communities can be strength-
ened. This research outlines the importance of formalising partnerships and regular meetings and training to ensure 
the currency of coordination efforts in readiness for activation. However, work is needed to further institutionalise SRH 
in emergencies in national policy and accountability mechanisms.
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Background
Pacific Island countries (PICs) and territories are some 
of the most vulnerable to natural hazards, the effects of 
which are exacerbated by poor development and climate 
change [1]. Many PICs are situated within or close to the 
Typhoon Belt and the boundary between the Austral-
ian and the Pacific tectonic plates, increasing the risk of 
cyclones, hurricanes, flooding, earthquakes, tsunamis, 
and volcanic eruptions [2]. The sexual and reproduc-
tive health and rights (SRHR) of women, girls, men, and 
boys and gender diverse individuals are significant health 
concerns in all humanitarian contexts, including those 
caused by natural hazards. The risk of sexual violence 
increases in insecure and unstable settings and in con-
texts where protection from legal, social and community 
support systems have been undermined by displacement 
or disruption [3]. Humanitarian contexts may increase 
risk factors for sexually transmitted infections (STIs), 
including HIV and disrupt access to treatment and pre-
vention services [4]. Maternal mortality is reportedly ten 
to 30 percent higher in humanitarian contexts compared 
with non-crisis settings [5]. In these contexts, women and 
girls will often give birth without skilled birth assistance 
or necessary resources, increasing the risk of prevent-
able mortality and morbidity. A lack of access to newborn 
care can also jeopardise infant survival [6].

In response to these critical health needs, the Inter-
agency Working Group on Reproductive Health in 
Crises (IAWG) has developed a set of objectives, activi-
ties, information, and resources focused on: prevent-
ing sexual violence and assisting survivors, reducing the 

transmission of HIV, and managing STIs, preventing 
excess maternal and neonatal mortality, preventing unin-
tended pregnancies, and moving to comprehensive SRH 
services as soon as possible [7]. These aims are encom-
passed in the Minimum Initial Service Package for Sex-
ual and Reproductive Health in Crisis Situations (MISP), 
a coordinated set of priority activities to be delivered in 
response to SRH needs. The Sphere Humanitarian Char-
ter and Minimum Standards in Disaster Response have 
incorporated the MISP for SRH as a minimum standard 
of care in humanitarian response [8]. The MISP for SRH 
was initially proposed in the mid-1990s, and updated 
objectives and activities were included in the Inter-
agency Field Manual on Reproductive Health in Human-
itarian Settings of 2010 and most recently in 2018 (See 
Fig. 1).

In 2007, IPPF, with support from the Australian Gov-
ernment, launched the Sexual and Reproductive Health 
in Crisis and Post-Crisis Situations (SPRINT) initiative. 
SPRINT was established to improve the health outcomes 
of crisis-affected populations, focusing on reducing SRH-
related morbidity and mortality. This initiative is led by 
IPPF in collaboration with its Member Associations and 
other national and international partners and is dedi-
cated to building country capacity to implement global 
standards, including the MISP, in crisis contexts [9]. 
IPPF is the world’s largest federated reproductive health 
Non-government organisation, providing SRH services in 
more than 160 countries with a strong presence in nine 
Pacific Island Countries [10]. The current phase of the 
SPRINT initiative is implemented with 13 locally-owned 
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staff across a number of organisations including the Ministry of Health (MoH). These preparedness efforts facilitated 
a smooth and rapid response. In Fiji, the response was initially affected by a lack of training, role clarity and coordina-
tion, but linkages were quickly built to deliver care and services. Participants highlighted the importance of personal 
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Member Associations, including the Reproductive and 
Family Health Association of Fiji (RFHAF) and the Tonga 
Family Health Association (TFHA) in the Pacific [11].

Since its launch, there have been three phases of 
SPRINT (2007–2021). Activities under the initiative have 
included advocacy for the MISP, MISP coordination, 
capacity building, institutional strengthening, and SRH in 
Emergency (SRHiE) service delivery/response. The pro-
gram aims to raise the profile of the MISP and promote a 
comprehensive approach to reproductive health that con-
siders pre, during, and post-crisis phases. The establish-
ment and on-going support of national SRH coordination 
mechanisms and the provision of capacity building and 
tools to prepare and respond in the acute phases of cri-
ses are central to these aims. SPRINT also works to sup-
port the integration of the MISP into country emergency 
response and disaster risk reduction policies.

In 2017, IPPF established its Global Humanitarian 
Hub in Bangkok and the Pacific Humanitarian (sub-) 
Hub in Suva. These coordinate humanitarian work 
across the East and Southeast Asia and Oceania Region 
(ESEAOR) and the South Asia Region (SAR) in collabo-
ration with Member Associations and other national 
and international partners. In 2018, IPPF launched its 

global Humanitarian Strategy (2018–2022), demonstrat-
ing a commitment to an integrated and comprehensive 
approach to SRHR in emergencies and linking this work 
to its long-term development mandate [12]. A critical 
component of this is the “colocation of the Sub-Regional 
Office for the Pacific (SROP) and Pacific Humanitarian 
Hub in Suva to coordinate and share lessons between 
humanitarian and development programming in the 
Pacific” [12]. The United Nations Population Fund 
(UNFPA) plays a critical role in supporting the work of 
IPPF at the regional and country-level by prepositioning 
reproductive health kits containing essential drugs, basic 
equipment and supplies needed to provide SRH care in 
crise [13].

The Pacific Island countries of Fiji and Tonga regularly 
experience cyclones, and in the period 2016–2018 had 
introduced preparedness measures under the SPRINT 
program. On the 20th of February 2016 Severe Tropical 
Cyclone Winston, the most intense tropical cyclone (cat-
egory 5) in the Southern Hemisphere on record, reached 
maximum intensity near Fiji, causing extensive damage 
and 44 deaths. On the 12th of February 2018, Category 
4 Tropical Cyclone Gita, the worst the country had expe-
rienced in 60  years, peaked, severely impacting Tonga. 

MISP for SRH Objec�ves (2010) MISP for SRH Objec�ve (2018 update)
Ensure health cluster/sector iden�fies 
agency to LEAD implementa�on of MISP 
Prevent sexual violence & assist survivors
Reduce transmission of HIV
Prevent excess maternal and neonatal 
mortality & morbidity 
Plan for comprehensive RH services, 
integrated into primary health care 

Ensure the health sector/ cluster iden�fies 
an organiza�on to lead the implementa�on 
of the MISP
Prevent sexual violence and respond to the 
needs of survivors
Prevent the transmission of and reduce 
morbidity and mortality due to HIV and 
other STIs:
Prevent excess maternal and newborn 
morbidity and mortality
Prevent unintended pregnancies
Plan for comprehensive SRH services 
integrated into primary health care as soon 
as possible. Work with the health 
sector/cluster partners to address the six-
health system building blocks.

Addi�onal Priori�es:
Con�nue family planning
Manage symptoms of sexually transmi�ed 
infec�ons
Con�nue HIV care and treatment.
Distribute hygiene kits and menstrual 
protec�on materials

Other Priority: 
It is also important to ensure that safe 
abor�on care is available, to the full extent 
of the law, in health centres and hospital 
facili�es.

Fig. 1  Objectives of the Minimum Initial Service Package for Sexual and Reproductive Health in Crisis
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This paper reports on research that examined capacity 
development activities undertaken as part of the SPRINT 
program in Fiji and Tonga, and how these enabled the 
SRH response to Cyclone Winston and Cyclone Gita. 
This study identifies the different approaches to capac-
ity building and response in the two settings and deliv-
ers recommendations for future efforts and investment in 
line with the objectives of the MISP.

Methods
This descriptive qualitative study involving eight key 
informant interviews sought to identify activities that 
were carried out by SPRINT partners, including IPPF 
Member Associations (RFHAF and TFHA), other non-
government organisation (NGO) and community-based 
organisations, and the Ministries of Health in Fiji and 
Tonga to foster workforce, organisational and community 
capacity development before Cyclone Winston (2016) 
and Cyclone Gita (2018). In addition, interview questions 
explored how these activities influenced the type, scope, 
and timeline of SRH response to these cyclones and 

mitigated challenges to delivering the MISP. We used the 
reporting guide outlined by O’Brien et al. [14] to present 
our findings.

In this paper, we define capacity development as efforts 
to improve the knowledge and skills of those providing 
SRH care, information, and services, building support 
and infrastructure for organizations, and developing 
partnerships with communities [15]. The research was 
informed by a framework designed to assess public 
health emergency response capacity [16] across various 
levels (systems, organizational, and individual) and the 
phases of the disaster management cycle (preparedness, 
response, recovery, mitigation) (see Figs. 1, 2). This study 
was, however, only concerned with the preparedness and 
response phases.

Study setting
Fiji and Tonga were selected as case studies to explore 
preparedness and response to SRH needs in crises. 
Both countries have a shared experience of tropical 
cyclones but have different cultural and demographic 

Fig. 2  A framework of capacity building in SRH in emergencies adapted from [16]
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contexts. Fiji is a Melanesian country with a population 
of 897,295 (across approximately 100 inhabited islands), 
while Tonga is a Polynesian country with a population 
of 105,845 (across 36 inhabited islands) [17, 18]. While 
both are upper-middle-income countries [19] and have 
youthful populations, Tonga is more densely populated 
(49/km2 compared with 147/km2 in Fiji). SRH indica-
tors also differ across the nations. Fiji has a contraceptive 
prevalence rate (CPR) of 30 percent, while Tonga’s CPR 
is 17%. Adolescent fertility rates are similar in both Fiji 
and Tonga (49 vs. 30 births per 1000 women 15–19 years) 
[17], while the percentage of women subjected to physi-
cal and sexual interpersonal violence in their lifetime 
(2000–2015) differs (64% vs. 40%) respectively [20].

The Fiji National Disaster Management Office 
(NDMO) is the Fiji government’s coordinating body for 
natural disasters. While the Ministry of Health and Med-
ical Services has identified maternal, newborn and ado-
lescent care and gender-based violence amongst the top 
health priorities in a reproductive health response [21], 
SRH in emergencies (SRHiE) is absent from the Fiji Min-
istry of Health Reproductive Health Policy [22] and there 
are SRH-related gaps in the Fiji National Disaster Man-
agement Plan [23] that was current at the time of Cyclone 
Winston. The emergency management and response 
structure in Tonga is led by the National Disaster Coun-
cil (NDC) and directed by a national plan that does not 
include SRH [24]. Disaster management is noted in a 
generic manner in the National Health Strategic plan [25] 
while SRHiE is identified in a government SRHR needs 
assessment [26] published before Cyclone Gita. Both 
countries have adopted a National Cluster System based 
on the UN model. The key clusters involved in any SRHiE 
response include the Health and Nutrition/Health, 
Nutrition and Water, Sanitation and Hygiene cluster (led 
by the national Ministry of Health and co-led by WHO 
and UNICEF) and the Safety and Protection cluster (led 
by the national Ministry of Women and co-led by UN 
women). At the time of cyclone Winston and Gita, the 
2010 version of the MISP for SRH (see Fig.  1) was the 
standard applied in both responses.

Recruitment
Study informants were recruited purposively to engage 
individuals from key organisations, and included staff 
who were directly involved in the preparedness and 
response efforts to cyclones Gita and Winston. We 
sought a diversity of perspectives, including govern-
ment and NGO workers, across both countries’ health 
and disaster response sectors. Information about the 
study was sent to key individuals with an invitation 
to participate in an interview. During the recruitment 
and data-gathering processes, several communication 

challenges were experienced due to the interviewers’ 
remoteness, which made it difficult to establish con-
tact with respondents and develop rapport. These were 
overcome by multiple contacts and discussions with 
individuals over a 6 month period.

Data gathering
The findings of a desk review informed the development 
of questions for the interviews and helped identify pos-
sible participants. A stakeholder reference group were 
invited to provide input into the interview questions, 
and these were piloted in January 2020. Due to the 
COVID-19 pandemic, Australia closed its international 
borders in March 2020, prohibiting travel to Tonga 
and Fiji. As a result, interview data were collected via 
telephone, Zoom, Skype, and email. Multiple contacts 
with key informants enabled thick descriptions to be 
built and saturation to be reached through concur-
rent analysis that identified no new patterns emerging. 
Rigor was also sought by inviting some informants to 
check the data for credibility. KB and AD met regularly 
to discuss the data and ensure a detailed audit trail was 
collected. Due to the small number of informants and 
unique context, respondents have been de-identified as 
much as possible to ensure confidentiality. To maintain 
anonymity, direct quotes included in this report are not 
attributed to individuals.

Analysis
Data were analysed using a template as described by 
King [27]. Coding was directed according to categories 
that aligned with the aims of the study and the process 
was managed using the qualitative research software 
QSR Nvivo 12. An initial template was developed based 
on the list of codes to identify themes in the textual data 
and these were modified as the analysis continued. The 
Framework of Factors Influencing SRHiE Response, 
together with a broad understanding of capacity and 
capacity development programming (see Fig. 1) informed 
the template used for data analysis. This allowed for the 
consideration of a wide range of factors that may influ-
ence the effectiveness of SPRINT-supported training, 
other capacity development efforts, and the response.

Ethical approval
This study was granted ethical approval by the Human 
Research Ethics Committee of the University of Tech-
nology Sydney, Fiji National Health Research Ethics 
Committee, and the Tonga National Health Ethics and 
Research Committee.
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Findings
Eight key informants were interviewed for this study. 
We outline the findings according to the preparedness 
and response phases.

Preparedness: before cyclones Winston and Gita
Fiji
Before Tropical Cyclone Winston in Fiji, key inform-
ants reported that few capacity development activities 
had been implemented to support the delivery of the 
MISP. Staff from the IPPF Sub-Regional Office for the 
Pacific (SROP), the Member Association RFHAF and 
partners were involved in the response to Winston and 
of these, only one responder had received training on 
the MISP. This training had been provided during the 
second phase of the SPRINT Initiative and a significant 
amount of time had passed since the completion of this 
training, with no follow-up refresher training or oppor-
tunity for the individual to apply their new knowledge 
or skills. Staff from the SROP were familiar with the 
MISP due to their involvement in reporting and sup-
porting regional humanitarian work. However, at that 
time they had not received a formal orientation to the 
package.

At the onset of the cyclone, two surge capacity staff 
members from IPPF were deployed to Fiji to conduct a 
‘crash course’ for responders on the basics of the MISP 
and coordination skills needed to support the response 
in Fiji. These staff members had been involved in imple-
menting SRH services during crises in different contexts. 
A key informant stated:

…the crash course in Fiji it was really focused on 
coordination. And how to handle yourself and your 
staff in crisis situations. How to be more tolerant, 
more strategic, and how to react quickly, to how fast 
things are the way things change. So it was really 
preparing them psychologically and emotionally on 
what would happen. Because family planning, HIV, 
maternal health, SGBV, they’ve been doing this for 
how many years… They know this stuff.

Participants appreciated the practical nature of this 
training, with one explaining that “when we did the 
crash course, they focused on what we would be doing” 
(Respondent). Further capacity development strategies 
were deployed to ensure those involved in the response, 
including nursing staff and volunteers were familiar 
with where their tasks fit within the MISP implementa-
tion, to clarify roles, and to explain each medical mis-
sion’s processes and procedures. In addition to these 
formal training sessions, these two experienced IPPF 

staff-members remained with the in-country and 
SROP-supported response teams for ten days to advise, 
guide, debrief and build daily on lessons learnt.

Tonga
In Tonga, key informants reported that training had 
been implemented well before the onset of cyclone 
Gita. This training had been conducted alongside other 
preparedness activities, including a national stake-
holder meeting on the MISP, training on long-acting 
reversible contraceptives (LARC), orientation to Sexual 
and Gender Based Violence in Emergencies (SGBViE), 
and attendance at cluster meetings and interagency 
coordination with stakeholders.

In 2017, IPPF Humanitarian Pacific team members 
and the TFHA hosted a national stakeholder meet-
ing to orient participants on SRHiE and the MISP. This 
meeting was followed by a more detailed MISP train-
ing conducted by the IPPF Humanitarian Pacific Hub in 
partnership with TFHA and supported by the SPRINT 
program. Twenty-four volunteers/ first respond-
ers participated in this MISP training in the capital, 
Nukualofa. In addition to MISP orientation and train-
ing  sessions, TFHA ran LARC training to incorporate 
this into future service provision and an orientation 
to SGBV. Training was delivered alongside regular 
preparedness activities and participation in national 
stakeholder meetings with the National Emergency 
Management Office, MoH, Ministry of Internal Affairs, 
Emergency Services (including Police), and local NGOs 
working in women’s rights, disability, and lesbian, gay, 
bisexual, transgender, queer, intersex (LGBTQI) areas.

Training also continued during the response when 
gaps in the provision of psychosocial support for SGBV 
survivors were identified, especially on the island of 
‘Eua. A half-day orientation on SGBV in emergencies 
was conducted in 2018 for field responders, facilitated 
by UNFPA and supported by SPRINT response funding 
in collaboration with TFHA, IPPF Pacific Humanitar-
ian Hub, and the MoH. A total of 42 Tongatapu-based 
clinical staff nurses and midwives were trained in basic 
concepts and fundamental guiding principles in dealing 
with a range of SGBV issues. Gita, therefore, provided 
the opportunity to upskill clinical staff, building com-
petence, networks, and relationships.

Key informants also noted that the TFHA staff had 
attended several cluster meetings as a key stakeholder. 
These included meetings with the Health, Nutrition, 
Water, Sanitation and Hygiene (HNWASH) cluster and 
the Safety and Protection cluster involving the MoH, 
UN agencies and NGOs.
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Responding to sexual and reproductive health needs 
after cyclones Winston and Gita
An SRH response was launched in the aftermath of both 
Tropical Cyclones Winston and Gita. The scope of these 
responses differed, and Table 1 summarises these against 
the objectives of the MISP (2010). Key differences are 
seen in preventing and responding to sexual violence and 
planning for comprehensive SRH services, integrated 
into primary care. Safe and rational blood transfusion in 
place was not reported in either setting.

Fiji
The training at the onset of the cyclone response led 
trainees, with the support of surge staff, to initiate a 
Family Health Sub-cluster to facilitate a collaborative 
SRH response with the MoH, medical services teams 
and partners. According to one key informant, this was 

essential “otherwise reproductive health would have been 
lost in the health cluster because they had so many other 
concerns”.

Before the guidance that was provided during this 
training, staff had found this a challenging time.

we had to learn which cluster meetings to go to. We 
had to see where we fit into the security one and the 
health clusters. Even in the health clusters, we had 
to fight even to have a reproductive health cluster 
within the health cluster which wasn’t there before… 
That’s why we were so disadvantaged, there was a lot 
to handle.

Links with the MoH also required strengthening. One 
informant said:

there was collaboration, there was an existing mem-

Table 1  Summary of activities and gaps in the SRHiE response to Cyclones Winston (Fiji) and Gita (Tonga)

EmOC emergency obstetric care, RH reproductive health

MISP (2010) objective and activities Fiji response: Winston Tonga response: Gita

Objective 1: Ensure health cluster/sector identifies agency to LEAD implementation of the MISP

 Activity 1: RH Officer in place √ √

 Activity 2: Meetings to discuss RH implementation held √ √

 Activity 3: RH Officer reports back to the health cluster/ sector √ √

 Activity 4: RH kits and supplies available and used √ √

Objective 2: Prevent Sexual Violence and assist survivors

 Activity 1: Protection system in place especially for women and girls Somewhat: monitoring is 
undertaken; information sessions 
conducted

√

 Activity 2: Medical services and psychosocial support available for survivors Some services and referral available √

 Activity 3: Community aware of services √ √

Objective 3: Reduce the transmission of HIV

 Activity 1: Safe and rationale blood transfusion in place – –

 Activity 2: Standard precautions practices During medical missions During medical missions

 Activity 3: Free condoms available √ √

Objective 4: Prevent excess maternal and neonatal mortality and morbidity

 Activity 1: EmONC services available √ √

 Activity 2: 24/7 referral system established Referral (at time of medical mission) √

 Activity 3: Clean delivery kits provided to birth attendants and visibly pregnant 
women

√ √

 Activity 4: Community aware of services √ √

Objective 5: Plan for comprehensive RH services, integrated into primary health care

 Activity 1: Background data collected √ √

 Activity 2: Sites identified for future delivery of comprehensive RH – √

 Activity 3: Staff capacity assessed and trainings planned – √

 Activity 4: RH equipment and supplies ordered – –

Additional Priorities:

Continue family planning √ and new users √ and new users

Manage symptoms of STIs √ √

Continue HIV care and treatment – √

Distribute hygiene kits and menstrual protection materials √ √
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orandum of understanding with the Ministry of 
Health but it dipped a bit and that relationship sort 
of was estranged… During TC Winston, there would 
have been, there was a relationship, but it wasn’t an 
active, engaged relationship shall we say during TC 
Winston.

It was therefore reported that “we had to make extra 
efforts to be brought in”. These ‘extra efforts’ in the form 
of advocacy by motivated IPPF SROP and MA repre-
sentatives and guided by surge capacity staff led to the 
establishment of the sub-cluster in collaboration with 
Ministry of Health and Medical Services, and the delega-
tion of responsibility to RFHAF- achievements regarded 
as impressive by several respondents. They also strength-
ened the relationship with government, an outcome 
explained by one respondent as:

crucial because these are the things that will really 
hinder you, will make it very difficult for one 
humanitarian team to operate if you do not have the 
support from your own leadership and if the govern-
ment doesn’t trust you.

While informants noted initial uncertainty regarding 
which cluster meetings to attend, they were also aware 
of general confusion at the time of the response “at that 
time… there were so many organisations that came in 
with different agendas and they wanted to be the first in.” 
Despite this, all agreed that coordination had improved 
post-Winston and support had increased since the estab-
lishment of the IPPF Humanitarian Pacific Hub, with one 
respondent stating that the situation is:

[better] coordinated, not like before when we were 
looking and finding ways with the existing system of 
the government, but now we know after the MISP, 
after the set-up of the humanitarian arm here, it’s 
more coordinated and it’s quicker.
Medical missions were launched the day after the 
brief training in Fiji. The RFHAF/IPPF SPRINT 
team delivered family planning counselling and 
referred pregnant women in their third trimester to 
birthing units. They distributed clean delivery kits, 
contraceptives, and dignity kits (containing sarongs, 
undergarments, thongs, whistles, soap, and sanitary 
pads).

The team also provided safe spaces for displaced 
women and girls and community awareness on GBV, 
though skill weaknesses in this area were noted:

we were just at that point strengthening the objective 
two components of MISP and so I think at that time 
we couldn’t even consider ourselves a player at that 
point because we were not involved in the GBV or 

the protection work in Fiji.

Lessons were learnt and applied as the SRH response 
progressed, with one responder reflecting that:

the first intervention… was really disorganised, but 
after that when we came to the second one we were 
able to take a lot of lessons and even recommenda-
tions from the community about how we could do 
it best and we even incorporated that intervention 
when we went to the west.

The collation of supplies and logistics also delayed the 
medical response as no action had been taken for secur-
ing these during the preparedness phase. One informant 
said: “what delayed our trip was we had to buy the stuff 
and get our dignity kits.” Another stated:

at that time we were trying to rent vehicles and they 
were all out… And that was a drawback because we 
were a bit late in our response… There was no coor-
dination and we should have booked the car but we 
had all these competing agendas.

Roles were not always clear to responders who reported 
taking on many functions:

So, I was everywhere. I don’t really understand what 
was my role at that time because I seemed to be 
doing everything! I coordinated, I went to the village 
headmen, I went to the Ministry of Health for meet-
ings, then I wore my nursing cap when I gave the 
injection and I was also the driver.

In addition to MISP work, staff were engaged in activi-
ties that were not related to SRH:

The Chief of the village we visited was sick. And 
because it was so far away up the mountains and 
there was no transport, we had to get the Chief 
man, because he had something that needed medi-
cal attention and because we were there, we had to 
drive him down to the main hospital. But we had to 
do it. And after a hurricane it’s not that easy to drive 
the Fiji roads where you have bridges washed away 
and big potholes. So that was something besides the 
MISP that we did during our response.

However, informants stated that such activities were 
necessary to build rapport, and the willingness of staff to 
accommodate these additional needs was well-regarded 
by recipient communities. Some challenged the impor-
tance of SRH response, believing that the focus should be 
shelter and food. This required a strategic and respectful 
approach:

It’s actually about convincing the masses why it is 
important. It was not an easy job but we were able 
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to tell them, during a disaster and after… women 
won’t stop having babies during a disaster…The 
communities came to appreciate that and that was 
quite a good feeling.

IPPF surge staff remained with the in-country and 
SROP-supported response teams in Fiji for 10  days to 
advise, guide, and debrief. One informant recalled:

The good thing about it is after every village we went 
to, no matter how late it was we would sit together 
as a team… and go through the day… We built on 
our lessons learnt every day and we had [the two 
support persons] there and they were really observ-
ers when we provided the service except the doctors 
and counselling. But they would attend the infor-
mation sessions and go in and see how we would 
demarcate the areas and the signs and they would 
help explain properly and they would feedback to us 
in the evening.

More broadly, it was reported that knowledge, skills 
and relationships developed during this response have 
been utilised and built upon in subsequent prepared-
ness efforts and humanitarian action. Further advocacy 
for the integration of SRHiE in emergency preparedness 
plans; collaboration with government at various levels 
for capacity development; training of clinical, program 
and volunteer staff in-country; and coordination with 
other key NGOs have been undertaken by RFHAF and 
supported by the IPPF Humanitarian Pacific Hub, estab-
lished since Winston, “all geared towards being MISP 
ready and having strong systems in place” (Respondent).

Tonga
Key informants were optimistic about the response to 
Gita, explaining that “overall, the response was good 
and the TFHA team felt they were in control”. Staff 
were described as highly motivated, with one informant 
declaring: “it was new for us and became very exciting for 
us to provide the MISP, and we were able to get DFAT, 
who is the donor, to join us on one of our visits and they 
were happy with what we showed”. Comparisons were 
made with the response in Fiji and one key informant 
stated:

Tonga [the population] is much smaller [than Fiji] 
and the [TFHA] members as well have a very strong 
relationship with the Ministry of Health. I think 
those two things, there were a few things to their 
advantage. For example, one of the National Disas-
ter Management Office coordinators actually sits on 
the Tonga Family Health board and also a Ministry 
of Health officer.

In addition, relationships and networks developed with 
the MoH, NGOs and communities during preparedness 
activities were easily activated in response to Gita. When 
the MoH made an official request to the TFHA to facili-
tate SRH services and education to communities affected 
by Tropical Cyclone Gita on 19th February 2018, the 
TFHA formed a “core team” with the MoH and NGOs 
to undertake these activities in coordination with the 
HNWASH and Safety and Protection Clusters.

One individual stated that the TFHA had “a very good 
relationship with the Australian DFAT (Department of 
Foreign Affairs and Trade) post in Tonga, maybe because 
they’re just down the road. There’s that active engage-
ment even during normal times”. However, there was still 
“a rapid learning curve” when it came to moving from the 
training room to disaster implementation. The assistance 
provided by the IPPF Humanitarian Hub including the 
training and development of a response plan and pro-
posal for funding was regarded as a “big advantage “by a 
key informant.

Staff roles were expanded when the TFHA team agreed 
with the MoH to include cervical cancer, diabetes and 
high blood pressure screening in the response “given the 
high burden of non-communicable disease in the Tongan 
community “. As in Fiji, it was identified that staff lacked 
capacity to address objective 2 of the MISP, responding to 
sexual violence. They instituted a brief training interven-
tion to increase the capability of nurses to counsel and 
refer identified cases.

Despite informants expressing satisfaction with the 
response, some pointed to necessary improvements 
including the need to better think through transport to 
outer islands as staff had to rely on fishing boats, and 
tailoring dignity kits to suit the local context. Plans to 
improve preparedness were in train including under-
taking MISP readiness assessment, the integration of 
the MISP into the national reproductive health policy, 
and lobbying to include the MISP in the Tongan Gov-
ernment’s goal to respond within the first 72-h of an 
emergency.

Shared insights
Key informants agreed on several issues, including that 
preparation is key for any response and that this must 
include hands on skill development and building and 
maintaining strategic relationships and community links. 
As explained by one participant:

80% of your response lies in how prepared you are. 
And being prepared doesn’t just mean that you have 
clinicians trained, or the resources prepositioned, it’s 
about being part of a national support network… 
we need to have those linkages to national level. We 
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need to have those policies in place, we need to have 
the buy in from the key ministries…and I think we 
need to have partnerships- these play a great deal 
in the preparedness needs. And definitely capac-
ity building at the MA level not just for the clini-
cal or program staff but for youths engaged, at the 
board level for governance and so people are clear 
about what their role is and how that contributes to 
the bigger, broader picture of meeting people’s SRH 
needs.

The engagement and motivation of SPRINT-supported 
individuals and teams was regarded as an important 
driver of the response in both settings. This was seen in 
the many efforts to overcome obstacles in Fiji and Tonga 
nd the commitment to dedicate long hours and “heavy 
work” (Respondent) to meeting the needs of affected 
communities. This, combined with technical knowledge 
developed through capacity development was described 
as key:

You need passion and technique. For humanitar-
ian response, you can teach technique, but you can’t 
teach motivation and passion…That’s why I was con-
fident with any response, as long as I’m working with 
the right people. And these were the right people on 
the ground... But they need the knowledge and that 
knowledge, that technique, can be provided through 
training and support.

Respondents from both Tonga and Fiji noted a lack 
of systemic data collection on the status of vulnerable 
and marginalised groups during the response. This lack 
of data was seen as a barrier to mobilising an effective 
SRHiE response and planning future responses. In Tonga, 
this need for reliable data was reported to extend beyond 
particular groups to a general shortage of demographic 
and health-related data at a country level. One informant 
called for “standards for reporting and country appro-
priate indicators to allow the comparison of responses.” 
While UNFPA provided commodities for distribution, 
they did not assume an implementing function during 
the cyclone responses. It was suggested, however, that 
UNFPA involvement in monitoring and evaluation would 
have benefited the response in both countries.

Discussion
This study found that differences in Fiji and Tonga’s pre-
paredness, at the individual, organisational and systems 
levels prior to Tropical Cyclones Winston and Gita, 
influenced the type, scope, and timeliness of the sexual 
and reproductive health response. In Fiji, activities were 
concentrated on IPPF support to provide training to rap-
idly scale-up the capacity of responders at the onset of 

the disaster, and to strengthen relationships and access 
to platforms for coordination. In Tonga, individual and 
organisational capacity had already been established 
alongside inter-organisational networks across the sector 
and at the national level. Respondents in Tonga reported 
feeling prepared and confident. This is likely to be linked 
to the investment in preparedness activities and capacity 
building before Gita that was not present in Fiji before 
Winston. Despite an existing memorandum of under-
standing, with the Fiji MoH, regular communication 
appears to have lapsed. In contrast, considerable work 
had been undertaken in Tonga to build and maintain 
relationships with the government, NGOs and communi-
ties for SRH response. These capacity-building and pre-
paredness activities in Tonga allowed the response team 
to take clear and directed action, engage with established 
coordination partners and platforms, and implement a 
relatively harmonised response. The gaps in prepared-
ness in Fiji meant that there was a lack of clarity in ini-
tial efforts, and time was lost at the onset of the response. 
Despite these early challenges, however, adaptations were 
made to capitalise on the motivation, existing capabili-
ties, position, and relationships of those involved in the 
response to Winston.

This study found that a range of approaches to staff 
capacity building, such as regular in-service workshops in 
Tonga and rapid training at the onset and during the dis-
asters in both countries, followed by mentoring and sup-
port, motivated and engaged staff in the provision of SRH 
and broader health services to affected communities. 
This emphasises the need for regular, on-going training 
and supportive strategies that are relevant and contex-
tualised. Training is often the focus of capacity develop-
ment [28], and a review of organisational change in the 
sector [29] concluded that training is only weakly linked 
to actual practice in humanitarian agencies and therefore 
needs to be supported by other capacity development 
initiatives. The limited effectiveness of training programs 
highlights the need for training to be situated within a 
set of buttressing strategies so that staff can apply knowl-
edge and skills in the field. Pearson states that the design 
of training interventions “should be informed by an in-
depth understanding of the context and the identifica-
tion of opportunities and constraints, and appropriately 
aligned to broader [capacity development] initiatives” 
(2011 p9). A systematic review of studies examining the 
transfer of training into practice for SRH in humanitar-
ian settings found that individual, training, organisa-
tional, socio-cultural, political and health system factors 
all contribute to the ability of trainees to apply newly 
acquired knowledge and skills in their work settings [30]. 
This highlights the need for comprehensive activities at 
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multiple levels within a country and across the Pacific 
region to build capacity for an SRH response.

The training and subsequent mentoring and techni-
cal support provided by IPPF surge staff was reported to 
be indispensable in Fiji, highlighting the importance of 
these buttressing strategies to support capacity develop-
ment efforts and optimise the application of knowledge 
and skills to action. Our study found that informants 
highlighted the importance of learning by doing, of feed-
back and support, and of building capacity through the 
process of implementation across both country con-
texts. Role flexibility was noted along with the need to be 
adaptable in incorporating non-SRH response activities 
as relevant to the local context.

Factors at an organisational level also influenced the 
SRH response in both contexts. The support of man-
agement and program staff and the availability of surge 
capacity and technical guidance was widely appreciated. 
While this, together with the formalisation of partner-
ships and regular meetings and training are important 
activities to ensure the currency of coordination efforts 
in readiness for activation, so is the institutionalisation 
of SRHiE in national policy and accountability mecha-
nisms [31]. National policies that highlight SRHiE as a 
priority and embed the MISP into disaster risk reduction 
(DRR) planning with attached investment and key per-
formance indicators support the delivery of essential ser-
vices in emergencies. The latest Fijian National Disaster 
Risk Reduction policy 2018–2030, post-cyclone Winston, 
notes the challenges of gender-based violence and that 
reproductive health services are likely to be disrupted 
during disasters. While it includes strategies to support 
specific groups such as pregnant women  and LGBTQI 
people, the policy stops short of noting the MISP [32].

It has been noted that while the SPRINT initiative has 
been implemented across several regions to improve 
organisational and national capacity, preparedness train-
ing for communities across the sector more broadly 
has been largely neglected [33]. At the same time, our 
research notes that both RFHAF and TFHA have estab-
lished relationships with communities, and that they 
could be further supported to prepare for and better 
respond to disasters. One approach to building relation-
ships could be through participatory training activities 
with communities using available curriculum in repro-
ductive health and gender [34]. While preparing for 
anticipated disaster scenarios through training is impor-
tant so is the ability of individuals, organisations and 
communities to adapt and be flexible to apply skills to 
new situations and problems.

The COVID-19 pandemic has provided an opportu-
nity to examine more localised ways to address the pro-
vision of SRHR and build national and regional capacity 

to improve disaster risk reduction strategies and plans. 
A Western Pacific Regional Action Plan for Response to 
Large-Scale Community Outbreaks of COVID-19 has 
been developed [35]; however, SRHR is notably absent 
in this document. Despite this, Pacific Island nations, 
including Fiji and Tonga have implemented various strat-
egies to ensure a SRHR response, demonstrating their 
resilience and innovation [36]. Much work remains to be 
done to better build and connect capacity strengthening 
activities from the individual to national levels, not just 
for preparedness and response but for recovery and miti-
gation efforts.

Limitations
This study is limited by the small number of partici-
pants; however, those interviewed were key informants 
involved in the decision making during the prepared-
ness and response phases of cyclones Winston and Gita. 
Insights from a diversity of participants in Fiji and Tonga 
may have provided further detail regarding the activities 
that were undertaken. These interviews were conducted 
some- time after the cyclones and the memories of some 
informants may have been compromised; however, this 
study was focused on high-level activities, and many had 
prepared for the interviews by consulting internal docu-
ments. Multiple contacts with participants enabled the 
researchers to follow up on details and check informa-
tion with informants. We were mindful of possible social 
desirability bias and interview data was assessed for both 
positive and negative responses and imbalances were not 
noted.

Conclusion
This research has outlined the need for comprehensive 
activities at multiple levels within a country and across 
the Pacific region to build capacity for an SRH response 
in crisis situations. While the SPRINT initiative has been 
implemented across several regions to improve organi-
sational and national capacity preparedness activities, 
training for communities can be strengthened. The study 
highlights the importance of formal partnerships, regu-
lar communication, institutionalising SRH in policy and 
accountability mechanisms, and training to ensure coor-
dination efforts are up-to-date in disaster readiness.

Abbreviations
GBV: Gender-based violence; IPPF: International planned parenthood federa-
tion; LARC​: Long-acting reversible contraceptives; LGBTQI: Lesbian, gay, 
bisexual, transgender, queer, intersex; MISP: Minimum initial service package 
for sexual and reproductive health in crisis situations; MoH: Ministry of health; 
NGO: Non-Government Organisation; OHCHR: Office of the United Nations 
High Commissioner for Human Rights; RFHAF: Reproductive and Family Health 
Association of Fiji; SROP: Sub-regional office; SRHiE: Sexual and reproductive 
health in emergency; SRHR: Sexual and reproductive health and rights; SPRINT: 



Page 12 of 13Beek et al. Reprod Health          (2021) 18:185 

Sexual and reproductive health programme in Humanitarian settings; STIs: 
Sexually transmitted infections; TFHA: Tonga Family Health Association; UN: 
United Nations; WHO: World Health Organization.

Acknowledgements
We want to thank all the participants who generously contributed their time 
to take part in this study.

Authors’ contributions
RD and MK conceived the study. KB and AD designed the study and analysed 
the data. AD drafted the manuscript and KB, MK and RD edited, and approved 
the manuscript. KB coordinated data collection and conducted interviews. All 
authors read and approved the final manuscript.

Funding
This research was funded by IPPF through the SPRINT initiative.

Availability of data and materials
De-identified data is available upon request.

Declarations

Ethics approval and consent to participate
This research has received ethical clearance from the University of Technology 
Sydney Human Research and Ethics Committee (approval number: ETH19-
4172), the Fiji National Health Research Ethics Committee (approval number: 
31/1/2020), and the Tonga National Health Ethics and Research Committee 
(approval number: 201921107).

Consent for publication
All participants consented to the publication of de-identified data.

Competing interests
AD and KB do not have any competing interests to declare. RD is employed by 
IPPF and MK was employed by IPPF at the time of the study. However, RD and 
MK had no role in the study’s design or the collection and analysis of the data 
and interpretation of the findings.

Author details
1 School of Population Health, Faculty of Medicine and Health, University 
of New South Wales, Sydney, Australia. 2 Humanitarian Programme, Interna-
tional Planned Parenthood Federation (IPPF), Suva, Fiji. 3 Bangkok, Thailand. 
4 Centre for Australian Public and Population Health Research, Faculty 
of Health, University of Technology Sydney, Level 8, Room 225, 235 Jones St, 
PO Box 123, Sydney, NSW 2007, Australia. 

Received: 12 March 2021   Accepted: 6 September 2021

References
	1.	 Thomas A, Baptiste A, Martyr-Koller R, Pringle P, Rhiney K. Climate 

change and small island developing states. Annu Rev Environ Resour. 
2020;45:1–27.

	2.	 Noy I. Natural disasters in the Pacific Island Countries: new measurements 
of impacts. Nat Hazards. 2016;84(1):7–18.

	3.	 UNFPA. The Inter-Agency Minimum standards for prevention and 
response to gender-based violence in emergencies https://​www.​unfpa.​
org/​minim​um-​stand​ards. In. New York: United Nations Population Fund 
2015.

	4.	 Spiegel PB. HIV/AIDS among conflict-affected and displaced populations: 
dispelling myths and taking action. Disasters. 2004;28(3):322–39.

	5.	 UNOCHA. World humanitarian data and trends http://​inter​active.​unocha.​
org/​publi​cation/​2016_​datat​rends/. In. New York: United Nations Office 
for the Coordination of Humanitarian Affairs. 2016.

	6.	 Lam JO, Amsalu R, Kerber K, Lawn JE, Tomczyk B, Cornier N, Adler A, Golaz 
A, Moss WJ. Neonatal survival interventions in humanitarian emergencies: 
a survey of current practices and programs. Confl Health. 2012;6(1):2.

	7.	 IAWG. Inter-Agency Field Manual on Reproductive Health in Humanitar-
ian Settings https://​iawgf​ieldm​anual.​com/​manual/ In. New York: Inter-
Agency Working Group for Reproductive Health in Crisis; 2018.

	8.	 Sphere. Sphere Humanitarian Charter and Minimum Standards in Disas-
ter Response https://​handb​ook.​spher​estan​dards.​org. In. Geneva: Sphere; 
2018.

	9.	 SPRINT. Sexual and reproductive health in crisis and post-crisis situations. 
https://​www.​ippf.​org/​our-​appro​ach/​progr​ammes/​sprint-​sexual-​and-​
repro​ducti​ve-​health-​crisis-​and-​post-​crisis-​situa​tions.

	10.	 IPPF. IPPF Annual Performance Report 2019 https://​www.​ippf.​org/​sites/​
defau​lt/​files/​2020-​06/​IPPF%​20APR​2019_0.​pdf. In. London: International 
Planned Parenthood Organization; 2019.

	11.	 Butler-McPhee J, Tran N, Szafran-Heller L, Whelan A. SPRINTing towards 
change: sex and pregnancy in emergencies. London www.​ippf.​org/​sites/​
defau​lt/​files/​sprin​ting_​towar​ds_​change.​pdf In. London: IPPF; 2011.

	12.	 IPPF. Humanitarian Strategy https://​www.​ippf.​org/​resou​rce/​human​itari​
an-​strat​egy. In. London: Internal Planned Parenthood Federation; 2018.

	13.	 UNFPA. Emergency Reproductive Health Kits https://​www.​unfpa.​org/​
resou​rces/​emerg​ency-​repro​ducti​ve-​health-​kits. In. New York: UNFPA; 
2011.

	14.	 O’Brien B, Harris I, Beckman T, Reed D, Cook D. Standards for report-
ing qualitative research: a synthesis of recommendations. Acad Med. 
2014;89(9):1245–51.

	15.	 Smith BJ, Tang KC, Nutbeam D. WHO Health Promotion Glossary: new 
terms. Health Promot Int. 2006;21(4):340–5.

	16.	 Hu G, Rao K, Sun Z. A preliminary framework to measure public health 
emergency response capacity. J Public Health. 2006;14(1):43–7.

	17.	 UN DESA. World Population Prospects 2019 https://​popul​ation.​un.​org/​
wpp/. In. New York: UNited Nations Department of Economic and Social 
Affairs Population Dynamics 2019.

	18.	 Pacific https://​theco​mmonw​ealth.​org/​regio​ns/​pacif​ic
	19.	 World Bank. World Bank Country and Lending Groups https://​datah​elpde​

sk.​world​bank.​org/​knowl​edgeb​ase/​artic​les/​906519-​world-​bank-​count​ry-​
and-​lendi​ng-​groups. In. New York: World Bank; 2020.

	20.	 WHO: Ever-partnered women girls subjected to physical/sexual violence 
in their lifetime. In: Global HealthObservatory. 2021 edn. Geneva: World 
Health Organization; 2021.

	21.	 UNOCHA. Severe Tropical Cyclone Winston Situation Report No. 11 
https://​relie​fweb.​int/​sites/​relie​fweb.​int/​files/​resou​rces/​OCHA%​20TC%​
20Win​ston%​20Sit​uation%​20Rep​ort%​2011.​pdf. In. Suva: United Nations 
Office for the Coordination of Humanitarian Affairs Regional Office for the 
Pacific; 2016.

	22.	 Government of Fiji. The Reproductive Health Policy of Fiji http://​www.​
health.​gov.​fj/​wp-​conte​nt/​uploa​ds/​2014/​09/1_​Repro​ducti​ve-​Health-​
Policy.​pdf. In. Suva: Ministry of Health, Republic of the Fiji Islands. 2014.

	23.	 Government of Fiji: Fiji National Disaster Management Plan https://​www.​
human​itari​anres​ponse.​info/​sites/​www.​human​itari​anres​ponse.​info/​files/​
docum​ents/​files/​FJI_%​20NDM_​Plan_​1995.​pdf. In. Suva: Fiji Government; 
1995.

	24.	 NEMO. National Emergency Management Plan. https://​tonga​nemo.​
wordp​ress.​com/​publi​catio​ns/. In.: The National Emergency Management 
Office, Government of Tonga; 2009.

	25.	 Tonga Ministry of Health. National health Stategic Plan https://​extra​
net.​who.​int/​count​rypla​nning​cycles/​sites/​defau​lt/​files/​plann​ing_​cycle_​
repos​itory/​tonga/​tonga_​natio​nal_​strat​egic_​plan_​2015-​2020_​v4.​pdf. In.: 
Government of Tonga; 2015.

	26.	 Tonga Ministry of Health. Sexual and Reproductive Health Rights Needs 
Assessment https://​pacif​ic.​unfpa.​org/​sites/​defau​lt/​files/​pub-​pdf/1.​Kingd​
omofT​ongaS​exual​andRe​produ​ctive​Healt​hRigh​tsNee​dsAss​essme​ntRep​
ortLR​v1.​pdf. In. Tonga: Tonga Ministry of Health; 2015.

	27.	 King N. Doing template analysis. In: Symon G, Cassell C, editors. Qualita-
tive organizational research: core methods and current challenges. 
London: Sage; 2012. p. 426–50.

	28.	 Stetar B. Training: it’s not always the answer. Qual Prog. 2005;38(3):44–9.
	29.	 Clarke P, Ramalingam B. Organisational change in the humanitarian sec-

tor, ALNAP’s 7th Review of the Humanitarian Sector https://​www.​alnap.​
org/​system/​files/​conte​nt/​resou​rce/​files/​toc/​7rha-​prel_0.​pdf. In. London: 
Overseas Development Institute; 2008.

	30.	 Beek K, Dawson A, Whelan A. A review of factors affecting the transfer of 
sexual and reproductive health training into practice in low and lower-
middle income country humanitarian settings. Confl Heal. 2017;11(1):16.

https://www.unfpa.org/minimum-standards
https://www.unfpa.org/minimum-standards
http://interactive.unocha.org/publication/2016_datatrends/
http://interactive.unocha.org/publication/2016_datatrends/
https://iawgfieldmanual.com/manual/
https://handbook.spherestandards.org
https://www.ippf.org/our-approach/programmes/sprint-sexual-and-reproductive-health-crisis-and-post-crisis-situations
https://www.ippf.org/our-approach/programmes/sprint-sexual-and-reproductive-health-crisis-and-post-crisis-situations
https://www.ippf.org/sites/default/files/2020-06/IPPF%20APR2019_0.pdf
https://www.ippf.org/sites/default/files/2020-06/IPPF%20APR2019_0.pdf
http://www.ippf.org/sites/default/files/sprinting_towards_change.pdf
http://www.ippf.org/sites/default/files/sprinting_towards_change.pdf
https://www.ippf.org/resource/humanitarian-strategy
https://www.ippf.org/resource/humanitarian-strategy
https://www.unfpa.org/resources/emergency-reproductive-health-kits
https://www.unfpa.org/resources/emergency-reproductive-health-kits
https://population.un.org/wpp/
https://population.un.org/wpp/
https://thecommonwealth.org/regions/pacific
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://datahelpdesk.worldbank.org/knowledgebase/articles/906519-world-bank-country-and-lending-groups
https://reliefweb.int/sites/reliefweb.int/files/resources/OCHA%20TC%20Winston%20Situation%20Report%2011.pdf
https://reliefweb.int/sites/reliefweb.int/files/resources/OCHA%20TC%20Winston%20Situation%20Report%2011.pdf
http://www.health.gov.fj/wp-content/uploads/2014/09/1_Reproductive-Health-Policy.pdf
http://www.health.gov.fj/wp-content/uploads/2014/09/1_Reproductive-Health-Policy.pdf
http://www.health.gov.fj/wp-content/uploads/2014/09/1_Reproductive-Health-Policy.pdf
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/FJI_%20NDM_Plan_1995.pdf
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/FJI_%20NDM_Plan_1995.pdf
https://www.humanitarianresponse.info/sites/www.humanitarianresponse.info/files/documents/files/FJI_%20NDM_Plan_1995.pdf
https://tonganemo.wordpress.com/publications/
https://tonganemo.wordpress.com/publications/
https://extranet.who.int/countryplanningcycles/sites/default/files/planning_cycle_repository/tonga/tonga_national_strategic_plan_2015-2020_v4.pdf
https://extranet.who.int/countryplanningcycles/sites/default/files/planning_cycle_repository/tonga/tonga_national_strategic_plan_2015-2020_v4.pdf
https://extranet.who.int/countryplanningcycles/sites/default/files/planning_cycle_repository/tonga/tonga_national_strategic_plan_2015-2020_v4.pdf
https://pacific.unfpa.org/sites/default/files/pub-pdf/1.KingdomofTongaSexualandReproductiveHealthRightsNeedsAssessmentReportLRv1.pdf
https://pacific.unfpa.org/sites/default/files/pub-pdf/1.KingdomofTongaSexualandReproductiveHealthRightsNeedsAssessmentReportLRv1.pdf
https://pacific.unfpa.org/sites/default/files/pub-pdf/1.KingdomofTongaSexualandReproductiveHealthRightsNeedsAssessmentReportLRv1.pdf
https://www.alnap.org/system/files/content/resource/files/toc/7rha-prel_0.pdf
https://www.alnap.org/system/files/content/resource/files/toc/7rha-prel_0.pdf


Page 13 of 13Beek et al. Reprod Health          (2021) 18:185 	

•
 
fast, convenient online submission

 •
  

thorough peer review by experienced researchers in your field

• 
 
rapid publication on acceptance

• 
 
support for research data, including large and complex data types

•
  

gold Open Access which fosters wider collaboration and increased citations 

 
maximum visibility for your research: over 100M website views per year •

  At BMC, research is always in progress.

Learn more biomedcentral.com/submissions

Ready to submit your researchReady to submit your research  ?  Choose BMC and benefit from: ?  Choose BMC and benefit from: 

	31.	 Schaaf M, Boydell V, Sheff MC, Kay C, Torabi F, Khosla R. Accountability 
strategies for sexual and reproductive health and reproductive rights in 
humanitarian settings: a scoping review. Confl Heal. 2020. https://​doi.​org/​
10.​1186/​s13031-​020-​00264-2.

	32.	 Government of Fiji. Fiji: National disaster risk reduction policy 2018–2030 
https://​www.​preve​ntion​web.​net/​engli​sh/​profe​ssion​al/​polic​ies/v.​php?​id=​
70212. In. Suva: Giji Government; 2018.

	33.	 Krause SK, Chynoweth SK, Tanabe M. Sea-change in reproductive health 
in emergencies: how systemic improvements to address the MISP were 
achieved. Reprod Health Matters. 2017;25(51):7–17.

	34.	 WRC: Community Preparedness for Reproductive Health and Gender, A 
Facilitator’s Kit for a 3-day Training Curriculum https://​www.​women​srefu​
geeco​mmiss​ion.​org/​resea​rch-​resou​rces/​drr-​commu​nity-​prepa​redne​ss-​
curri​culum/ In. New York: Women’s Refugee Commission; 2014.

	35.	 WHO: WHO Western Pacific Regional Action Plan for Response to Large-
Scale Community Outbreaks of COVID-19 https://​apps.​who.​int/​iris/​bitst​
ream/​handle/​10665/​331944/​97892​90619​154-​eng.​pdf?​seque​nce=​1&​isAll​
owed=y. In. Manila: World Health Organization; 2020.

	36.	 Dawson A, Ekeroma A, Rokoduru A, Wilson D, Tran NT, Bateson D. The 
COVID-19 pandemic and sexual and reproductive health and rights in 
the pacific. Asia Pac J Public Health 2021:1010539521998854.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

https://doi.org/10.1186/s13031-020-00264-2
https://doi.org/10.1186/s13031-020-00264-2
https://www.preventionweb.net/english/professional/policies/v.php?id=70212
https://www.preventionweb.net/english/professional/policies/v.php?id=70212
https://www.womensrefugeecommission.org/research-resources/drr-community-preparedness-curriculum/
https://www.womensrefugeecommission.org/research-resources/drr-community-preparedness-curriculum/
https://www.womensrefugeecommission.org/research-resources/drr-community-preparedness-curriculum/
https://apps.who.int/iris/bitstream/handle/10665/331944/9789290619154-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/331944/9789290619154-eng.pdf?sequence=1&isAllowed=y
https://apps.who.int/iris/bitstream/handle/10665/331944/9789290619154-eng.pdf?sequence=1&isAllowed=y

	Preparing for and responding to sexual and reproductive health in disaster settings: evidence from Fiji and Tonga
	Abstract 
	Background: 
	Methods: 
	Findings: 
	Discussion: 

	Plain Language Summary 
	Background
	Methods
	Study setting
	Recruitment
	Data gathering
	Analysis
	Ethical approval

	Findings
	Preparedness: before cyclones Winston and Gita
	Fiji
	Tonga

	Responding to sexual and reproductive health needs after cyclones Winston and Gita
	Fiji
	Tonga
	Shared insights


	Discussion
	Limitations

	Conclusion
	Acknowledgements
	References


