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The COVID-19 crisis has created unprecedented strains on health care systems, including 
inpatient and outpatient, emergency care and surgical services. Regardless of these 
constraints, women will always need sexual and reproductive healthcare, including access to 
safe abortions. In fact, the profound impact of this crisis on people’s lives is likely to mean 
they will have more need of reproductive health care, including decisions about preventing 
pregnancy, continuing a pregnancy affected by factors such as exposure to COVID-19, loss 
of income and many other health concerns brought on by the pandemic. Women will also 
be at increased risk of rape and domestic violence. 

- FIGO Statement, Abortion Access and Safety with COVID-19

The unfolding COVID-19 crisis is restricting access to contraception and safe abortion services, with 
the poorest and most marginalised women and girls being the worst affected. Economic insecurity 
is restricting people’s ability to pay for services. The contagion is thinning the ranks of doctors and 
nurses. Quarantines, travel bans and closed borders are making physical access to safe services 
increasingly challenging.

Globally around 150,000 pregnancies end in abortion every day. As the COVID-19 pandemic 
continues to spread, medical services and health systems are stretched, in some places, to breaking 
point. The provision of Safe Abortion is an extremely time-sensitive, essential health service that 
cannot be forgotten. It is an essential element of women’s health care and must be maintained even 
where non-urgent and elective services are suspended. Access to abortion care is time-sensitive 
and delay can force women over gestational thresholds, adding further strain on hard pressed 
surgical services and exposes our health care workers to additional risks.

Almost every death and injury as a result of unsafe abortion is preventable if safe and legal abortion 
is available. Abortion is a very safe procedure when conducted in sanitary conditions by a trained 
provider, using approved methods and medication. There is evidence that abortion rates are similar 
whether access to abortion is freely available or restricted, but where access is restricted women 
are more likely to resort to unsafe abortion outside of medical regulation. These conditions are 
detrimental to women, their families and the healthcare system.

However, there are effective and easily implemented solutions that will release the pressure on 
the health system, free up providers and ensure access to lifesaving services are maintained. 
These solutions include telemedicine; easy access to mifepristone and misoprostol; removal of 
unnecessary waiting periods; digital patient education initiatives highlighting the safety of abortion 
and ensuring the availability of abortion in different settings to the full extent of the local law.

Telemedicine is a safe and private way to have an abortion in early pregnancy without having to visit 
a clinic, vital for those who are self-isolating, as much as for women living in remote communities, 
or whose childcare responsibilities mean they cannot leave the house. During this COVID-19 
pandemic, telemedicine offers a means of safeguarding women and providing for their critical 
health care needs. The evidence is clear that an in-person meeting is not essential to the provision 
of safe and effective abortion services, with the World Health Organisation recommending that 
women can safely self-manage medical abortion in circumstances where they have access to 
appropriate information and to health services should they need or want them at any stage of the 
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process. India was one of the earliest countries to legalise abortion up to 20 weeks of pregnancy 
for a variety of conditions and attempts are currently underway to bring the law up to date. At a 
time when abortion and reproductive rights are under threat in a large number of countries in 
the world, the timing and scope of the amendments to the Indian abortion law is of significant 
importance. Similarly, Nepal govt. approved the home use of medical abortion services though 
certified providers, is a big move to county’s abortion program, whereas our MA from Pakistan 
(R-FPAP) came up with the national guidelines on safe abortion and home use of misoprostol in 
Pakistan.

It is important that women continue to have access to safe abortion services during the COVID-19 
pandemic. Whether they can access them safely and with dignity depends upon every one of us to 
rise to the challenge to provide them. During this challenging time, IPPF Member Associations are 
responding and adapting to this evolving situation and are committed to delivering the services 
to the women.

Purpose of the FAQ document
In order to capture the innovative approaches implemented bySAR Member Associations (MAs) for 
safe abortion services amid COVID19, IPPF SARO & CO team have collated questions and answers 
(Q&As) which can serve as a practical guidance to the other MAs across the federation. Online 
zoom interviews were conducted with two MAs from South Asia – Family planning association 
of India (FPAI) & Rahnuma -Family Planning Association of Pakistan (R-FPAP), on range of topics 
including Telemedicine, Abortion consultations, Post abortion contraceptive, follow up and data 
collection.   

Interviews conducted by
1. Fuchsia Watson, Programme Adviser, GCACI, IPPF CO

2. Estelle Plat , Monitoring and Data Adviser, GCACI, IPPF CO

3. Deepesh Gupta, Sr. Project Advisor – SRHR, IPPF CO

Interviews conducted with 
1. Dr. Shamla Dupte, Director Medical and PD- GCACI, FPAI

2. Dr. Nadeem Mahmood, Project Director, GCACI, R-FPAP

3. Dr Anjum Rizvi, Director (PMD), R-FPAP

Zoom Interview Recording details
India (FPAI):

https://us02web.zoom.us/rec/share/
xPJnP7zoqFJLSZ3w2WHUAKxmEpXdT6a81XUfrPcLmEhoCBqDqzY9AgnIKTYh_fhw Access 
Key: Fpai2020#

Pakistan (R-FPAP) :

https://ippf.zoom.us/rec/share/opxnK7PXyV1LcImdsXPOXZwPF4jHX6a8hCQc8_
EKzh2WdFWdx0sigcWCtPqEOymq Access Key: Fpap2020#
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Safe Abortion Services Amid COVID 19- 
Experience from India
1. Use of Telemedicine

1.  Please share your working definition of telemedicine? 

Like some other MAs, we had not used telemedicine at this scale, we didn’t know anything about 
it, we didn’t know how we would take it to our branches and how we would use it to reach clients. 
There was a nation-wide lockdown on 24th March declared by the Prime Minister because of 
COVID-19, which prompted us to use telemedicine.We weren’t sure whether clients would be 
comfortable using it but we had no other way to reach clients, so telemedicine was our only option.

Our working definition of telemedicine is where a registered medical practitioner delivers clinical 
services to a client using technology, this is a very simplified version of the definition that the 
Government of India has put in the guidelines, but we have expanded this to include telecounselling 
and teleconsultation. Telecounselling is where counselling is offered over the phone, and 
teleconsultation includes clinical management. The Government of India has given us a list of 
medicines that can be sold over the counter without a prescription from a doctor, and we use this 
list of medicines during teleconsultation.

2.  How are you using telemedicine? 

We previously thought telemedicine included video consultation but in these difficult times of the 
pandemic, the video aspect was out of the question. We thought, whatever technology we have in 
our hands, we’ll use that and go with it. So right now, we’re offering telemedicine through mobile 
phones.

We made a resource bank of all the service providers and their mobile numbers. We made a 
master list in which we categorized service providers based on type of services offered, languages 
spoken and region based in. We distributed this master list to all branches along with a quick SOP 
(Standard Operating Procedure) of “Dos and Don’ts of telemedicine” for service providers to use.

Each branch has its operational area of outreach, and so we popularized telemedicine within these 
areas by promoting the message to clients was that we were still open and operating, but if clients 
were not able to physically visit our clinics, they could call us on the numbers shown. After that, we 
started receiving calls.

After this, we actively started making follow-up calls to clients who were registered in branches. 
We focused on three essential services: family planning, abortion and antenatal care, but now 
telemedicine is available for all services.

The Government of India declared that SRH services including abortion are essential services 
during the pandemic, but has advised us not to do IUD insertions and sterilization services. We are 
providing all services apart from IUD insertions and sterilizations in our clinics.
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3.  What technology are you using for telemedicine?

We’re using mobile phones for the telemedicine services, and social media to spread information 
that clinics are open and sharing information about the telemedicine services including providing 
phone numbers. Telemedicine does not completely replace routine services, and clients can still 
visit clinics if they need a face-to-face consultation.

At the moment, service providers are using their mobile phone to make calls to clients, we’ve 
considered having a hotline number and are looking at partnering with other organizations who 
have hotlines, but right now we’re doing it over mobile phones. As the resource bank has the 
phone numbers for all branches, clients can easily find a client that speaks their language.

4.  How do you ensure that quality of care is maintained through your  
telemedicine service? 

We had to provide training to service providers on COVID-19, as this was new for them. We get 
pregnant clients asking about the impact of COVID-19 on her pregnancy, so this is a new technical 
part for our service providers. Branch managers have been given an orientation on it and that has 
been cascaded. Service providers are already trained to given quality counselling, and the same 
principles apply over the phone and in person. Providing telemedicine has some legal aspects to 
be aware of, we are governed by the guidelines and Acts provided by the Government of India.

We’ve only been doing telemedicine for four weeks so we haven’t set up client feedback mechanisms 
yet.

In order to maintain confidentiality, when we call clients we always ask “Is it ok if we call you on 
this number?”, “What is your preferred time to receive numbers on this call?” We always record this 
information to make sure the client can feel comfortable to speak. We try not to send messages 
because we don’t know who canread these.

We sometimes get calls from Link Workers, who work in our operational areas, we can speak to 
clients through Link Workers if a client can’t use a phone.

As I mentioned, initially we had a list of essential services, but we also included SGBV counselling, 
as the cases have been increasing since lockdown. We’ve seen lots of new forms of SGBV, maybe 
not allowing someone out the house or forcibly sending people outside to do shopping. With that 
background, it can be difficult to ensure that the client is comfortable to take the call, so we try to 
find out when they would be comfortable to speak to us. We are also thinking of coming out with 
a code word like “I’d like mask 19” which would mean the woman cannot speak to us or there may 
be some problem at home like violence.

In normal settings, we have referral mechanisms for SGBV but now it’s on a case-by-case basis as 
some referral sites may not be open. The first responder is FPAI, or maybe the Link worker will visit 
the place, and can connect them with counsellors or other NGOs if they’re open.
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5.  How do you ensure that your telemedicine services are integrated  
with your clinic services? 

On every call, the counsellor or doctor fills out a telemedicine record slip with details like date 
and time of the call, name, age, location – sometimes clients don’t want to reveal this information 
though, especially young clients, we don’t have a way of confirming their personal information 
is correct. We also record the services that have been requested by the client or provided, and 
whether any follow-up is needed or appointments given. For existing clients, that is clients who 
have already come into our clinics in the past, we have their client history cards available, so we just 
add the call record information to their file. Once the lockdown ends, clients are going to visit our 
clinics, so we need to continue to update their client history records otherwise we’ll have a gap.

2. Telemedicine for abortion

6.  What aspects of a comprehensive abortion care service do you  
provide through a telemedicine approach?

We’re doing pre-abortion counselling and consultation over the phone, as well as post-abortion 
counselling and follow-up for medical abortion, for surgical abortion the clients need to come to 
the clinic so we provide post-abortion counselling on the same day in the clinic. It has been easier 
for us after the Government declared that abortion services are essential, as now clients are able 
to come to the clinics if required.

During the pre-abortion counselling and consultation, we try to establish gestational age over the 
phone as the method of abortion depends on the gestational age.

For post-abortion contraception, it’s up to the client to choose contraception but right now the 
Government has some limitations so we cannot give IUDs or sterilization services.

In India, only a registered medical practitioner can provide medical abortion, and the place where it 
takes place must be registered with the Government, so this means the first dose of mifepristone is 
given to clients in our Associated Clinics or FPAI clinics. Then misoprostol can be taken by the client 
at home. Our Medical Advisory Panel has approved the home administration of misoprostol, and 
she will receive regular support and follow-up either from the Link Worker at her home or through 
telemedicine. We give constant reassurance to the client by phone. In case of any issues, the client 
can go back to the clinic.

7. Have you had to adapt any of the information provided to clients or 
develop new SOPs (Standard Operating Procedures) to support the 
provision of CAC services through a telemedicine approach?

We provide clear written instructions and guidance to clients about medical abortion, we were 
always doing that before the lockdown. Clients are given an option on day 1 on whether they 
would like home administration of misoprostol or would prefer to come to the clinic, we’ve noticed 
that many women are opting to stay at home during COVID-19.
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8.  How do you determine gestational ageremotely?

If have done sonography on their own, they share it with us which is fine. Otherwise we use the 
last menstrual period and we ask if the client is able to do a urine pregnancy test to confirm the 
pregnancy.  If she cannot access a pregnancy test at the moment, we facilitate her visit to the clinic.

9.  Do you have any challenges in providing abortion services via telemedicine?

The establishment of gestational age by phone is challenging, especially as half of women have 
irregular periods. Knowing the date of last menstrual period is crucial because her gestational age 
will determine the type of abortion she will have, if it’s over 9 weeks’ gestation she’ll need to have a 
surgical abortion. That’s why telemedicine is not a standalone service, and in some cases the client 
will be sent to the clinic if we cannot accurately determine gestational age by phone.

3. Post-abortion contraception

10. How do you ensure follow-up services for abortion clients, including  
post-abortion contraception?

Link Workers play a key role in ensuring the client is taking post-abortion contraception, every FPAI 
branch has contacted their local government officials to be recognized as essential health service 
staff to secure passes for their movement. Every week the Link Workers come to the clinic to collect 
contraceptive stocks, which they also deliver to Community-based Distributors. Every abortion 
client is linked with a Link Worker for follow-up including post-abortion contraception. When the 
client receives misoprostol, she is also given oral contraceptive pills and condoms, and emergency 
contraception pills if possible.

11. What is the strategy for providing post-abortion contraception if you  
do not have the full range of contraceptive services available, e.g. due to 
stock outs or limitations on types of services you can provide? 

So far, we have not faced stock-outs of contraceptives, but we are unable to offer the full range of 
services due to Government restrictions. We are not permitted to insert IUDs to provide sterilizations. 
Clients have to wait if they want to have these services.

Another limitation is ensuring social distancing in the clinics, so if there are too many clients in the 
clinic, we have to ask them to come back later.

We are also providing second trimester abortion services during this period, probably the fear that 
carrying the pregnancy to full-term during the epidemic and effects on the fetus, probably that 
could be the reason but I haven’t gone into the details of those cases yet.
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4. Quality of Care 

12.	How	do	you	ensure	the	confidentiality	&	privacy	of	the	client	over	tele	
counselling? 

It is routine for us to keep client confidentially and privacy. We are legally mandated to keep 
all client information confidential. There isn’t so much religion-based stigma against abortion in 
India but abortion is not yet recognized as a woman’s right, although the law is very liberal. So 
confidentiality and privacy from the client’s perspective is confidentiality from her family, from her 
in-laws, from her neighborhood. So, during the telemedicine if the client calls us, we assume she’s 
making a call in a safe environment. When we’re calling her, we are not sure whether she’s in a safe 
environment, I’ve already told you about the ways we determine whether it’s a good time for her to 
speak. It’s also the confidentiality of the client records, those are maintained as before.

There are some benefits to telemedicine because the client does not have to worry about being 
seen by others and can make the call in private. When clients visit clinics, they could be seen by 
others. 

5. Data collection

13. Do you systematically collect data on clients and services (and potential 
complications) delivered through telemedicine or home-based delivery? 
How do you collect this data? How is it integrated in your overarching clinic 
management information system?

The clients who we call for follow-up, we update their client history files each day. For incoming 
calls, if the client is able to share the unique ID that helps us as that’s the link between us and 
each client and that allows us to update the eCMIS or client history card what services have been 
provided over the phone. If the client cannot give us the ID, we ask other information to try and 
find them in the eCMIS like client name, date of last visit, mother’s name to trace her record. If it’s 
not possible, we have to create them as new clients.

One challenge we have is with recording the age of client. Because of the POCSO (The Protection 
of Children from Sexual Offences) Act in India which means it’s mandatory for service providers to 
report cases to the police if the client is a minor below 18 years and has had a sexual encounter, 
either consensual or forced. Over the telephone, it’s very difficult to determine the age of the client.

We’ve started a new service, COVID-19screening through a mobile app. We’re still at the early 
stages but there are four questions which all clients and people accompanying the clients must be 
screened using thermometers and then contact-based screening and the questionnaire. Those who 
are positive are referred to Government facilities. If the client is not COVID positive, the client enters 
the clinic. We’ve had to add a question to the CMIS to find out if the client was screened for COVID 
and if they were referred to the government.

We are collecting information in the CMIS about the types of services provided: telecounselling, 
teleconsultation, telefollow-up and COVID tele-screening. We are also getting clients calling up for 
non-SRH information related to COVID, so we’re collecting all these data.  There is no separate space 
in the CMIS to record telephonic services so it will go under existing counselling and consultation. 
But we need to make some changes in eCMIS and DHIS2 to accommodate the new telemedicine 
services.

Since we set up the telemedicine services about 4 weeks ago, we’ve had about 1,000 clients a week 
calling us, last week we had 1,500 clients.
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Safe Abortion Services Amid COVID 19- 
Experience from Pakistan 
1. TOPIC: Telemedicine

1. How are you using telemedicine? 

We are running our toll-free helplines from the Family Health Hospitals (FHH). We have male and 
female clinical psychologists working the helplines, who provide counselling for clients for a variety 
of services. We had the toll-free helplines in place before the COVID-19 pandemic, but since the start 
of the pandemic, we have trained counsellors on safety protocols related to COVID-19, providing 
psychosocial support for COVID-19 positive clients, and how to disperse myths that clients have 
around COVID-19. Helpline counsellors are now trained to provide guidance on social distancing 
and other COVID-19-related information, and can give this information out in local languages.

Clients who call the helpline can get access to counselling and if required, can speak directly 
to one of the service providers working in the Family Health Hospitals, where the helplines are 
based. Additionally, we have also started connecting clients directly with service providers by using 
providers’ mobile phone calls and WhatsApp.

Clients can still come to our clinics, but if they are not able to get to the clinic, because they are 
not able to walk or cannot access transport to get there, then we can send Reproductive Health 
Facilitators from their community to provide them with medication, including medical abortion 
medication and contraceptives.

Additionally, we have very active youth volunteers in the community from the Rahnuma youth 
network, and they’ve arranged teleconferences with young people in the community. We also have 
a large number of peer educators who are doing this.

Clients can get medicine through the helpline, pharmacies are open but if a client says she cannot 
get medicines, for example medical abortion drugs, a Reproductive Health Facilitator (RHF) can 
bring them to her. RHFs are from the community, local people who know the community, and 
people in the households are used to having RHFs visit, so it doesn’t cause an issue to have the 
RHFs visiting clients in their communities and the privacy and confidentiality is held between the 
RHF and the client.

2. What technology are you using for telemedicine? 

The toll-free helplines operate out of our Family Health Hospitals, and we also now have mobile 
phone calls between providers and clients who need extra support, as well as the use of WhatsApp 
between providers and clients.

At the moment our helpline works 9am-5pm so we’ve looking at including messages that clients 
can hear when they call outside of working hours. We are in the process of collaborating with 
the organization Health Kahani who are experienced in telemedicine and can help us include 
telemedicine in our service provision, and have proposed a number of ways in which they can use 
our service providers, clinics, outreach workers and our helpline. We’ve also been investigating how 
we can make it smoother for the client to be connected by phone to service providers when she 
calls the hotline, we want to improve that and make it more automatic.
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3. How do you ensure that quality of care is maintained through your  
telemedicine service? 

All our counsellors and services providers have an annual training plan on quality of care, and the 
same goes for staff in the hotline. RHFs are part of the GCACI (Global Comprehensive Abortion 
Care Initiative) project, they’ve been to a lot of the trainings including on counselling, so they’re 
trained on that. If they need additional information, we can always connect them with medical 
officers in our service delivery points. We use the IPPF counselling manual and we have our own 
integrated counselling manuals too.

For ensuring confidentiality – we don’t know who the caller is, they just had a code. If the caller 
herself wants to talk more when she gets confidence, she opens up if she wants. The counsellor 
sitting there only knows the person calling, we don’t know where they’re from, it’s only if the client 
needs specific services. 

Clients can provide feedback to counsellors if they have any feedback on the quality of the calls 
or the information they received on the calls. The clients can also contact Reproductive Health 
Facilitators if they have any issues or feedback.

4. How do you ensure that your telemedicine services are integrated with  
your clinic services? 

When the client calls, we enter details about her into the data collection software we use in the 
helpline, and that means we can link client information between the hotline and our service delivery 
points. If required, a client can be referred to a service delivery point by our hotline. Although we 
have a lot of service delivery points which are easy for a lot of clients to get to, it’s difficult at the 
moment with lack of public transport. We have been providing travel support for clients who are 
in need of a procedure like a surgical abortion for example, or pregnant women who need to 
deliver. These clients are often identified by Reproductive Health Facilitators and then we provide 
travel support to the clinic through the GCACI project. Either we reimburse clients if they can find 
transport, or we arrange transport for them to get to the clinics. Most outpatient departments are 
closed, but we have some consultants who we can contact if we need to, and we have consultants 
available 24/7 in our Family Health Hospitals.

2. Telemedicine for abortion

5. What aspects of a comprehensive abortion care service do you  
provide through a telemedicine approach?

We provide pre-abortion counselling over the phone and for medical abortion this would include 
outlining how the client can take misoprostol. In Pakistan, misoprostol is available over-the-counter, 
so the client can either get this herself with guidance from the hotline counsellor, or she can get it 
from a Reproductive Health Facilitator who will deliver the misoprostol to her. She will be provided 
with the contact details of the nearest service provider so she can get in contact with them in case 
of any issues or complications. We’re also doing follow-up over the phone, which can also be done 
by Reproductive Health Facilitators.
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6. Have you had to adapt any of the information provided to clients or 
 develop new SOPs (Standard Operating Procedures) to support the 
provision of CAC services through a telemedicine approach?

We were doing this before COVID-19, we give the client an illustrated pamphlet on dosage and 
instructions about medical abortion. Normally, the client would take the first medical pill in the 
clinic and stay there for some time, but now we have clients who may be taking misoprostol at 
home. Where possible, we get Reproductive Health Facilitators to go to the homes of clients and 
the client will take misoprostol in the presence of the Reproductive Health Facilitator, who will stay 
with the client for some time and explain the process clearly to the client.

7. How do you determine gestational age remotely? 

This is a bit of a challenge, we ask the client for their last menstrual period and we have to rely on 
that. The counsellor will ask several questions to the client to find out the last menstrual period, to 
find out if her period is regular, the dates of her last period and the one before that. If there is any 
doubt on that at all, the client cannot have a medical abortion in case the last menstrual period is 
inaccurate, the service provider will ask her to visit a service delivery point.

8. Do you have any challenges in providing abortion services via telemedicine?

Apart from the challenge with determining the client’s last menstrual period, one challenge is that 
even though we have pictorial pamphlets which outline how clients can take misoprostol, they 
don't always adhere to the instructions. Another challenge is the availability of telephones in some 
areas for clients, they might use someone else’s mobile phone which makes follow-up a challenge.

Fortunately, FPAP had buffer stock available of medication and through reallocation of GCACI 
funds, we managed to get additional stock of medicines. Normally we are providing the clients with 
anti-emetics, analgesics in addition to medical abortion and explain how to take these. Sometimes, 
clients may take medication orally instead of sub-lingually, these are some of the challenges are 
facing with the administration of these pills outside of clinics.

Abortion is an issue which is very contentious in Pakistan, so we have to be very careful, and that 
also means for the follow-up for the client we have to be careful. We make sure she has the number 
of the nearest provider, so in the case of any complications she can go to the nearest service 
delivery point in case of any complications or emergencies. Our Reproductive Health Facilitators 
are very conscious of that, to make sure that any clients with complications can make it to a safe 
place, especially now as a lot of health facilities are closed.

3. Home-based distribution / delivery

9. What services are you providing through home-based service delivery? 

Our Reproductive Health Facilitators and social organizers are providing medical abortion, all of 
them are already based in the community and know everyone there. We are also working closely 
with government outreach workers and public Lady Health Workers (LHWs) who are providing 
family planning services both short-term and long-term. We’re working closely with the government 
outreach workers and we’ve signed MoUs (Memorandum of Understanding) with them in many 
cases and they refer clients to us.
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10. How do you maintain social distancing measures and ensure the protection 
of your service providers and clients during home-based service delivery?

We have trained all service providers and Reproductive Health Facilitators on social distancing 
protocols, which are very clear, and all of them are given regular follow-up on this. We have also 
given them protection kits which include masks, hand sanitizers etc. As we’ve said, they are from 
the community and they know the status of each house, that’s something they take care of. As 
they’re from the community there’s no issues of tensions with the police or personal safety issues. 
We don’t really have issues with security but if needed we do have security guards at our clinics 
who can accompany health workers if needed.

4. Post-abortion contraception

11. How do you ensure follow-up services for abortion clients, including  
post-abortion contraception?

When a client has an abortion service, the package of service she receives includes anti-emetics, 
analgesics and contraceptive pills. If women want long-term methods of family planning, we will link 
her and refer her to a service delivery point and make arrangements to ensure her method of her 
choice. We can also get the government LHVs to accompany our Reproductive Health Facilitators, 
as LHVs are trained in family planning and can provide injections. For male clients, we have male 
social organizers, who are also from the community. 

5. Data collection

12. Do you systematically collect data on clients and services (and potential 
complications) delivered through telemedicine or home-based delivery? 

We collect all telemedicine services delivered, and that’s linked with the client record in the CMIS. 
At the moment we can only record complications if the client comes to the service delivery point.

We are looking into improvements that can be made into the client record system to make it easier 
to link client records but we still have some gaps that need to be addressed, but we’re continuously 
trying to strengthen the systems and how we link the clients and service providers over the phone. 
We’ve been contacting some software companies to find out how it can be done and trying to 
figure it out.

13. How do you collect payment for services remotely, are you using a third 
party payment system like PayPal?

We do not take payment over the phone, and we don’t charge for telemedicine counselling. If 
the Reproductive Health Facilitator visits the clients to provide them with medication, then there 
are two options – either the client can pay directly to the Reproductive Health Facilitator, or if she 
cannot afford the service then she will get the service for free. Similarly, in our clinics, we have a no 
refusal policy which means clients only pay for services if they can afford it.
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Annexure-I
Definitions
Innovation: The social process of enabling people to engender and test new ideas and approaches 
beyond their usual program of work, with a route to scale for ideas which demonstrate potential 
for impact. 

Telemedicine: Delivery of health services and information via electronic and telecommunication 
technologies, e.g. by phone call, online messaging, social media, Apps. This includes clinical 
consultation services including follow-up, counselling, providing SRH information and messages, 
booking appointments and referrals.

Additional resources

1. Technical Guidance on the IPPF COVID-19 microsite

2. High-level guidance for MAs looking to initiate Digital Health Interventions during COVID-19

3. Gynuity Health Projects’ sample protocol for no-test medical abortioncan be found here.

References
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