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Objective: Assessing access to sexual and reproductive health care during the COVID-19 pandemic, expe-
riences with intimate partner violence (IPV), and exploring sociodemographic disparities

Study Design: From September 2020 to January 2021, we recruited 436 individuals assigned female at
birth (18—49 years.) in Georgia, USA for an online survey. The final convenience sample was n=423; a
response rate could not be calculated. Survey themes included: sociodemographic and financial informa-

Keywords: tion, access to contraceptive services/care, IPV, and pregnancy. Respondents who reported a loss of health
Access insurance, difficulty accessing contraception, barriers to medical care, or I[PV were characterized as hav-
Barriers ing a negative sexual and reproductive health experience during the pandemic. We explored associations
Egr\‘/t]r[‘;‘_cfg[’“o“ between spciodemographic variables and negative sexual and reprgductive hgalth experiences.

Disparities Results: Since March 2020, 66/436 (16%) of respondents lost their health insurance, and 45% (89/436)

reported income loss. Of our sample, 144/436 people (33%) attempted to access contraception. The pan-
demic made contraceptive access more difficult for 38/144 (26%) of respondents; however, 106/144 (74%)
said it had no effect or positive effect on access. Twenty-one respondents reported IPV (5%). COVID-19
amplified negative views of unplanned pregnancy. Seventy-six people (18%) reported at least 1 negative
sexual and reproductive health experience during the pandemic; people in an urban setting and those
identifying as homo/bisexual were more likely to report negative experiences (24%, 28% respectively).
Conclusion: Urban and sexual minority populations had negative sexual and reproductive health experi-
ences during COVID-19 more than their counterparts. The pandemic has shifted perspectives on family
planning, likely due to the diverse impacts of COVID-19, including loss of health insurance and income.
Implication: Females across Georgia reported varying impacts of the COVID-19’s pandemic on their sexual
and reproductive health care. These findings could be utilized to propose recommendations for care and
intimate partner violence support mechanisms, tailored to urban and sexual minority populations.

© 2022 Elsevier Inc. All rights reserved.

Intimate partner violence

1. Introduction

In early 2020 a novel coronavirus, causing an infectious respi-
ratory disease (COVID-19), spread globally. As of December 2021,
over 260 million cases of COVID-19 have been diagnosed world-
wide, and 5.2 million lives have been lost to the disease [1]. The
US declared a public health emergency in early 2020, leading to
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widespread lockdowns and restrictions on movement. During the
COVID-19 pandemic, mandated clinic closures, supply chain dis-
ruptions and cancellation of medical procedures created barriers to
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critical sexual and reproductive health care [2-4]. In Spring 2020,
patient visits for contraceptive care fell by 63%, and abortion clinic
visits dropped in volume by 32% [5,6]. Abortion services in the
US were specifically targeted during the pandemic [7]; 15 states
made efforts to restrict and prevent abortions by classifying them
as “elective procedures” [8].

Humanitarian crises reduce access to sexual and reproductive
health care, resulting in increased rates of unintended pregnan-
cies, pregnancy complications, unsafe abortions, intimate partner
violence, and maternal and infant mortality and compounding so-
cioeconomic disparities [9-11]. Prior to the pandemic, people in
the state of Georgia already faced deficits in sexual and repro-
ductive health care; half of Georgia’s counties do not have an ob-
stetrician/gynecologist, and the state’s maternal mortality rate is
the second highest in the nation [12,13]. Pandemic-related worries
contributed to shifts in family planning preferences, particularly
among women who endure systemic health and social inequalities;
racial, ethnic and sexual minority populations surveyed during the
pandemic were more likely to want to postpone childbearing than
white | straight women [2,14].

The pandemic exacerbated gender-based power dynamics. With
couples and families obligated to stay at home, in many cases with
reduced or no work, existential insecurities have led to increased
intimate partner violence and other harmful practices [2,15]. Inti-
mate partner violence disproportionately impacts females of repro-
ductive age and compromises their health and autonomy [2]. Pre-
vious research links intimate partner violence to unplanned preg-
nancies [16], with the implication that lockdowns and spikes in
intimate partner violence during the pandemic could increase the
need for abortion access [17].

In the midst of the multifaceted challenges arising from the
COVID-19 pandemic, people must be able to address their sexual
and reproductive health and family planning needs [4]. This cross-
sectional survey aims to assess access to sexual and reproductive
health services/care in a sample of individuals assigned female at
birth living in Georgia (USA), their experiences with intimate part-
ner violence, and underlying sociodemographic disparities. Given
the long-term impact of undesired sexual and reproductive health
outcomes, this study could inform care for reproductive-age people
as they recover from the COVID-19 pandemic.

2. Material and methods
2.1. Sample

We conducted a cross-sectional, online survey. Inclusion criteria
were: age 18 to 49, assigned female at birth, and living in Geor-
gia since January 2020. Two million women ages 18 to 49 live in
Georgia [18]; we selected a sample size of 400 to yield standard
errors of +5%. The University Institutional Review Board approved
this study on May 19, 2020.

2.2. Procedures

We collected data from September 2020 to January 2021. We
recruited individuals through 2 sources: a state-wide network for
research volunteers (study invitations sent via email) and social
media (respondents targeted through paid advertisements on Face-
book, see Figure 1 for sample advertisement). We used quota sam-
pling to attain similar distributions of demographic characteris-
tics as reported in state estimates; the study team monitored the
demographic data and adapted the screener, recruitment strategy,
and advertising accordingly.

Those interested were directed to the online survey, adminis-
tered through HIPAA-compliant software REDCap. Once consented
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Fig. 1. Sample advertisement on Facebook to recruit individuals for the survey,
Georgia USA (2020).

and screened, respondents completed the survey. Using multiple
choice questions, we captured sociodemographic and income data,
sexual activity/behavior, access to sexual and reproductive health
services/care, implications associated with barriers to sexual and
reproductive health services/care, and partner abuse. COVID-19-
related lockdowns first began in Georgia in March 2020. There-
fore, the survey refers to the start of the pandemic as March 2020.
When possible, we employed validated tools and questions from
peer-reviewed publications [19-23]. Table 1 provides an overview
of the surveyed topics and constructs/publications used to assess
these topics. The final survey is in Appendix B. At survey conclu-
sion, respondents received a $5 e-gift card. We followed best prac-
tice guidelines for reporting [24].

2.3. Analysis

First, we calculated frequencies and percentages for categori-
cal variables by survey section. Next, we created a variable to as-
sess which respondents reported a negative sexual and reproduc-
tive health experience during the pandemic. Respondents who an-
swered affirmatively to any one of the following questions were
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Table 1
Sexual and reproductive health survey topics and measures, online survey in Georgia USA (2020).
Survey topics Question type | description Reference
A. Basic demographics Multiple choice questions on age, sex, gender, living situation, education, race, ethnicity None
B. Income Multiple choice questions on income classification (high, medium, low based on persons per [19,20]
household), unemployment, stimulus checks
C. General health Multiple choice questions on health history and health insurance None
D. Sexual activity/behavior Multiple choice questions on frequency, partners, desire, contraceptive method at last sex [21]
E. Condom access Multiple choice questions on condom purchasing and associated stress None
F. Contraception / birth control access Multiple choice questions on contraceptive access, associated stress, and level of difficulty None
G. Access to medical care Multiple choice questions on appointment type, barriers, telehealth utilization, and associated None
stress
H.  Reproductive coercion and intimate Multiple choice questions about frequency, recency, and type of reproductive coercion or [22, 23]
partner violence intimate partner violence
L. Pregnancy Multiple choice questions on family planning and pregnancy options. One open-ended question [19]

about the inability to access abortion

classified as having a negative sexual and reproductive health ex-
perience during COVID-19 [Table 1 survey topic section]: loss of
health insurance [C.], difficulty accessing birth control [E and E],
inability to access contraceptive care [G.] or experiencing reproduc-
tive coercion or intimate partner violence [H.]. We explored asso-
ciations between having a negative sexual and reproductive health
experience and multiple sociodemographic characteristics using a
chi-squared test. Finally, we assessed the open-ended responses re-
garding an inability to access abortion [L.].

3. Results
3.1. Respondent characteristics

Of the 436 respondents who started the online survey, 13
screened out or did not complete the survey, yielding a final sam-
ple of 423 (97% completion rate) [25]. A response rate could not be
calculated. Average completion time was 14 minutes (median 12
minutes, range 4-59 minutes). Table 2 provides the demographic,
financial and health-related characteristics of the 423 respondents.
Our sample was generally younger, more educated, and lower in-
come than the state population; the proportion of respondents
identifying as heterosexual was significantly lower (81%) than pop-
ulation estimates for Georgia (95%) (see Appendix C).

3.2. Sexual activity/behavior during COVID-19

Respondents reported some changes to their sexual activity
since the start of the pandemic (Table 3). Sexual desire declined for
143 of 420 (34%), while 74 (18%) reported increased sexual desire
since the start of the pandemic. Three-hundred-thirty respondents
reported the same number of sexual partners (78%). Of the 328
respondents who had penile-vaginal sex in the past 12 months,
contraception such as pills, condoms, withdrawal, or no method,
accounted for 76% of methods used.

3.3. Access to contraceptive services/care during COVID-19

Of 423 study participants, 143 (34%) attempted to access con-
doms and/or prescription contraception such as pills, patches, or
rings during the pandemic (see Table 4). Thirty-eight percent of
144 respondents (27%) reported that COVID-19 made accessing
their preferred contraception “slightly or much more difficult;”
however, 105 (73%) stated that the pandemic had no effect or, in
some cases, a positive effect on their contraceptive access.

Of our sample, 297 of 423 (70%) had at least one scheduled ap-
pointment with a provider since the COVID-19 pandemic began.
Although COVID-19 prevented some respondents from scheduling
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or attending other health care appointments, 43 of 48 appoint-
ments for contraceptive care were generally attended in-person or
virtually (90%). Missed, cancelled and/or delayed contraceptive ap-
pointments impacted the health of 5 respondents in our sample: 2
were unable to stop their current method, which resulted in ongo-
ing pain for 1 respondent, and 3 were unable to start the method
they preferred. One of these respondents was unable to get an ap-
pointment for an intrauterine device, became pregnant, and then
had an abortion.

3.4. Reproductive coercion and intimate partner violence during
CovID-19

Since the start of the pandemic, 120 of 423 respondents re-
ported increases in arguments and/or physical conflict with other
adults in the home (28%), including partners (data not shown).
One-hundred-six respondents (25%) had been threatened and/or
physically or verbally abused by a boyfriend or partner at some
time in their lives; 21 respondents stated that this individual is
their current partner. Twenty-one respondents had experienced
intimate partner violence since March 2020; twelve respondents
stated that the abusive situation had worsened since the start
of the pandemic. Eighteen respondents described having expe-
rienced reproductive coercion from their sexual partners since
March 2020; 5 respondents reported that the coercion from their
partner had worsened during the pandemic.

3.5. COVID-19’s impact on sexual and reproductive health across
sociodemographic groups

Seventy-six respondents (18%) reported at least 1 negative sex-
ual and reproductive health experience during the COVID-19 pan-
demic. Reported experiences included: loss of health insurance due
to COVID-19 (5%), difficulty accessing birth control (27%), unable
to receive contraceptive care (10%), experiencing intimate partner
violence (5%) or reproductive coercion (4%). Negative experiences
varied across sociodemographic groups (see Table 5). Respondents
living in urban settings and respondents identifying with a sexual
minority population were more significantly likely to report neg-
ative sexual and reproductive health experiences during the pan-
demic (24%, 28% respectively).

3.6. Hypothetical pregnancy

Respondents were asked how they would feel about a preg-
nancy prior to COVID-19 and at present, i.e., during the pandemic.
We excluded 48 respondents currently pregnant or trying to be-
come pregnant; 25 did not answer the question, leaving 350 re-
spondents. Negative perceptions of pregnancy (“would be sort of
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Table 2
Demographic, financial and health-related characteristics of 423 re-
spondents, online survey in Georgia USA (2020).

n (%)
Age (years)
18-25 81 (19.1)
26-30 79 (18.7)
31-35 110 (26.0)
36-40 63 (14.9)
41-45 63 (14.9)
46-49 27 (6.4)
Race
White 249 (58.9)
Black 125 (29.6)
Asian 29 (6.9)
Other or multiple races 17 (4.0)
Decline to answer 3(0.7)
Ethnicity
Non-Hispanic 385 (91.0)
Hispanic 32 (7.6)
Decline to answer 6 (1.4)
Gender
Female 420 (99.3)
Non-Binary 3(0.7)
Sexual orientation
Heterosexual 343 (81.1)
Bisexual 52 (12.3)
Homosexual 15 (3.5)
Other 12 (2.8)
Decline to answer 1(0.2)
Education level
High school/GED 58 (13.7)
Associates degree/some college 125 (29.6)
Bachelor’s degree 122 (28.8)
Graduate degree 117 (27.7)
Decline to answer 1(0.2)
Relationship status
Partnered or married 268 (63.4)
Single, separated, divorced 154 (36.4)
Decline to answer 1(0.2)
Residential setting
Urban 142 (33.6)
Suburban 197 (46.6)
Rural 84 (19.9)
Children living in home
No 212 (50.1)
Yes 211 (49.9)
Income level
High 139 (32.9)
Middle 118 (27.9)
Low 117 (27.7)
Don’t know | decline to answer 49 (11.5)
Monthly household income
Has decreased 189 (44.7)
Has remained the same 175 (41.4)
Has increased 53 (12.5)
Decline to answer 6 (1.4)
Health insurance
Currently have health insurance 353 (83.5)
Lost health insurance due to 20 (4.7)
COVID-19
Lost health insurance, other reason 46 (10.9)
Decline to answer 4(0.9)

bad” and “would be very bad”) shifted from 233 of 350 (67%) cu-
mulatively prior to COVID-19 to 259 of 350 (74%) during COVID-19
(see Fig. 2). When asked what they would choose if they had a
positive pregnancy test today, 165 of 342 (48%) stated that they
would continue the pregnancy, 92 of 342 (27%) said they were un-
sure, and 80 of 342 (23%) said they would seek an abortion. Of
the reasons for choosing an abortion, 50/80 responded interrup-
tion of future opportunities (63%), 49 did not want a/another baby
(61%), 47 said financial reasons (59%), 45 said emotional reasons
(56%), and 45 poor timing (56%). Survey respondents were asked
to express their feelings if they were unable to access an abortion;
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Table 3
Sexual activity/behavior during the COVID-19 pandemic in a sample of 423 individ-
uals assigned female at birth, ages 18-49, online survey in Georgia USA (2020).

n (%)
Sexual desire (n=420)
Increased desire 74 (17.6)
Unchanged desire 194 (46.2)
Decreased desire 143 (34.0)
Unsure 9(2.1)
No. of sexual partners (n=421)
More partners 11 (2.6)
Same number 330 (78.4)
Fewer partners 71 (16.9)
Unsure 9 (2.1)
Sexual satisfaction (n=421)
Increased satisfaction 49 (11.6)
Unchanged satisfaction 235 (55.8)
Decreased satisfaction 114 (27.1)
Unsure 23 (5.5)
Vaginal sex in past 12 months (n=423)
Yes 328 (77.5)
No 94 (22.2)
Unsure 1 (0.2
Contraceptive method used at last sex** (n=382)
Tubal, hysterectomy, vasectomy 31 (8.1)
Intrauterine device 50 13.0)
Implant 11 (2.9)
Injectable 7 (1.8)
Pills 67 (17.5)
Patch 3(0.8)
Ring 10 (2.6)
Condom 78 (20.4)
Withdrawal 53 (13.9)
Emergency birth control 4 (1.0)
Female condom 1(0.3)
Spermicide 1(0.3)
None 66 (17.3)

* Only asked of respondents who had vaginal sex in past 12 months to explore
COVID-19-related barriers to contraceptive care (n=328).
+ Denominator is n=382, since multiple methods could be reported.

responses were overwhelmingly negative. Feelings included: “aw-
ful/horrible/bad,” “angry,” “sad/depressed,” and “suicidal.”

4. Discussion

The first 10 months of COVID-19 pandemic impacted sexual be-
haviors, health care and wellbeing of individuals assigned female
at birth. Not all respondents encountered difficulties accessing con-
traceptives, but some expressed heightened concern about the im-
plications of an unplanned pregnancy during COVID-19 compared
to prior to COVID-19. Nearly 1 in 5 respondents in our sample of
Georgians reported that COVID-19 negatively impacted their sexual
and reproductive wellbeing, using indicators such as encountering
barriers to accessing health care services and contraception, and
exposure to intimate partner violence. These negative experiences
were significantly associated with where 1 lived and sexual orien-
tation.

In contrast to prior COVID-19 studies, this sample population
of adults in Georgia experienced fewer barriers when accessing
contraception. National data from the Kaiser Family Foundation
reported a 63% drop in visits for contraceptive care in Spring
2020 [5]. A Guttmacher report from April 2020 found that 33% of
reproductive-age women had to delay or cancel visiting a health
care provider for sexual and reproductive health care or had had
trouble getting their birth control [2]. However, 73% of respon-
dents in our study stated that the pandemic had no effect or, in
some cases, a positive effect on their birth control access, and
90% of respondents were able to attend their appointments for
contraceptive care in-person or via telemedicine. The reason for
this difference may be due to the timing of the 2 studies: the
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Fig 2. Shifts in perception of a hypothetical pregnancy prior to the COVID-19 pandemic and at present (Fall 2020), online survey of 350 individuals assigned female at birth

in Georgia USA (2020).

Table 4

Access to contraceptive services/care during the COVID-19 pandemic in a sample of
423 individuals assigned female at birth, ages 18 to 49, online survey in Georgia
USA (2020).

n (%)
Access to condoms (N=423)
Attempted to access during the pandemic 72 (17.0)
Unable to access 3(0.7)
Perceived as stressful 2 (0.5)
Access to pills/patches/rings (N=423)
Attempted to access during the pandemic 97 (22.9)
Unable to access 6(1.4)
Perceived as stressful 6(1.4)
Difficulty accessing condoms/pills/patches/rings
during the pandemic *(n=143)
Much more difficult 9 (6.3)
Slightly more difficult 29 (20.3)
No effect 102 (71.3)
Slightly less difficult 1(0.7)
Much easier 2(14)
Healthcare appointment (n=297)
Had a telemedicine visit during the pandemic 72 (24.2)
Likely to use again 60 (83.3)
Had a contraceptive care appointment (virtually 48 (16.2)
or in-person)
Unable to receive contraceptive care 5(10.4)

* Respondents who had accessed or tried to access prescription birth control or
condoms since the beginning of the COVID-19 pandemic (n=143).

Kaiser and Guttmacher studies were performed at a time when
many states had a moratorium on all non-essential patient vis-
its [8]. We conducted this study later in the pandemic (starting
September 2020) when these moratoriums were lifted, and ob-
stetricians/gynecologists had adapted their practices, e.g., utilizing
more telemedicine [26].

Eighteen percent of respondents reported at least one nega-
tive sexual and reproductive health experience due to COVID-19.
Respondents living in urban settings in Georgia were significantly
more likely to report negative experiences than those in rural ar-
eas of the state. Several factors may have contributed to this dif-
ference. First, cities such as Atlanta, Savannah, and Columbus had
the highest numbers of COVID-19 cases in the state [1]. As such,

34

people living in these population-dense settings may have encoun-
tered greater hurdles to accessing care, e.g., due to fears of ex-
posing themselves or family members to COVID-19 [2]. Second,
smaller living quarters in cities combined with stay-at-home or-
ders increase vulnerability to violence and abuse [27]. Furthermore,
the ability to flee an abusive situation is even more constrained
by restrictions on mobility, limited housing options and high rates
of unemployment [27]. Finally, government-issued COVID-19 pre-
cautions varied substantially for urban and non-urban settings in
Georgia [28]. Thus, those living in urban settings may have been
more broadly impacted by COVID-19, which in turn impacted their
sexual and reproductive health.

Sexual minority populations in our sample were more likely to
report negative sexual and reproductive health experiences (health
care access, loss of insurance) during the pandemic than hetero-
sexual individuals. Early pandemic data demonstrated that queer
women (gay, lesbian, bisexual or other) were more likely than
straight women to report delays or cancellations in their sex-
ual and reproductive health care since COVID-19, and they were
more worried about being able to afford or obtain contracep-
tives [2]. Sexual minority populations also experience increased
economic vulnerabilities in terms of employment type, house-
hold and tax benefits, putting them at greater risk of losing their
health insurance [29]. These inequalities are compounded by an
increased risk of severe COVID-19 disease among sexual minor-
ity populations, due to higher prevalence’s of pre-existing condi-
tions. Public health agencies such as the Centers for Disease Con-
trol and Prevention are working to identify and address these
disparities, which have been magnified through the COVID-19
pandemic [30].

Financial concerns and job instability can impact fertility prefer-
ences. During the 2020 COVID-19 pandemic as well as the 2008 fi-
nancial crisis, more than 40% of women stated that they planned to
reduce or delay childbearing due to the economic situation [2,31].
Prior to the COVID-19 pandemic, most of our sample perceived an
unplanned pregnancy negatively (“would be sort of bad” or “would
be very bad”). During the pandemic, 45% of our sample experi-
enced a decrease in household income, comparable with similar
study samples [32]. Sixteen percent of individuals lost their health
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Table 5
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Associations between sociodemographic variables and having a negative SRH experience during the COVID-19 pandemic in a sample of 423 indi-
viduals assigned female at birth, ages 18-49, online survey in Georgia USA (2020).

Negative No negative
SRH experience SRH experience p-value
n=76 n=347
Age group
18-30 32 (20.0) 128 (80.0) .09
31-40 35 (20.2) 138 (79.8)
41-49 9 (10.0) 81 (90.0)
Race
White or Caucasian 43 (17.3) 206 (82.7) 33
Black/African American 24 (19.2) 101 (80.8)
Asian 3(10.3) 6 (89.7)
Mixed 5(33.3) 10 (66.7)
Arab 1 (50.0) 1 (50.0)
Sexual orientation
Heterosexual 54 (15.7) 289 (84.3) .01
Bisexual, homosexual, other 19 (28.4) 48 (71.6)
Education level
High school/GED 9 (15.5) 49 (84.5) .08
Bachelor’s/Associate’s/some college 54 (21.9) 193 (78.1)
Graduate degree 12 (11.1) 104 (88.9)
Decline to answer 0 (0) 1(100.0)
Setting
Rural 9 (10.7) 5(89.3) .04
Suburban 33 (16.8) 164 (83.2)
Urban 34 (23.9) 108 (76.1)
Relationship status
Partnered, married 54 (20.1) 214 (79.9) .38
Single, dating 22 (14.7) 128 (85.3)
Divorced, separated 0 (0.0) 4 (100.0)
Children
Yes 3 (20.4) 168 (79.6) .20
No 3 (15.6) 179 (84.4)
Income level
High 21 (15.1) 118 (84.9) .09
Middle 27 (22.9) 1(77.1)
Low 24 (20.5) 3 (79.5)
Don’t know | decline to answer 4 (8.2) 45 (91.8)
Monthly household income
Has decreased 41 (21.7) 148 (78.3) .09
Has remained the same 22 (12.6) 53 (87.4)
Has increased 11 (20.8) 42 (79.2)
Decline to answer 2 (33.3) 4 (66.7)

Bolded p-values are significant at the 0.05 level.

insurance. These factors may have driven the +34% increase in the
number of respondents who described an unplanned pregnancy
during COVID-19 as “very bad.” People consider many factors in
their fertility preferences and family planning, including their abil-
ity to appropriately care for their present and future children, their
employment and their family’s economic stability [19,31]. As such,
bolstering economic and social support may be particularly critical
to protect reproductive choice, especially as people recover from
the pandemic [4,33].

Findings from this study add to the body of literature on barri-
ers to contraceptive care during COVID-19 and associated sociode-
mographic disparities. Limitations inherent to this study were, first,
the use of internet-based recruitment, which may not be accessible
to all Georgians. Second, non-probability sampling limits the gen-
eralizability of our findings. Third, our sample differed demograph-
ically from state statistics. Respondents were younger, more edu-
cated, and poorer than state estimates; this is likely due to 1 plat-
form’s strong base of university and college students and alumni
in Georgia. Our survey was diverse, with 18% identifying with a
sexual minority population. The proportion of lesbian and bisexual
respondents was 3 times higher than general population estimates
for Georgia [34], although these may underestimate sexual minor-
ity membership in younger, female populations such as ours [2,35].

35

COVID-19’s impact has been experienced differently by females
across Georgia. These research findings could be utilized to pro-
pose recommendations for sexual and reproductive health care and
intimate partner violence support mechanisms tailored to urban
and sexual minority populations. Future research should aim to
evaluate the long-term implications of these negative experiences
on sexual and reproductive health, mental health, and economic
stability.
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