
Page 1 of 7 

 

  

                                   

                       LEARNING BRIEF 

          Findings and messaging from a research study on the impact of COVID-19 in 

the SADC Region 

Impact of COVID-19 on young people’s access to health and SRHR  

 

Date: June 2021 

Author 

Yvonne Gamuchirai 
Tagwireyi  

Contact 

bashni@miet.co.za  

Key words 

adolescents and young 

people; comprehensive sex-

uality education (CSE); 

HIV&AIDS; mental health 

and psychosocial support 

(MHPSS); immunization; 

sexual reproductive health 

and rights (SRH[R]); 

universal health coverage 

(UHC) 

References 

See list at the end of the 

document 

Key findings 

• How Southern African Development Member States (SADC) 
Member States respond to pandemics is ultimately dependent on 
how resilient their health systems are.  

Already over-stretched health systems are likely to be further 
challenged by COVID-19, causing disruptions in essential health 
and nutrition services and potentially leading to preventable 
maternal, new-born and child mortality and morbidity. 

• Routine immunizations for measles are far behind in sub-Saharan 
Africa; at least 14 million children will miss out on routine 
immunization, and 60% of these children live in the SADC 
Region.  

• The mental health and psychological wellbeing of young people is 
a grave concern. Many report feelings of loneliness and 
depression and of considering suicide due to loss of income, 
limited prospects for employment and months of confinement.  

• SRHR supply chains were disrupted during COVID-19. Stock-outs 
of anti-retroviral drugs and contraceptives will increase disease 
burdens, as well as higher risks of HIV infections and unintended 
early pregnancies.  

• Linking education facilities with SRHR support has proved a 
useful model. “Youth corners” or “spaces” at healthcare facilities 
provide an enabling environment for those seeking SRH support 
and services. 
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new ideas, best 

practices and learnings 

arising from our specific 

experience in imple-

menting a project or 

through some other 

activity, so as to grow 

knowledge and share 

learning, with the 

ultimate aim of 

improving the lives of 

children and youth. 

Background  

The COVID-19 pandemic has led to widespread disruption to essential healthcare, including SRH services. Children 

and adolescents are generally at low risk of COVID-19 infection, and if they do become infected it is likely to be mild. 

Even though younger populations are not as susceptible to COVID-19 infection and resultants illness, the additional 

patient load caused by the pandemic threatens the ability of health systems to provide other essential healthcare 

services, including for children and young people. 

The global corona virus health crisis has also laid bare the reality that the health systems of many SADC Member States 

are not adequately prepared to fully protect the health of their populations. Health-system resilience* is therefore a critical 

determinant for positive health outcomes for adolescents and young people. Historical investments in primary healthcare 

for UHC provide a critical foundation for adapting to a pandemic context. A well-organized and prepared health system 

usually has the capacity to maintain equitable access to high-quality essential health services throughout an emergency, 

limiting direct mortality.  

At the onset of the pandemic, fear of contracting the virus, combined with a lack of clarity on what constituted “essential 

healthcare service provision”, led to a rapid decline in those seeking healthcare and in the actual provision of services, 

including SRH care, such as contraceptive services, comprehensive abortion care, maternal and new-born health care, 

HIV&AIDS treatment and care, and GBV-response services. A global shortage of personal protective equipment (PPE), 

 
* Defined as “the capacity of health actors, institutions, and populations to prepare for and effectively respond to crises; maintain 

core functions when a crisis hits; and, informed by lessons learned during the crisis, reorganise if conditions require it.” 
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the diversion of resources to the COVID-19 response and commodity shortages further hindered SRH service delivery 

systems and public health programmes in the region. 

As health system capacities more and more stretched, SADC governments and healthcare facilities are prioritizing the 

provision of some health services and scaling back on others. This could have life-threatening consequences and 

reverse recent human development gains to ensure universal access to healthcare, including SRH. 

Access to essential healthcare services before and during COVID-19 

Before the onset of the COVID-19 pandemic, an average of 62% of children in Southern Africa had received basic 

vaccinations, with universal coverage recorded in countries such as Seychelles and South Africa,1 although some 

countries such as Angola had sub-optimal rates of immunization for preventable diseases (such as measles, diphtheria 

and polio). Within SADC, preventative services in maternal and childcare (including immunization, maternal health and 

antennal care) were mostly available for free in public sector hospitals in Botswana, Eswatini, Lesotho, and Mauritius. 

Routine HIV&AIDS testing and anti-retroviral treatment were also available in Botswana, Madagascar, Malawi, Namibia, 

South Africa, Zambia and Zimbabwe,2 while elective surgeries could be provided at a charge at most public hospitals in 

all Member States. 

The COVID-19 pandemic has had significant impact on access to healthcare, medicines and medical supplies at both 

individual and household levels. Healthcare services were disrupted due to overwhelmed healthcare systems, medicine 

stock-outs and the prioritization of the COVID-19 response. The most frequently disrupted services included routine 

immunization services—outreach services (70%) and facility-based services (61%)—non-communicable disease 

diagnosis and treatment (69%), family planning and contraception (68%), treatment for mental health disorders (61%), 

antenatal care (56%) and cancer diagnosis and treatment (55%).3 Even when healthcare services were offered, young 

people in the study reported they were often unable to access them because of their reluctance to leave home due to 

fear of being exposed to COVID-19 (43%), restrictions on movement due to government-mandated lockdowns (35%) 

and transport interruptions (7%). Many health workers were also unavailable because of restrictions on travel or re-

deployment to COVID-19-response duties, as well as a lack of PPE.  

 

FIGURE 1: YOUTH RESPONDENTS’ REASONS FOR INTERRUPTED ACCESS TO HEALTHCARE DURING COVID-19 

Youth respondents noted that loss of income led to economic hardships, meaning that healthcare access was de-

prioritized at family level. Most adult respondents (89%) interviewed also confirmed that their households’ access to 

healthcare had been affected. As a result, Lesotho, Malawi, Namibia, Zambia and Zimbabwe reported cases of declining 

access and utilization of essential services, including preventive, curative and rehabilitation services. Out-patient care 

was also drastically reduced in these Member States, with an average drop of 38%.4 

With regards to access to HIV&AIDS treatment and services, there was a 45% decrease in the number of young people 

tested for HIV in April–October 2020, compared to the same period in 2019.5 At the health system level, shortages of 

medical supplies (such as antiretroviral drugs for HIV&AIDS and antibiotics to treat sexually transmitted infections) were 
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experienced due to disruptions in supply chains as a result of the lockdown—all of which could have life-threatening 

consequences and reverse recent gains made in health outcomes. The stay-at-home orders that have been imple-

mented have disrupted vaccination campaigns and immunization activities, which increases the risk of children 

contracting other infectious diseases. Measles and polio immunization campaigns have been delayed in six SADC 

Member States (Comoros, Lesotho, Madagascar, Malawi, Zambia and Zimbabwe), leaving many children unvaccinated 

and at risk of contracting other infectious diseases.  

Member States’ health response to COVID-19 

The response by Member States to the pandemic was by and large quick and decisive. In addition to the national health 

policies and strategies in place before COVID-19, all Member States defined essential health services that were to be 

maintained during the pandemic through national COVID-19 health response strategy documents. Limiting access to 

selected services or in selected areas was more common than full suspension of services, particularly for outpatient 

services. In addition to these policy strategies on maintaining healthcare provision and to address the looming threat to 

loss of lives due to increased infections, Botswana, Lesotho, Madagascar, Mauritius and South Africa allocated 

additional funds for health sector-strengthening  

Member States use various approaches to healthcare provision during COVID-19: triaging to identify healthcare 

priorities was common at healthcare facilities in Botswana, Eswatini, Lesotho, Madagascar, Malawi, South Africa, 

Zambia and Zimbabwe; telemedicine replaced in-person consultations in Angola, Mauritius, Namibia, Seychelles and 

South Africa. Task shifting/role delegation, and adjustments to the supply chain and/or dispensing of medicines was 

attempted in all Member States; Botswana, Eswatini, Malawi, Mozambique, Zambia, South Africa and Zimbabwe 

implemented community outreach to provide information on service disruptions and redirection of patients to alternative 

healthcare facilities. By September 2020, eleven Member States* had intensified COVID-19 health responses by rolling 

out training on COVID-19 treatment, testing and care, strengthening laboratory testing capacities and procuring and 

distributing testing kids. However, none of the Member States removed user fees, which has potential implications for 

access to essential health services, particularly for poor communities and those who endured loss of income during 

lockdowns. Furthermore, health infrastructure in most Member States could not fully support critical care for severe 

COVID-19 cases. Accessibility to hospitals has been challenging, indeed almost impossible, while poor testing capacity 

significantly hampered case identification, quarantine and contact tracing efforts in most states.  

As at March 2021, 68% of Member States were rolling out government-led COVID-19 immunization programmes,6 which 

will contribute to the protection of the population by achieving herd immunity. Effective coordination among government 

and health workers must be prioritized to increase uptake of COVID-19 immunization in communities, and to implement 

strategies to counter COVID-19 vaccine misinformation. Members States are also called upon to prioritize equity in the 

distribution of vaccines to rural communities, to those with disabilities and to those working in informal sectors, who form 

part of the largest workforce in the region.  

Young people’s access to SRH services during COVID-19 

SRH services are critical for girls and young women. During crises and emergencies, disruptions to critical SRH services 

may lead to unintended pregnancies, sexually transmitted infections (including HIV&AIDS) and increased health risks 

for young people. Projections from UNFPA are that, if the average lockdown (or COVID-19-related disruptions) 

continues for six months, there will be an increase in unintended pregnancies and spikes in GBV cases and child 

marriages. Reports from the ground are already bearing these predictions out. During the interviews conducted, 

respondents disclosed that girls’ use of health centres for SRHR services had decreased considerably. This is especially 

true in rural areas, where the distance to the nearest healthcare facility is long. Of girls interviewed, 58% reported that 

adolescents are refraining from accessing SRHR healthcare of their own volition due to fear of receiving judgemental 

treatment at clinics. This is particularly challenging for adolescent girls and girls with disabilities, who even before the 

lockdown had limited access to SRHR and GBV-response services. Many girls (41%) from Lesotho, Zambia and 

Zimbabwe reported that even when they needed access to SRHR services, they decided to stay home as they feared 

harassment from police officers enforcing stay-at-home orders while travelling to health centres. When asked if 

 
* Angola, Botswana, Eswatini, Lesotho, Madagascar, Mauritius, Malawi, Namibia, South Africa, Zambia and Zimbabwe 
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adolescents and young people were accessing SRHR services before COVID-19 lockdown, most youth respondents 

(64% of those surveyed and 72% in focus group discussions [FGDs]) confirmed that they had been accessing youth-

friendly SRHR services through walking into healthcare facilities (61%), by accessing youth-friendly corners or centres 

(41%) or through mobile health services (15%); however, regular access had been affected by the lockdowns instituted. 

 

FIGURE 2: YOUNG PEOPLE’S ACCESS TO INFORMATION ON SRH SERVICES PRIOR TO AND DURING LOCKDOWN, BY AGE COHORT 

The socioeconomic impact of the pandemic has made SRH services increasingly unaffordable, while movement 

restrictions have made it more difficult for adolescents and young people to access services discreetly. Young people 

felt that accessing condoms, contraceptives and HIV&AIDS treatment had been easier before the COVID-19 pandemic. 

Furthermore, 65% of girls in the FGDs reported shortages of products and a sharp rise in prices of sanitary pads and 

tampons, and the lack of access to basic information and services about menstrual hygiene management. Although 

Member States such as Malawi and Zimbabwe had removed VAT from pads, many girls in those Member States (and 

in Lesotho and Zambia) still struggled with menstrual cycle management due to the high prices of menstrual hygiene 

kits.  

With disruption to schools, health services and community centres, new ways of providing information and support to 

adolescents and young people need to be established. This can include social media and remote learning. CSE must 

also be included in distance learning packages, while taking into consideration those who do not have access to digital 

resources. CSE remains an important strategy to address the barriers to SRHR provision for school-going youth. School-

based CSE links learners to health centres, community-based protection and care mechanisms. Yet, all too often when 

shifting from offline to online learning, CSE falls by the wayside and is not included in learning packages. As a result of 

the school-closures, learners could not access CSE and Life Skills Education, as these subjects were not included in 

virtual learning packages or in reading packs and notes. This left learners without accesses to CSE and SRHR 

programmes linked to health facilities, communities and school. Most young people interviewed in the study (89%) 

agreed that the models of linking schools to SRHR supports and services were good. But many adult respondents (63%) 

expressed concerns that more conservative governments which had been opposed to CSE prior to COVID-19 may seek 

to use the crisis to curtail significant gains on SRH made through the education sector—for example, by limiting content 

in CSE curricula or removing it from education programmes altogether. 

Provision of SRH services also offers an opportunity for identifying survivors of GBV. However, as fewer women and 

girls in were accessing SRH services during lockdowns, this was a missed opportunity to provide support to women and 

girls experiencing abuse with contraception, abortion services or maternity services.  

Continuous provision of SRHR services is a sustainable solution to supporting and improving women’s and girl’s health. 

Based on previous pandemics, if the provision of SRH remains unsolved in the current situation, it will result in long-

term and additional non-pandemic maternal and neonatal mortalities, morbidities, still births, disabilities and increased 

early pregnancies, as well as other SRH crises and emergencies with long term implications stretching post-COVID-19.  
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“The provision SRH services including contraceptives, 

information, and counselling is lifesaving and should 

be available and accessible as part of primary 

healthcare during the COVID-19 pandemic response. 

As the pandemic continues to unfold and the true 

impacts of COVID-19 emerge, SRHR must be a 

priority to ensure women and girls and other 

vulnerable groups have access to life-saving SRH 

services without discrimination.” 

 To ensure that the SRH outcomes and achievements gained 

over time are not lost, the following can be adopted to enhance 

and integrate accessibility and maintain positive health 

outcomes during the COVID19 pandemic: instituting 

empowerment, capacity-building and innovative interventions 

for the timely provision and consistency of SRHS services via 

telemedicine or mobile clinics, and by using motivated 

community health workers or volunteers.  

MHPSS during COVID-19 

COVID-19 has undeniably affected adolescents’ and young people’s emotional and mental wellbeing. Restrictions on 

freedom of movement, limits to physical social contact, and quarantine with unsupportive or abusive family members 

can negatively impact the health and wellbeing of young people. Loss of socialization with extended families and friends 

can also bring feelings of loneliness and isolation, while the virus itself is also a cause for anxiety. Owing to lockdown 

measures, young people have limited access to positive coping mechanisms that they would normally turn to in times 

of crises, including social initiatives, community-based services, formal or non-formal education, sports, other types of 

physical activity and recreational services. Isolated from their support systems, young people may turn to negative 

coping mechanisms such as alcohol and drug abuse, self-harm or harmful sexual behaviours. The need for adolescent- 

and youth-sensitive MHPSS services and counselling will increase as the pandemic progresses. The issue of mental 

health in Africa is not a well-discussed health issue in most communities, and young people may experience 

overwhelming feelings of loneliness, loss of hope and suicidal thoughts, yet may not receive the necessary emotional 

care and support they require from their family members or community leaders. Mental health issues have also been 

on the rise during the COVID-19 pandemic due to more economic pressures on families. Unemployment rates remain 

high, with young people being disproportionately affected. Most of the employable young people in the region rely on 

the informal sector for income.  

Overall, the data collected from young people’s survey and FGD discussions suggests that, while some young people 

have demonstrated resilience, a significant cohort of adolescents and young people are suffering mental distress related 

to the COVID-19 crisis. Almost three in four youth respondents reported feeling more worried than before the outbreak, 

and two in three reported being less happy. Children reported being less hopeful (47%), feeling sadder (59%) and less 

safe (53%). As the confinement period and weeks of school closure increased, so did young people’s reported negative 

feelings. For young people, the negative feelings increased from 52% during Weeks 1–4, to 76% in Weeks 11–12 of 

the school closures. Overall, about 45% of young people reported that they were sleeping less than before the COVID-

19 virus outbreak, and 39% reported that in the first six weeks of the lockdown they experienced headaches, as well as 

stomach aches as a result of anxiety and stress.  

About 60% of young people reported being more bored than before, and approximately 25% felt that they had less of 

their own space and time than before. Among FGD respondents, 62% reported that they were noticing increased cases 

of drug and alcohol abuse, with two in three participants confirming that they knew of one friend taking harmful 

substances such as marijuana, nyaope,* codeine or sniffing glue. Girls in Malawi, Zambia and Zimbabwe voiced 

concerns about the many radio and newspapers stories about ritual killings, particularly of children, perpetrated by young 

adults in their late 20s,. The results confirm research that the mental health of young adults is now a serious concern in 

Africa. Exposure to violence, the huge burden of domestic and care work, and the inability to negotiate and be heard 

within the family are among factors that contribute to young people’s poor mental health.  

While lockdown has created positive experiences, many aspects have been immensely challenging for young people. 

Yet the FGD results revealed young people’s resilience during these difficult times. When asked how they are passing 

the time, respondents across age and gender groups indicated that they are watching television, reading novels, staying 

connected and chatting with family and friends, helping their younger siblings and learning new skills.  

 
* Also known as whoonga or wonga, a form of black tar heroin 



IMPACT OF COVID-19 ON YOUNG PEOPLE’S ACCESS TO HEALTH AND SRHR 

 

Page 6 of 7 

 

 

 FIGURE 3: WHAT YOUNG PEOPLE ARE DOING TO COPE WITH COVID-19 LOCKDOWNS 

Recommendations for action  

In efforts to “build back better” strong resilient healthcare systems, SADC Member States will need to balance 

responding directly to the COVID-19 pandemic with upholding quality and primary healthcare services for their citizens. 

Public health systems will need to evolve towards a more holistic focus on UHC and primary healthcare. It is also 

important that responses to the pandemic do not exacerbate inequalities. Member States must ensure that lessons are 

learnt, and that COVID-19 provides a “watershed moment” for health emergency preparedness. Addressing the social 

determinants of health requires cross-sector collaboration, as well as appropriate financial and infrastructure investment 

in critical 21st century public services and delivery for children, young people and women. In addition to strengthening 

health systems to respond to pandemics of this magnitude, SRHR policies and programmes should be effectively 

implemented as part of efforts to reduce the mortalities and morbidities associated with the lack or inadequacy of SRH 

services.  

SADC Member States are therefore called upon to:  

• Invest at least 15% of their annual budgets in the health sector to reach the 2001 African Union Abuja target to build health centres for 
long-term health system-strengthening to respond to future pandemics, improve the health sector and ensure UHC for all 

• Ensure the continuity of services, including immunization and essential HIV prevention for the youth, regardless of race, religion, 
immigration status or disability 

• Fund, implement and integrate gender-responsive SRHR programmes into COVID-19 preparedness and responses, and 
operationalize plans to maintain SRHR programmes 

• Ensure CSE for all adolescents and young people during the pandemic and in its aftermath 

• Provide adolescent girls with sanitary products and dignity or menstrual health management kits 

• Reaffirm the ESA Commitment * on SRHR, with renewed focus on linking schools with clinics, operationalizing youth-friendly spaces in 
healthcare facilities and engaging with community leaders for strengthening care and support for young people to receive the 
necessary SRHR and MHPSS 

Where contexts allow, government should encourage mobile health drives and telemedicine to address the SRH needs of adolescents. 

 
* Ministerial Commitment on comprehensive sexuality education and sexual and reproductive health services for adolescents and 
young people in East and Southern Africa 
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• Provide the necessary physical, emotional and financial support to health-care providers, support staff and community workers 

• Suspend user fees for COVID-19 and other essential healthcare 

The reduction of financial and other barriers to healthcare service use is an important measure for Member States to move to UHC. 

• Collaborate with the private sector to ensure continuity in the supply chain of essential medicines and contraceptives for those living 
with HIV 

• Prioritize multi-month dispensing of anti-retroviral treatment and contraception at community health centres 

• Implement tele-counselling and ensure that virtual MHPSS is culturally sensitive 

Virtual MHPSS must also be preceded by robust capacity-strengthening to enhance providers’ ability to do quality remote counselling 
and mental assessments for better support to clients. 

• Strengthen capacity of healthcare facilities to manage surge in patient visits; effectively identify, isolate, and manage people infected 
with COVID-19, while supporting demand creation and health-seeking behaviours for other healthcare needs, thereby ensuring UHC 
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