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Overview
The COVID-19 pandemic has created challenges that risk undoing some of the gains made in
gender equality over the last decade. Considering these challenges, Women in Global Health
Finland established a COVID-19 Task Force to unpack some of the factors that are preventing
optimal responses to these. 

Access to sexual and reproductive health services saves lives and are a crucial part of universal
health coverage. However, the COVID-19 pandemic has created compounding challenges for sexual
and reproductive health and rights (SRHR) in an already resource-constrained environment. The
SRHR workstream was created in order to uncover the challenges faced by grassroots
organizations in providing sexual and reproductive (SRH) services during the pandemic and how
they were able to adapt to encompass new demands. 

We aim to share our findings and hold dialogues with NGO’s, civil society, policy makers, and
academia. By gathering evidence of best practices and increasing knowledge sharing with global
networks working to defend SRHR during this pandemic, we can work towards better safeguarding
SRHR in future pandemics.
This report forms the results of a qualitative research project by the WGH Finland COVID-19 Task
Force SRHR workstream involving a questionnaire which was filled out by 12 NGO's providing SRH
services in 12 different countries. Each question prompted providers to provide real life examples
to accompany their answers. The results were analyzed identifying key aspects that were shared
within the 6 different questions that were asked. Due to the sensitivities surrounding SRHR, the
responding organizations are kept anonymous. 

Through this research project, we have identified some of the challenges the SRH service providers
have faced such as supply chain disruptions halting the supply of SRHR commodities, funding being
diverted to the pandemic response, lockdowns including army roadblocks, and service point
closures. All of these have resulted in a decreased uptake of SRH services, including of family
planning services, leading to higher number of unplanned pregnancies, unsafe abortions, and
increased rates of STI’s. 



Providers therefore need to design innovative ways to continue providing SRH services, and
findings in this report include examples such as obtaining travel exemptions for the delivery of
door-to-door SRH services and the provision of medical abortion drugs, and the delivery of
contraceptives through ride-hailing apps after telemedicine consultations. 

Some lessons can be learned from other innovative methods of delivery such as having access to
emergency funds for SRH services and ensuring that SRHR is included as an essential health service
in pandemic planning, as well as the ability to integrate SRH services with other health programmes,
the use of telemedicine consultations, and the necessity to coordinate with government, other
NGO’s, and multilateral organizations to ensure continued service provision and remove
unnecessary barriers. Yet, there are still questions around how these could be adapted in the
context of COVID-19. 

SRHR challenges during COVID-19 pandemic
 
 While the full effects of the COVID-19 pandemic are not yet known, this global health crisis has

greatly affected SRH service provision. The following section will outline some of the areas where
ervice provisoin has been impacted. 

 
Service point barriers
Our survey found that the pandemic had resulted in a lack of access to key SRH services. This lack
of access has been the result of various factors such as the halting of outpatient services, roads
closures, reduced capacity, increased waiting times, limited opening hours, and cancellation of
services, among others. “National lock-downs led to partial closure of service points and restricted
movement of both clients and service providers.” The restrictions on travel, as well as the
requirement for face masks to access the services, has created a barrier for women to and girls in
access the services. There was limited access to testing for HIV and STI’s, cervical cancer screening,
as well as the ability to obtain contraceptives. Many responders reported a lower uptake of family
planning services due to lockdowns.

 “This resulted in low uptake of services and
increased incidences of STIs including HIV, unplanned
pregnancies which in most cases will ultimately lead
to unsafe abortions and school dropouts.” 



The lack of face-to-face services was problematic for the administration of long-acting
reversible contraceptives (LARC’s) such as IUD’s, implants and injectables. In some cases,
abortions was not classed as an essential service and was banned under lockdown, increasing
rates of unsafe abortion. 

The availability of sexual and gender-based violence services also decreased, adding to the
already perilous situation faced by women and girls in vulnerable situations. 

Supply chain disruptions
The global COVID-19 pandemic created supply chain disruptions that affected the ability to acquire
essential SRH medicines such as contraceptives.

Additionally, there were challenges in procuring services because some of the healthcare workers
and support workers, along with some essential supplies were diverted to the Covid-19 responses
teams. 

“Closure of borders is violence services also decreased,
adding to the having adverse effects on the supply chain of
commodities and contraceptives by delaying already perilous
situation faced by women and transportation of
contraceptive commodities.”



Increased financial barriers 
These challenges and conditions have added more difficulties to people who were already living
under difficult financial conditions, increasing the barriers to accessing services. 

In some instances, funding for SRH services was also diverted to procure PPE.

Halting of outpatient services
Reduced capacity and increase in waiting times
Limited opening hours
Cancellations of abortion services
 Lockdowns, curfews, and road closures
Lack of face-to-face appointments for
LARC’s
Increase in financial barriers preventing the uptake of services

Border closures affected transportation of contraceptives, staff, and equipment
Caseation of screening programs for breast and cervical screening 
Increase in STI’s, unplanned pregnancies, and unsafe abortions

Lack of access 

Supply chain disruptions 

“People already living under difficult financial
condition couldn’t pay for contraception and
abortion anymore. A special COVID-19 fund was
installed for a limited period to cover these costs.” 

Key findings 



Impact of RMNCH services

Reproductive, maternal, newborn and child health (RMNCH) services were also affected. In some
places, birthing partners were not allowed, which then changed to allowing 1 relative to accompany
the person giving birth, but doulas were still not allowed. National lock- downs also led to the
partial closure to service points and restricted the movement of both clients and service providers.
This, along with road closures, meant there was an increase in home deliveries, and a limited
availability of antenatal care appointments. In some cases, due to the worry over contracting the
virus, women avoided attending healthcare facilities for these essential appointments. The uptake
of family planning services following delivery was also low, again due to the inability to obtain them
due to lockdowns and service disruptions. This heightened already existing inequalities in access to
healthcare.

Closure of elective services
Increase in home births
Decreased uptake of ANC appointments
Avoidance of hospitals/clinics for fear of catching the virus
Disruptions to supply chain
Decreased access to abortion services including post-abortion care

Key findings



Access to PPE and their impact on SRH services

Providers had to adapt quickly to a rapidly spreading and highly contagious airborne virus during times
where little was known about how the virus was transmitted. Many clinics reported serious challenges in
accessing sufficient PPE, prices were inflated up to 4 times the usual price, and in the worst cases after
rationing supplies, clinics had to close because they did not have enough PPE affecting the accessibility of
the services.
 
However, providers worked tirelessly to ensure the safe provision of services. This included leveraging
government partnerships to acquire PPE, enacting social distancing measures in clinics, and shifting to
remote service delivery models in order to safeguard access. 

Threat of pandemic not fully understood initially - delay in acquiring PPE
Price of PPE grossly inflated
Rationing of PPE
Clinics closed due to lack of PPE

Key findings



Adaptations & innovations for SRH services 
While strict travel restrictions prevented women from accessing services, organizations consequently had
to adapt and create innovative ways to continue providing SRH services. Some NGO’s were able to acquire
government permits to allow service buses to travel and deliver services to women in their homes, and
transport them to health facilities where necessary. There had also been training of staff to enable the
door-to-door delivery of medical abortion drugs following telemedicine consultations. And there were
projects which were piloted through partnerships which saw the delivery of contraceptives by ride-hailing
mobile apps. This enabled women to order contraception and have them delivered to their door.

Partnering with the countries Ministry of Health was also crucial to enable continued access. “We
partnered with the Ministry of Health to support 2,600 public health posts to remain open, and when
sexual and reproductive healthcare services were classed as essential, the Ministry of Health granted our
team members free movement between states, ensuring contraception and postabortion care were not
side-lined by the COVID-19 response.”

The pandemic also offered an opportunity to try out new digital methods to provide information.
“Use of innovative ways to reach out to clients such as use of media and social media were implored to
counter the movement restrictions. Partnership with other stakeholders were strengthened and service
points improved to ensure clients access to services. Virtual meetings and training as well as telemedicine
was introduced to counter the devastating effects of the pandemic.”

NGO’s collaborated to advocate for contraception, safe abortion and post-abortion care to be defined by
governments as ‘essential services’ and available in the basic package of services. “NGO's in Malawi
rigorously advocated for increased provision of services during lockdowns. CSO's advocated for inclusion
of SRHR services as part of essential services.”

“We played an active role in a coordinated response between government, NGOs and multilateral
organisations, to ensure continued access to SRHR services, even in the context of a strict lockdown.”

The integration of SRHR with existing health programmes also proved successful. “By doubling up with
other essential services, such as immunization, food delivery programmes or COVID-related activities, we
have found that programmescan continue to deliver SRHR services, whilst maximising health system
resources.”
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Key findings
Cooperation with local authorities, including
ministries of health
Partnering with other providers
Use of telemedicine
Increased advocacy
Integrating SRH services with other health
programmes eg vaccination programmes
Use of social media outreach



Recommendations for safeguarding SRHR in
future pandemic response
SRHR should be considered as essential health service in pandemic planning. The following
section outlines some key recommendations that we deduced from the questionnaire that will
further support a stronger provision for SRH services during the current pandemic, and for
future pandemics, epidemics and health threats. 

1.Providers should have provision for emergency funds for SRH services so they can continue
to operate in times of crisis.  

2.SRH services should be integrated other existing health programmes during emergencies,
and equally prioritized. 
3.For individuals that are isolated, outreach could be maximized by employing  telemedicine
consultations

4.Identify and coordinate a stakeholder panel to promote knowledge sharing of best practices
and to support addressing barriers to SRH access for example,  by holding dialogues with
CSO’s, NGO’s, service providers and policymakers.

We recognise that further questions should be asked to establish the contextualization of
these recommendations, particularly how each can be made acceptable and attractive to the
service users, and feasible for the service providers. We also appreciate the heterogeneity
between service users and suggest further work should be made to design services that
capture the most vulnerable populations that may be situated out of the current health and
social care system. 
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