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ABOUT CERT
MISSION
We are a policy group
campaigning for contraceptive
empowerment in Scotland. We
want to promote a prepared,
informed and supported
experience of contraception. We
works to produce research-based
change and a platform to
champion the voices of others. Our
research centres around improving
the experiences of current
contraceptive users. We support
the expansion of contraceptive
options for everyone.
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GOALS
A population informed about
the full range of their
contraceptive options and
possible side effects
Greater support in making
and changing contraceptive
choices
Contraception tailored to
individual personal and
medical needs
More contraceptive options
for everyone Equal access to
contraception
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ABOUT US
(listed in alphabetical order)

LUCY GRIEVE
I’m a third year Social Anthropology & Social Policy student
at the University of Edinburgh. I initially joined CERT due to
my interest in reproductive health policy, and I feel
committed to doing all I can to promote more open and
inclusive conversation about contraception and sexual
health.

ELSA HESSLOW
I’m a third year Philosophy & Economics student at the
University of Edinburgh. I have been a member of CERT
since autumn 2019, and initially got involved to help with
the promotion of our very first research paper. I believe
that sexual and reproductive health is, unfortunately, an
under researched field in many ways. I hope that this
project will be a small step on the way to change that, and
that CERT will continue to work for contraceptive
empowerment for all.

CARI O'ROURKE
I’m a 4th year medical student at Edinburgh. I joined CERT
due to being passionate about advocating for more
research, education and better quality of care for people
using contraception. Being able to actively work towards
driving change within this field has been incredibly
rewarding and I hope that our work helps improve the
experiences of contraceptive users.
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MARGHERITA VIANELLO
I’m just a gal passionate about sexual and reproductive
healthcare; currently I’m in medical school and planning to
specialise in this field in the future. I’ve loved being part of
CERT because I’ve been able to research the topics that I'm
most interested in along with people who are dedicated to
contributing to sexual and reproductive justice.

COCO ZHANG
I am a third year medical student. A combination of
personal experiences with contraception & an interest in
the the medical aspects of sexual and reproductive
healthcare was what drew me towards working with CERT.
This project offered a unique opportunity to understand
the issues that many individuals face when seeking
contraception and other services during the COVID-19
pandemic. I hope that our findings can drive changes in the
provision of sexual and reproductive healthcare and
improve experiences of those seeking these services.
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PROJECT
GOALS
The goal of the project is to provide an insight into the
impact of COVID-19 on patients’ experiences seeking,
accessing and utilising sexual and reproductive
healthcare (SRH) services during the pandemic.
Through the distribution and analysis of an online
survey, it aims to better understand patients’
preferences, their concerns, and their satisfaction with
information resources and service provision in order to
inform policy recommendations that can be
implemented to improve SRH services.
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G L O S SA R Y OF
A B B R E VI A T I O N S
LARC: Long-acting reversible contraception
COVID-19: Coronavirus Disease 2019
FSRH: Faculty of Sexual and Reproductive Health
SRH: Sexual and reproductive health
STI: Sexually transmitted infection
LGBTQ+: Lesbian, Gay, Bisexual, Transgender, Queer (or
questioning)
COCP: Combined oral contraceptive pill
IUS: Intrauterine system
IUD: Intrauterine device
WHO: World Health Organisation
CERT: Contraception Education and Reform Team
C-CARD: Condom card which allows access to free
condoms at various sites for people aged between 13-24
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1.0 EXECUTIVE SUMMARY
On the 11th of March 2020, the World Health Organization (WHO) declared the COVID-19
outbreak to be a global pandemic. The implications of the pandemic on health systems
extend beyond the direct impact of caring for those with COVID-19, and the disruption to
essential and routine healthcare services such as sexual and reproductive healthcare (SRH)
is well-recognised (WHO, 2020). Social distancing measures challenge the normal
healthcare delivery model, mandating more remote consultations, with some services being
suspended altogether, and there are also significant concerns that healthcare users may be
more reluctant to seek out necessary healthcare during this time (Riley et al., 2020).
Subsequent to the announcement on the 23rd of March that the UK would enter a
lockdown period, UK health services were forced to rapidly change their delivery of care in
order to ensure social distancing and protect their workforce and patients. The Faculty of
Sexual and Reproductive Healthcare (FSRH) published guidelines on the necessary changes
to the provision and delivery of SRH during the temporary disruption to services with the
aim of ensuring that a high standard of care was maintained for patients. Priority services
were identified as being effective contraception and emergency contraception, and the
main changes to services are outlined in the textbox below (FSRH, 2020a).

Allow remote repeat prescriptions of COCP to cover the next 6-12 months
without measuring BMI/blood pressure if they have been taken in the
previous 12 months.
Extension of LARC methods e.g. nexplanon, copper IUD, mirena (no
removal unless serious side effects or want to become pregnant)
Switch to progesterone-only pill (POP) if on depo provera
Bridge with POP if unable to access regular contraception
Existing POP users can be given 12 month supply without review
Teleconsultation and remote access to emergency contraception

Understanding how these changes to the delivery, provision and accessibility of SRH
services impacted healthcare users’ experiences of service access is critical. Evaluation
highlights the successes and shortcomings relating to access or quality of SRH services and
information during this period. Evidence-based changes can be subsequently implemented
to improve both new and old service provisions. Equally, this report will provide an insight
into the healthcare seeking behaviours and patterns of utilisation of patients during this
period, allowing a better understanding of how the pandemic has affected SRH uptake.
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The FSRH are currently conducting a survey amongst their members in order to explore the
views and experiences of both GPs and specialist SRH staff in providing care during the
pandemic under the new guidelines. Their interim report, outlining the findings of 939
respondents demonstrates the significant and widespread impact of COVID-19 on SRH. On
average, 77% of GPs and 64% of specialist providers have stopped or limited essential SRH
service provision during the pandemic. Respondents expressed a lack of confidence in the
ability of vulnerable groups to access SRH services, with 37% stating they were not
confident, and 32% stating that they were not sure. Concerns were also raised by some
respondents of the implications of stopping the provision of outreach services such as
proactive telephone calls to vulnerable patients, and the termination of IUS/IUD provision
(FSRH, 2020b).
The significant changes to the delivery of SRH care coupled with the clinicians’ concerns that
were expressed in the interim FSRH survey highlights the need to explore the viewpoint of
healthcare users directly. The goal of the survey is to provide an insight into the
impact on patients’ experiences seeking, accessing and utilising services during
the pandemic. It aims to better understand their preferences, their concerns, and
their satisfaction with information resources and service provision in order to
inform policy recommendations that can be implemented to improve SRH
services.
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2.0 KEY FINDINGS

There was a clear decrease in the uptake of SRH after the national lockdown was
announced. The number of survey participant’s not accessing any services increased
from 48% to 73% after the 20th of March, and the biggest drop was seen in the use of
free condoms and STI testing. 70% of people who did not use any SRH services during
the pandemic did so because they did not require them.
These changes are likely due to people’s sexual behaviour changing due to social
distancing measures with survey participants indicating that the restrictions had an
effect on their sexual practices.
Issues regarding access, provision of services and information distribution are also
apparent from respondents’ open text responses.
80% of survey participants reported no change in their contraception after the 20th of
March.
The most common change in contraception was from barrier method to COCP.
Inability to access a preferred method of contraception was quoted as a reason for
stopping contraception, but adverse side effects and changes to
relationship/circumstances with a sexual partner were the most common emerging
themes.
Concerns regarding repeated stopping and starting of prescriptive forms of
contraception such as COCP are apparent from our findings.
Significant concerns relating to access to SRH were raised in our survey results.
Respondents reported lack of access to their preferred method of contraception,
particularly LARC and free condoms.
Lack of access to STI screening was a significant theme in our findings.
Lack of access to routine gynaecological appointments was also described.
Our results indicated that having a disability and being of the age group 25-34 was a
predictor of failure to access services, however our study’s small sample size means
that more research on this is required.
There were geographical differences in the services available.
Particularly the availability of asymptomatic STI screening.
Substantial issues regarding information provision around SRH services were identified
in our survey.
This was a key area for improvement identified by survey participants.
Uncertainty in relation to accessing information about abortion services was a
particularly concerning finding.
Survey participants gave positive comments on the use of remote consultations, which
some felt were more convenient than having to see healthcare professionals in person.
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3.0 POLICY
RECOMMENDATIONS
Aim to continue SRH services such as LARC insertion/removal, cervical screening and
gynaecological investigations with appropriate safety procedures in place.
Ensure access to all methods of contraception, particularly more effective methods
such as LARC.
Provide a home delivery service for contraception prescriptions, such as oral
contraceptive pills.
Offer home STI kits for non-symptomatic screening if in-person screening is not
possible.
Ensure provision of information about SRH services is clear, accessible, up to date and
actively marketed, particularly with respect to abortion services.
Actively publicise information about delivery services for free condoms such as the Ccard scheme.
Consider continuing with telehealth consultations for contraception services beyond
the need for social distancing.
Further research into the impact of demographic factors such as disability on access
and satisfaction with SRH services is required.
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4.0 LIMITATIONS OF
THE REPORT
A major limitation of this report is the small sample size of 253 participants. This number is
too small to draw major conclusions about the UK-wide population, particularly as 73% of
survey participants did not access SRH services during the lockdown period when
measures were in place.
Furthermore, the vast majority of our sample was White (89%), straight (69%) and women
(85.2%). While some of these statistics reflect the UK-wide population, it nevertheless
means that we do not have sufficient numbers of minority groups to draw conclusions
about their experiences in healthcare. This issue was likely amplified by the use of a
convenience sampling method, as members of vulnerable groups may not have been able
to participate in the study.
It is important that there is further investigation into this, as minority groups have specific
needs which must be addressed in policy. More in-depth study of all areas covered by our
report are necessary, but at the present time when little information about the impact of
COVID-19 and social distancing measures on SRH is available, it provides a valuable insight
into the experiences, preferences and concerns of patients.
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5.0 METHODOLOGY
The impact of COVID-19 on SRH is an ongoing concern and one which is important to
investigate. Due to the rapidly changing situation, the available literature on the topic is
sparse and primarily focuses on the perspective and experiences of healthcare
professionals and service providers. In order to add additional perspectives to the existing
literature, this study explored experiences of SRH users directly through an online survey.
Inclusion criteria
Our inclusion criteria for participation in the survey included a minimum participant age of
18 and residence in the UK for at least three months in the previous year. The survey
respondents were also required to be proficient in the English language.
Survey design and ethical considerations
The survey was created on Google Forms. A description of the survey’s purpose, an outline
of what the survey would involve and details on the use of respondents’ data was provided
before participants were able to proceed to the survey. Respondents were required to
provide explicit consent to the use of their data and to confirm that they met the inclusion
criteria. A trigger warning was also provided at the beginning of the introduction, informing
participants on the inclusion of questions relating to abortion services.
No identifiable data such as name, date of birth, or IP addresses were collected in the
survey and all responses were anonymous. The raw data of the surveys were kept on a
password-protected electronic drive and downloaded onto personal laptops for analysis. All
raw data will be deleted within 1 year of the completion of the study.
The project has undergone ethical review and has been approved by the research ethical
review board at the School of Social and Political Science at the University of Edinburgh. The
supervisor for the project is Dr Tod Van Gunten and he can be contacted at
tvangun@ed.ac.uk.
Sampling method and survey distribution
Participation in the survey was voluntary, and respondents were required to provide explicit
consent to the use of their data before they were able to proceed to the survey.
Respondents were able to withdraw consent at any point, and an email address was
provided if participants had any additional questions, queries or concerns.
A convenience sampling method was employed. The online survey was released on CERT
social media accounts on Facebook and Instagram and then shared widely amongst local
area groups and through CERT members’ personal pages. Caveats to the self-selecting
nature of convenience sampling includes the risk of selection bias, and it is likely to have led
to the overrepresentation of university students amongst our study sample. This could
mean that the experiences of the most vulnerable groups, who are perhaps most at risk of
being negatively affected by COVID-19 are not reported within our survey.
CERT
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Data analysis
The survey results were collected from Google Forms and downloaded onto an excel
spreadsheet for further statistical and qualitative analysis of the results.
Statistical analysis
Basic statistical analysis such as percentage calculations was conducted in order to
generate graphs to demonstrate our survey results. This was done using Excel.
In order to test whether there had been a statistically significant shift in the level of
satisfaction with SRH access and quality of services since the imposition of lockdown
measures, statistical analysis of responses was carried out using the Stata 16 SE pack.
There are however significant caveats to drawing conclusions from these results due to our
limited sample size and the low participation rates of minority groups.
All participants were asked how satisfied they were with their access to services and the
quality of services prior to the 20th of March. Those who had interacted with services since
the 20th of March were also asked about their satisfaction with access and quality after this
date. 95% confidence intervals were calculated for the proportion in each response
category for those who had answered the question in both incidences. Subsequently, the
difference of the proportions was calculated and a standard significance test assuming
normal distribution was performed.
In addition to this, we created a binary variable for satisfaction. The variable took on the
value 0 for negative responses (“somewhat dissatisfied” and “very dissatisfied”) and 1 for
positive answers (“somewhat satisfied and “very satisfied”). The association between such
binary variables and different demographic factors, such as gender, ethnicity, age, sexual
orientation, disability and location was explored using Mantel-Haenszel odds ratios. Again,
the analysis included only those participants who had answered both questions about their
satisfaction before and after the 20th of March 2020. Comparing odds ratios of binary
variables was also used to investigate responses to the questions about failure to access a
service, and confidence in ability to access services in the future.
Qualitative analysis
The open-text questions within our survey were analysed using thematic analysis. The
responses for each question were initially coded to identify recurring themes, and then
tables were formed in order to demonstrate the frequency of each theme within the
respondents’ responses.
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6.0 BACKGROUND OF
SURVEY RESPONDENTS
The study sample comprised 253 individuals. Within the sample, 85% reported their identity
as female (including transgender women), 13% as male (including transgender men), 2% as
non-binary and 0.4% as no gender identity. This gender distribution is likely to be
representative of contacts with SRH services during this period, as 86% of individuals in
contact with NHS SRH in 2017/18 were female (NHS Digital, 2019).
Non-binary
1.6%

Man
12.8%

Woman
85.2%

Figure 3.1; Gender distribution of the study sample
With regards to racial or ethnic composition, the sample was predominantly White (89%),
with Asian identities forming the second most common ethnicity within the sample (8%).
The proportion of participants with a White background in the sample is slightly higher than
the general population, which is 87% White according to 2011 census data (ONS, 2013).
Asian, Asian British, Asian Scot
7.6%

White, White British, White Scot
88.8%

Figure 3.2; Ethnic composition of the study sample
20 response categories were recorded for sexual orientation, most of which were
combinations of two or more categories, for example “queer and bisexual”. As shown in
figure 3, the majority of the sample identified as ‘heterosexual/straight’ (69%), followed by
bisexual (15%). In the graph below, answers in the category “Not sure” as well as all
categories with two or fewer respondents have been coded as “Other”. A full breakdown of
responses to this question is available in the appendix.
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Pansexual
1.6%

Bisexual
14.5%
Gay or lesbian, Queer
1.9%
Other
8.2%

Gay or lesbian
4%

Heterosexual/straight
68.7%

Figure 3.3; Sexual orientation of the study sample
The majority of the sample was in the 18-24 age group. Whilst not representative of the
general population, the sample’s age distribution is reasonably similar to the reported age
demographic of SRH contacts during previous years, where patients between 18-19 years
of age have been those most likely to use NHS SRH services (NHS Digital, 2019).
25-34
6%

45-54
2%

18-24
89%

Figure 3.4; Age distribution of the study sample
The majority of participants (71%) were living in Scotland at the time of the survey. The
second most common UK nation was England (26%). There were no participants from
Northern Ireland. The overrepresentation of Scottish participants is a caveat to generalising
the results of our survey to other UK nations. Nonetheless, similar adaptations to SRH
services were implemented amongst all nations during this time due to the UK-wide FSRH
guidelines.
Wales
3%

England
26%

Scotland
71%

Figure 3.5; Place of stay of the study sample at the time of the survey
A majority (82.9%) of participants did not report having a disability, with 12.7% answering
yes and 4.37% answering not sure. Participants were given the opportunity to provide more
details about their disability in a free text response question. 27 participants took the
opportunity to do so, and among their responses mental conditions such as ADHD and
depression predominated. A full breakdown of disabilities is available in the appendix.
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Yes
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Figure 3.6. Proportion of respondents reporting a disability (physical or mental health condition)
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7.0 FINDINGS ON THE
USE AND PROVISION
OF SRH SERVICES
7.1 Frequency of SRH service use
All survey participants were asked which SRH services they had accessed in the 3 months
prior to the 20th of March 2020, which is the date at which the FSRH released their COVID19 guidelines outlining the necessary modifications to SRH services. 52% of respondents
had accessed some form of SRH service during this period, with the most commonly used
services being renewing a prescription for contraception, free condoms and STI testing and
treatment.
Survey participants were also asked which services they had accessed since the 20th of
March 2020. During the period between the 20th of March and when the participants took
the survey (between the 29th of July, 2020 and 18th of August 2020), 27% of respondents
had accessed SRH services. The most commonly used services were again renewing a
prescription for contraception, followed by starting a new form of contraception and STI
testing/treatment. These results demonstrate a significant decrease in the frequency of
SRH uptake amongst our study sample during lockdown, with the largest decrease seen in
the uptake of free condoms and STI testing.

Table 7.1: use of SRH services in the 3 months prior to the 20th of March 2020 and since the 20th
of March 2020
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The alterations to the frequency of SRH service use are likely to be due to changes in sexual
behaviour and lack of access to services due to service provision changes. For example, the
decreased rates of STI testing and treatment may correlate to a fall in casual sex and
number of sexual partners per person due to social isolation. However, this may also be
due to lack of access to STI testing, a comment made multiple times by survey respondents
through ‘free text’ questions (see Section 5.2 and Section 6.2). These reasons could similarly
apply to the fall in use of emergency contraception and free condom use, which are more
likely to be necessary for people who are not on long-term contraceptive methods or who
are not in sexually exclusive relationships and decide to stop using barrier methods.
Changes to the use of other forms of contraception are discussed in section 4.4.
7.2 Provision of SRH services
Figure 1.2 and table 1.2 show the changes in methods used to provide SRH before and
after the start of lockdown. The changes to methods of SRH delivery are in line with what is
to be expected due to social distancing requirements and recommendations made by the
FSRH. For example, 66% of the people who had accessed SRH services before the 20th of
March received a face to face consultation, whereas, after the 20th of March, only 26% had.
Similarly, methods that require little or no contact, such as telephone consultations and
delivery services, increased during lockdown. Accessing services ‘over the counter’, which is
not regulated through the healthcare system, still decreased after the 20th of March,
indicating that this could be affected more by people’s choices rather than government
recommendations - for example, people may have switched to using delivery systems to
avoid contact with other people.
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Figure 7.1: the methods used to provide SRH before and after the 20th of March 2020
Note: The percentages shown here are calculated using the number of people who accessed SRH
services as the total, excluding those who did not access any services from the sample.

Table 7.2: the methods used to provide SRH before and after 20th of March 2020
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7.3 Reasons for not using of SRH services
Figure 1.3 illustrates the reasons that people who had not accessed SRH since the 20th of
March gave for their lack of contact with services. The reasons behind some respondents’
failure to access services are illustrated in section 5.2.
The service was unavailable
9.2%
It was too difficult to access
4.4%

I decided to delay it
10.2%

I did not need to
70.9%

Fig. 7.2: reasons for not accessing SRH services since the 20th of March 2020
7.4 Changes to contraception use
Overall, 81% of survey participants reported that they did not change their contraception
between the 20th of March and the date at which they took the survey, so lockdown
measures were not a driver of significant change in contraceptive practices. 12% of people
who had not accessed SRH since the 20th of March reported a change in their
contraception, and the majority of these people (73%) reported stopping their
contraception. Of the participants who used SRH services during lockdown, 32% of people
reported a change to their contraception. 55% of these changes were switches to a
different method and 36% were starting a new form of contraception. Overall, 41% of the
people who made changes to their contraceptive method stopped contraception use
altogether.

Table 7.3: most common changes in contraception
Reasons for changes to contraception use
Participants were invited to elaborate on why their contraception had changed since the
20th of March. The recurring themes are illustrated in Tables 7.4 and 7.5.

Table 7.4: most common reasons cited for changing contraception in participants who had not
accessed SRH after 20th of March 2020
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Table 7.5: most common reasons cited for changing contraception in participants who had
accessed SRH after 20th of March 2020
The most common reason for changing contraception given by people who had not
accessed SRH since the 20th of March was that they had stopped using contraception
altogether due to no longer needing it. Some elaborated that this was because they were
no longer having sex due to social isolation e.g. “quarantining [so] not having sex” or
“abstinence as away from partner”. Similarly, in the group who had accessed SRH since the
20th of March, relationship-related changes represented the most common reason for
changing contraception e.g. “for bigger security, better experience and because my
relationship is not long distance anymore”. This highlights that there were changes to
patterns of contraception usage due to self-isolation restrictions and as a result of people’s
decision to either isolate with or without a sexual partner. This suggests that those who
stopped using methods such as the combined contraceptive pill due to lack of sex will likely
begin to use it again after restrictions ease. This may be a point of concern, as the FSRH
discourage repeated starting and stopping of CHC due to evidence that the risk of
thromboembolism due to COCP is at its greatest in the three months after starting or
restarting the pill (FSRH Clinical Effectiveness Unit, 2019; Hannaford, 2011). There is also a
risk of an increase in unwanted pregnancies due to the potential for some to resume
sexual activity without restarting their contraceptive method, and others may be at
increased risk for the first seven days of restarting the pill if they fail to start within the
specific window of their menstrual cycle (FSRH Clinical Effectiveness Unit, 2019).
The second most common reason for changing contraception in both groups was to avoid
adverse effects of contraception, with respondents describing symptoms such as low mood
and breakthrough bleeding. Adverse side effects is a well-documented reason for
discontinuation of contraception, and is explored in greater depth in the CERT 2019 report
(CERT, 2019). Changing brand or type of pill was the third theme identified amongst those
who had accessed SRH services since the 20th of March, whilst an inability to access
preferred contraception method was the third theme amongst those who had not
accessed SRH services. Further discussion on the issue of lack of access is found in section
5.
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8.0 FINDINGS ON
ACCESS TO SRH
SERVICES
8.1 Satisfaction with access
Don't know
14%
Very dissatisfied
2%
Somewhat dissatisfied
6%

Very satisfied
34%

Neither satisfied nor dissatisfied
11%

Somewhat satisfied
33%

Figure 8.1: the satisfaction of respondents with access to SRH services in the 12 months preceding
20th of March 2020 (shown as a percentage of the total responses)

Very dissatisfied
15%

Don't know
1%
Very satisfied
26%

Somewhat dissatisfied
13%

Neither satisfied nor dissatisfied
10%
Somewhat satisfied
35%

Figure 8.2: the satisfaction of respondents with access to SRH services since 20th of March 2020
(shown as a percentage of the total responses)
Survey respondents were asked to rate their satisfaction with their access to SRH services
in the 12 months preceding the 20th of March on a scale of ‘1’ to ‘5’, with ‘1’ being very
dissatisfied and ‘5’ being very satisfied. Of the 253 respondents, 67% stated that they were
very or somewhat satisfied with their access to services, whilst 8% said they were very or
somewhat dissatisfied (as seen in figure 8.1).
Those who had accessed SRH services between the 20th of March and the date at which
they took the survey were asked to rate their satisfaction with access to services since the
lockdown. Of the 69 respondents, 61% were very or somewhat satisfied with their ability to
access services, and 27% reported being somewhat or very dissatisfied (as seen in figure
8.2).
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Comparison of the results for satisfaction with access before and after the 20th of March
2020
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Figure 8.3: the change in percentage points in reported satisfaction with access to SRH services in
the 12 months preceding the 20th of March 2020 and since the 20th of March 2020
The graph above shows the difference in percentage points between the proportions of
answers in each response category before and after the 20th of March, as well as the 95%
confidence intervals for each proportion. To allow for appropriate comparison of the
results, only those participants who had had some interaction with SRH since the 20th of
March (n=69) were included in this analysis. (A full breakdown of the statistical analysis is
found in the appendix table 11.3)
Overall, the results suggest a decrease in satisfaction. This is mainly driven by a decrease in
the proportion of participants reporting that they were very satisfied and an increase in the
proportion reporting that they were very dissatisfied. It is however important to note that
most of the calculated differences in proportions had p-values above 0.05, suggesting that
the changes reported here could be due to chance.
In order to gain a clearer understanding of whether an overall change in satisfaction had
taken place, a binary variable was created for each of the four questions. The variable took
on the value 0 for negative answers (“somewhat dissatisfied” or “very dissatisfied”) and 1 for
positive answers (“somewhat satisfied” or “very satisfied”). Neutral responses (“neither
satisfied nor dissatisfied”) and responses in the “don’t know” category were not included in
this analysis and were coded as missing. In regard to respondents’ reported satisfaction
with access prior to the 20th of March, and after the 20th of March, the relative proportion
of positive to negative answers decreased from 91.4% to 24.1%. This decrease was
significant at the p=0.001 level.
8.2 The impact of demographic factors on access
In order to investigate whether levels of satisfaction were correlated to demographic
background categories gender, age, sexual orientation, ethnicity, UK nation and disability
status, dummy variables were created for each of these factors. Subsequently, logistic
regression models were run on the binary satisfaction variable over these background
factors. Furthermore, participants were asked if they had found themselves unable to
access an SRH service during this period. In order to investigate whether gender, age,
sexual orientation, ethnicity, UK nation or disability status were predictors of participants
answering yes to that question, we again ran logistic regression models using dummy
variables for these factors.

CERT

PAGE 23

Our findings were that respondents’ reported satisfaction with access showed no clear
demographic patterns. LGBTQ+ participants and disabled participants were overall slightly
less satisfied after the 20th of March; however, these results were not statistically
significant. There was also no statistically significant association between failure to access a
service and any gender, sexual orientation, ethnicity/race. There was however a notable
pattern for age groups, with 25-34 year olds found to be five times more likely than others
to answer yes. All participants in this age group (n=8) reported having been unable to
access a service. Nonetheless, the small sample size for age groups older than 24 suggests
that these results may not be representative of the overall population.
One particularly concerning finding from our statistical analysis was that having a disability
was a predictor of failure to access services, with disabled participants being more than
twice as likely to have failed to access a service compared to the overall sample (p=0.0398).
This raises significant concerns about whether the changes to delivery methods of SRH
since the 20th of March are negatively and disproportionately impacting those with
disabilities and highlights the need for more research in this area.
It is important to note that the only demographic factors that we collected data on were
gender, age, sexual orientation, ethnicity, UK nation and disability status. Other
demographic factors that we did not investigate will have had an impact on individuals’
experiences of SRH in general, as well as how they have been affected during the covid-19
pandemic. In particular, we did not collect information on socioeconomic factors, which are
key determinants of health outcomes. Furthermore, the overrepresentation of university
students in our sample (more on this in Section 5: Methodology) is likely to signify the
underrepresentation of people from under-privileged backgrounds. The online nature of
our survey is further likely to exclude vulnerable groups who do not have secure internet
access, such as those with no fixed housing. Further investigation to overcome this is
necessary.
8.3 Experiences of failure to access services
A question enquiring about any incidences where respondents had failed to access SRH
services was posed to both groups who had used services since the 20th of March, and
those who had not. In the total sample of 253, 17% of respondents had been unable to
access a service since the 20th of March. Of those who had not accessed any services since
March, 11% reported of such an incidence, whilst 32% reported this amongst those who
had accessed a service since the 20th of March.

Table 8.1: most common experiences of failure in accessing services amongst respondents
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Analysis of the free-text responses, which provided more detail of respondents’ failure to
access to SRH services revealed that, whilst there was a large disparity in the frequency of
incidences of failed access between those who had and had not accessed services since the
20th of March (33% and 11% respectively). The emerging themes were consistent in both
groups.
Inability to access preferred method of contraception
The most frequent theme was a failure to access a preferred method of contraception, with
a third of those who had failed to access a service describing incidences of this in the
survey. The most common type of contraception which was unavailable to service users
was the copper IUD or IUS, but inability to access free condoms was also a recurring issue.
The reports of being unable to access contraception is of particular concern due to the
potential risk of unplanned pregnancy and STIs. The lack of access to free condoms is
especially concerning due to the disproportionate effect this is likely to have on those
groups who face perceived or actual barriers to services and who benefit from C-card
schemes as an entry point for education and encouragement for condom use. Brooks, a
sexual health charity, released a report on C-card schemes identifying these groups as
young people with learning disabilities/physical impairments, young people from socially
disadvantaged areas, public care or rural areas, young people from black and minority
ethnic communities, LGBTQ+ young people and young men (Brook and PHE, 2014).
Those who wished to opt for LARC methods but were unable to do so may also have been
forced to rely on less effective contraceptive methods or may have opted to use no
contraception at all. In addition to this, an inability to access a preferred contraceptive
method is likely to have an effect on an individual’s adherence to the alternative method,
especially considering that adverse side effects are one of the main reasons for stopping
contraception (Ersek et al., 2011). Poor adherence is an issue which is also exacerbated by
the fact that the choice of bridging contraception advised by the FSRH during this time
(progesterone-only pill) requires strict adherence in order to be effective. (FSRH, 2020a)
Inability to remove IUD/implants
The second recurring theme was failure to remove IUDs or implants, with 21% of those who
had failed to access a service noting this in their responses. Whilst the FSRH has confirmed
that the risk of contraceptive failure is low for those with LARCs due for renewal, the
potential repercussions for service users are clear from this respondent’s comments:
“I had the implant put in before lockdown and suffered from bad side effects and extreme mood
swings. I called to get it taken out but was told I couldn’t until September. I then was told to go on
antidepressants instead of getting it removed so at this stage I decided to go privately and had to
pay £300 to get it”
The reports of failure to access or remove LARC in our survey are in keeping with the initial
FSRH guidance released on 20th of March which advised the temporary suspension of
LARC removal/insertion to avoid in-person contact. Nonetheless, the escalation of COVID19 restrictions once more, as well as the likely continuation of social distancing measures
for the foreseeable future mean that reinstating access to LARC services should be
prioritised and the guidance reviewed. Ensuring LARC services can safely operate alongside
COVID-19 restrictions in the future is fundamental, particularly due to the superior
contraceptive effectiveness of LARC with typical use compared to other methods such as
COCP and condoms (FSRH Clinical Effectiveness Unit, 2019), and the significant implications
on the wellbeing of those who are experiencing adverse side effects.
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Inability to access screening and STI testing/prophylaxis
The third theme described by respondents was an inability to access screening; whether
this be STI screening (19% of those who’d failed to access a service), or cervical screening
(9% of those who’d failed to access a service). Our finding of some respondents’ failure to
access contraception such as free condoms increases the concern surrounding
inaccessible STI testing. The impact of temporarily stopping screening programmes such as
cervical smear tests will also likely have implications for the rates of early cancer and STI
detection, thus also have significant repercussions for patients and healthcare providers
regarding morbidity, mortality and the cost burden of treatment. One particularly
concerning finding in our survey was of delayed secondary cervical screening following an
abnormal finding 10 months earlier.
“I required a second cervical screening after abnormal experience on one [cervical screen] last
November. None of these were going ahead during lockdown…took till august [sic] to do the rescreening. I was unable to access it earlier despite calling up and trying.”
Inability to access non-urgent gynaecological investigations
The final theme to emerge was an inability to access non-urgent gynaecological
investigations (9% of those who’d failed to access a service). These included investigations
such as cervical exams, ultrasounds for PCOS and investigations of ovarian cysts. The
potential psychological and physiological implications for patients with delayed
investigations and diagnoses is an area of concern due to the significant anxiety this may
cause for patients as well as potential for progressed pathology in some incidences.
8.4 Confidence in future access
All participants were asked whether they felt confident that they would be able to access
the services they need in the future. The results are presented in table 8.2 and figure 8.4.

Table 8.2. confidence in ability to access services in the future
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Figure 8.4: Respondents’ reported confidence in future access to SRH services
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The survey respondents were asked to rank how confident they felt in accessing any SRH
services they may require in the future. Figure 2.4 demonstrates the confidence in future
access to SRH services of those who had and had not accessed services since the 20th of
March.
Those who had interacted with services since the 20th of March rated their confidence in
their future access to SRH services much higher than those who had not accessed services,
with 68% and 45% recording feeling very or somewhat confident respectively. Despite this,
12% of respondents who had already accessed services since the 20th of March were not
at all confident in their ability to access services in the future, a finding which may reflect the
high incidence of failure to access a service amongst this group.
Using a binary category as described in section 5.1, and calculating odds ratios and logistic
regression models, no statistically significant association was found with any of the
demographic factors reported in our background section. Nonetheless, participants who
gave a positive answer to the question about their satisfaction with access prior to the 20th
of March were more likely to be confident in their ability to access services in the future
(OR=7.92, p=0.0004).
Having low confidence in access to SRH services is worrying due to the likely repercussions
this can have on people’s likelihood and motivation to seek SRH. The potential reasons for
this lack of confidence were not explored in this study. However, the uncertainty relating to
the future trajectory of COVID-19 and thus the associated impact on healthcare access, as
well as existing experiences of poor access to services since lockdown could explain our
findings.
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9.0 FINDINGS ON
SATISFACTION WITH
SRH SERVICE QUALITY
9.1 Satisfaction with the quality of SRH services
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Somewhat satisfied
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Figure 9.1: satisfaction with quality of SRH services in the 12 months preceding the 20th of March
2020
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Figure 9.2: satisfaction with quality of SRH services since the 20th of March 2020
Survey respondents were asked to rate their satisfaction with the quality of SRH services in
the 12 months preceding the 20th of March on a 5-point scale. Of the 253 respondents,
66% stated that they were very or somewhat satisfied with the quality of SRH services, and
7% reported being either somewhat or very dissatisfied (as seen in figure 9.1).
Respondents who have accessed services since the 20th of March were also asked to rate
their satisfaction with the quality of SRH services since the 20th of March. Of the 69
respondents, 67% stated that they were very or somewhat satisfied, whilst 19% were either
somewhat or very dissatisfied (as seen in figure 9.2).
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Comparison of results for satisfaction with quality of SRH services before and after the 20th
of March 2020
15%
10%
5%
0%
-5%
-10%

Do
n'
tk
no
w

di
ss
at
isf
ie
d
Ve
ry

di
ss
at
isf
ie
d

So
m
ew
ha
t

no
rd
iss
at
isf
ie
d

sa
tis
fie
d

N
ei
th
er
sa
tis
fie
d

So
m
ew
ha
t

Ve
ry

sa
tis
fie
d

-15%

Figure 9.3: the change in percentage points in the reported satisfaction with quality of SRH
services in the 12 months preceding 20th of March 2020 and since the 20th of March 2020
The graph shows the difference in percentage points between the proportions of answers
in each response category both before and after the 20th of March, as well as 95%
confidence intervals for each proportion. Similar to the calculation in section 5.1, only those
participants who had had some interaction with SRH since the 20th of March (n=69) were
included in this analysis. (A full breakdown of the statistical analysis is found in the appendix
table 11.4)
Our findings indicate that there has been an overall decrease in respondents’ satisfaction
with the quality of SRH services since the 20th of March. This is driven by a decrease in the
proportion of participants reporting that they were very satisfied and an increase in the
proportion reporting that they were very dissatisfied. Similar to our findings relating to
satisfaction with access, most of the calculated differences in proportions did however have
p-values above 0.05, and thus it’s important to note that these findings could have occurred
by chance.
Further investigation by creating binary variables for the categories was conducted
following the same method as detailed in section 8.1. In regard to respondents’ change in
reported satisfaction with quality prior to the 20th of March and after the 20th of March,
the relative proportions of positive to negative answers decreased from 93.2% to 25.9%,
(p=0.001).
9.2 The impact of demographic factors on satisfaction with quality of SRH
In our investigations of the association between levels of satisfaction with SRH quality and
demographic factors, a similar methodology was followed as the one discussed in section
5.2. Our findings indicated no clear demographic patterns, however LGBTQ+ participants
and disabled participants were overall slightly less satisfied after the 20th of March. These
results were not, however, statistically significant.
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9.3 Elements of SRH services that are working well
Safety measures taken for in-person services
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24.1%
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Figure 9.4: most commonly listed elements of SRH that respondents thought were working well
Respondents who had accessed SRH services since the 20th of March were asked which
elements of the service they felt were working well and which elements could be improved.
Thematic analysis of the free-text responses revealed five themes for the elements of SRH
that respondents felt were working well (summarised in figure 9.4).
The element of SRH that respondents praised most frequently was remote consultations,
including telephone and video consultations, as mentioned by 32% of respondents. This
finding may reflect the fact that the vast majority of our survey respondents were between
the ages of 21-24, a demographic which may be more accustomed to using technology
such as video consultations, and thus feel more confident accessing healthcare this way.
Equally, as demonstrated in section 4, the majority of respondents interacted with SRH
services to access contraception, repeat prescriptions or STI testing; the nature of which
are less complex than accessing abortion services or investigating potential cancer
presentations which may require physical examination and are more likely to benefit from
rapport-building. A study conducted in Scotland in 2019 comparing the content and quality
of video, telephone and face-to-face consultations found that remote consultations
addressed fewer problems and contained less information exchange and rapport building
than face-to-face consultations (Hammersley et al., 2019); a finding which does raise
concerns in relation to patients’ experiences with accessing more complex services such as
elements of abortion care through remote consultations. Due to the lack of data on this in
our study cohort; further research into how such services have been impacted is necessary.
Many of the respondents who praised remote consultations were accessing them for
repeat prescriptions, and this overlaps with the second recurring theme, the ease of access
to prescriptions. 23% of respondents touched on this, and one individual stated:
“I felt confident I knew where to go to access care if I needed it and have had no problems
accessing my COCP.”
Respondents also mentioned the home prescription delivery service as an element that
was working particularly well, in addition to home test kits. Home delivery included
prescriptions as well as other contraceptive services, such as condoms and STI kits. Many of
these respondents commented on the speed of the delivery service, and one individual
commented on the clear instructions of the home STI test. This contradiction to the
recurring theme that emerged in section 5.3 of survey respondents’ failure to access STI
testing, suggests significant individual disparities in people’s experiences. It may indicate a
lack of awareness of the availability of STI testing, or there may be regional disparities in
access to home STI testing kits, or differences in seeking asymptomatic screening versus
symptomatic testing.
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Another key theme that emerged from the question was the efficiency of services, with 27%
of respondents highlighting this in their responses. Some of these specifically mentioned
the supportiveness of staff, whilst others praised the short waiting times for accessing
services.
The safety measures taken for in-person services were also an element highlighted by 5%
of the respondents, with one commenting on the social distancing measures, handsanitising stations and appropriate PPE being worn in the workplace, and the other
commenting on the ability to do contact-free blood pressure measurements.
Areas of improvement
Follow up and communication
16.5%
Lack of access to preferred contraception
27.5%
Problems due to change of location
8.8%

Not taking SRH needs seriously enough
14.3%

Lack of access to screening and STI testing
16.5%
Unclear information on SRH services
16.5%

Figure 9.5: most commonly listed elements of SRH that respondents thought needed
improvement
With regards to the elements of SRH that required improvement, seven main themes were
identified (summarised in figure 9.5).
Accessing preferred contraceptive method
The most frequent theme was failure to access a preferred contraceptive method, as
mentioned by 25% of respondents. This included removing, changing or starting new
contraception, with many respondents specifically mentioning their inability to access LARC
such as the IUD/IUS. The issues relating to respondents’ inability to initiate certain
contraceptive methods are discussed in more detail in section 8.3.
Accessing screening and STI testing
Another theme identified by respondents was the lack of access to SRH services other than
contraceptive services. Six respondents felt that this was an element that required
improvement, with STI screening and testing being one of the services mentioned. This was
an element that was also highlighted in section 8.3, however, was equally identified by
others as an area of SRH that was working well. As previously mentioned, this apparent
contradiction may reflect regional differences in access to STI home test kits, however it
may also indicate the lack of clarity and awareness about home testing kits and who is able
to access them.
Unclear information on SRH services
15% of survey respondents felt that there was unclear information on SRH services. Some
felt there was insufficient publicity regarding which services were available during the
COVID-19 restrictions and unclear information regarding how to access contraception
during the pandemic. Many of the respondents (15%) also highlighted the need for followup emails outlining when they could expect their cancelled appointments to be rearranged.
Dismissal of SRH concerns/side effects
13% of respondents felt that their issues regarding SRH were not being taken seriously
enough, with one respondent stating;
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“first GP dismissed concerns about endometriosis because ‘we aren’t doing laparoscopy at the
moment’”
One student also reported feeling that the mental health side effects she was experiencing
due to her contraception were not taken seriously by her clinicians. This finding has
previously been demonstrated in CERT’s research paper in 2019 which explored the key
issues relating to contraception in Scotland (Cheney et al., 2019). The potential
repercussions of the dismissal of these side effects by clinicians are arguably heightened
during the provision of healthcare during COVID-19. The FSRH guidance states that the
removal of LARC should only be done if the individual is experiencing ‘serious adverse side
effects’ (FSRH, 2020c).
The apparent subjectivity of this could result in people having to continue with their
contraception despite experiencing significant side effects that are impacting on their
wellbeing; a finding also outlined in section 5.3 and emphasised by the following
respondents’ comments.
“restart removing contraception…if I wanted to get my implant removed I couldn't. I would have
to live…with periods that have a few days break, cramps, and all the other period symptoms that
came on more painful because of my implant. When you're lying in bed in such pain, I just
wanted to rip the implant out of my arm and stop the havock [sic] all over my body. A great way
to make lockdown just that bit worse.”
Problems due to change of geographical location
8% of respondents faced problems due to having changed location during the COVID-19
pandemic. These respondents mainly had difficulty in accessing services at their home
address due to being registered at their student addresses. The challenges of being unable
to register in both locations were emphasised by one respondent who was unsure of how
to access a repeat prescription whilst at home. Another student highlighted how
geographical disparities across the UK made it difficult for her to access the healthcare she
needed while at home, perhaps reflecting differences in UK nations’ SRH service provision.
Expanding range of available services
The final theme that emerged as an area of improvement was expanding the range of
available services, a suggestion made by 8% of the survey takers. Respondents felt that
some services could have been continued despite the COVID-19 restrictions if appropriate
precautions such as PPE were implemented. With the COVID-19 restrictions likely remaining
in place for a significant period of time, the importance of resuming essential healthcare
services such as SRH with appropriate safety procedures in place is critical. The most recent
guidelines outlined by the FSRH (released 8th of October), highlight the precautions that
can be taken in order to safely resume services whilst the COVID-19 risk remains high.
Some of these strategies include staggering appointment times, minimising patient waiting
times in the SRH buildings and ensuring as much of the consultation as possible is done
remotely (FSRH, 2020d).
(Issues relating to the theme of communication and follow-up are discussed in section 10)
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10.0 FINDINGS ON
INFORMATION
PROVISION
A clear correlation between the proportion of respondents that tried to access information
on SRH during the COVID-19 pandemic (31% of respondents), and the number of those
who interacted with an SRH service since the 20th of March (28% of respondents) was
found, suggesting those who accessed information later sought out some form of SRH
service provision.
10.1 Confidence in finding and accessing information about SRH services
Not at all confident
1%
Not very confident
11%

Don't know
6%
Very confident
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Neutral
15%

Somewhat confident
40%

Figure 10.1: respondents’ confidence in finding and accessing information about SRH services
Figure 10.1 demonstrates respondents’ confidence in finding and accessing information
about SRH services. Of the 253 respondents, 67% indicated that they had a degree of
confidence in their ability to find and access the information, whilst 12% stated that they
were “not very” or “not at all” confident in the accessibility of information. These figures
suggest a poor level of confidence in finding and accessing information; a concerning
finding due to its implications on accessing services and seeking healthcare.
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Renewing a prescription for contraception
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Abortion services
STI testing/treatment
HIV testing/treatment
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Figure 10.2: Knowledge of where to find information about accessing SRH services since 20th of
March 2020
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Figure 10.2 demonstrates the perceived accessibility of SRH service information from both
those who had and had not interacted with services since the 20th of March. The services
deemed to have the most accessible information were emergency contraception, renewing
a prescription for contraception, starting on a new form of contraception and pregnancy
testing. These were closely followed by STI testing and free condoms. With 77% of SRH
contacts in 2017/18 involving a contraception related service (NHS Digital, 2019), this
finding may reflect that healthcare users are more accustomed to accessing these services
and are thus better equipped to seek out information on their provision. These services
may also be more straightforward in nature and can frequently be accessed in the
community such as through a pharmacy. The services which respondents had less
knowledge on accessing information were abortion services, general counselling about
sexual health or related issues, and other gynaecological services. These reflect more
complex healthcare needs, often requiring specialist involvement, and are used less
frequently by patients. As a result, they may be services which healthcare users would not
typically know how to access unless they actively looked for information. Our finding that a
high proportion of respondents do not know where to find information on such services
indicates a significant issue in information distribution and accessibility.
During the initial outbreak of COVID-19 in March, inconsistent information and changing
policies regarding abortion in England could partially be to blame for this poor awareness,
with the government’s decision to withdraw and then reinstate telemedicine for early
medical abortions potentially leading to mixed and inconsistent messaging. The
repercussions of unclear information and lack of awareness about accessing abortion
services are significant, both in relation to the mental health impact on the patient and the
potential physical and emotional implications of delaying seeking abortion care.
10.2 Information sources
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Figure 10.3: the information sources respondents would use if they required information about
SRH
Figure 10.3 shows that the most popular source of SRH information amongst respondents
in the survey was the NHS website, closely followed by individual sexual health
organisation’s websites. Respondents equally identified healthcare professionals as a
source of SRH information, as well as friends, family, or a partner. Across the board,
newspapers/magazines and tv/radio/podcasts had little uptake as an information source.
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10.3 Satisfaction with information provision
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Figure 10.4: satisfaction with the provision of information about SRH services since the 20th of
March 2020
Figure 10.4 shows the overall satisfaction of respondents who engaged with SRH services
after the 20th of March with the provision of information during the COVID-19 pandemic.
52% were either somewhat or very satisfied with information provision, and 24% were very
or somewhat dissatisfied. A substantive 21% were neither satisfied nor dissatisfied. This
generally poor level of satisfaction with information provision is reflected in the significant
uncertainty expressed by many respondents in our survey regarding SRH service provision
and access.
10.4 Experiences of provision of information
Poor communications on rearranging appointments
10.1%

Lack of advertising/publicity
15.7%

Misunderstood the question
51.7%

Lack of information on available services
22.5%

Figure 10.5: areas of provision of information that could be improved amongst those that looked
for information
All survey respondents were asked which elements of information provision they felt could
be improved. Whilst the majority of respondents misinterpreted the question, the emerging
themes from the remaining respondents are detailed in figure 10.5.
Lack of information on available services
Many stated that online information through the NHS website and sexual health clinic
websites were informative and easy to access, reflecting our finding of respondents’ main
information sources, nonetheless several respondents felt that there was a lack of clarity on
how to access services and whether they were available in person or remotely.
Lack of active publicity
Many respondents felt that there was a lack of active publicity, meaning that knowledge of
available services required you to actively seek out information to know which services were
available. As mentioned previously, this could reflect why we found many contradicting
comments relating to access to services such as free condoms and STI testing, as well as
their significant underutilisation since the 20th of March. Due to the non-urgent nature of
seeking an STI test amongst asymptomatic individuals, as well as the possibility of sourcing
condoms elsewhere, perhaps service users were unaware of these service provisions due
to not actively seeking out this information.
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Poor communication on rearranging appointments
In addition to the lack of publicity, respondents also indicated that there was poor
communication with patients from SRH services in regard to rearranging appointments, a
theme also identified in section 9.2 as an area needing improvement. This highlights the
importance of keeping patients informed if there are any changes to their pre-arranged
face-to-face appointments, and ensuring these changes are communicated effectively and
clearly with patients
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11.0 APPENDIX

Table 11.1. Full breakdown of reported sexual orientation of participants

Table 11.2. Full breakdown of the respondents’ reported disabilities
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Comparison of results for satisfaction with access before and after 20th March
2020

Table 11.3: comparison of satisfaction with access before and after 20th of March 2020. All
percentages rounded to 4 significant figures.
Comparison of results for satisfaction with quality before and after the 20th of
March 2020

Table 11.4: comparison of satisfaction with quality before and after 20th of March 2020. All
percentages rounded to 4 significant figures.
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