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Abstract
Background: Access to healthcare services has been severely compromised in many countries by the
COVID-19 pandemic. By June 30, 2020 Uganda had not gathered enough information on the impact of
COVID-19 on healthcare services. We assessed the effect of COVID-19 pandemic on human
immunode�ciency virus (HIV), Tuberculosis (TB), Malaria, and Maternal and Child Health (MCH) services.

Methods: We conducted a cross-sectional assessment during July 2020 in randomly selected health
facilities across the four geographical regions of Uganda. We abstracted data on the number of clients
seeking healthcare services from, the Out-Patient Department (OPD), HIV, TB, malaria, and MCH facility
registers before (January-February) and during (April-May) the pandemic. We compared the outcomes
before and during using the paired t-test.

Results: We assessed 28 facilities. There was a signi�cant decrease in average outpatient department
total attendances from (M=5,529, SD=6541.2) before compared to (M=3576, SD=4345.6) during COVID-
19 pandemic (P=0.0031). Similarly, the average number screened for TB signi�cantly decreased from
(M=2822, SD=5409.2) to (M=1300, SD=2525.5) P=0.040 and ANC 1st contacts from (M=200 SD=207.8)
before to (M=137, SD=133.3) during COVID-19 pandemic p = 0.015.

Conclusion: A signi�cant number of the population may not have readily accessed healthcare services
during the pandemic especially those with long term illnesses like TB and HIV. We developed Information,
Education and Communication materials and conducted a catch-up campaign for TB. Awareness
creation among service providers on reduced intake of HIV and MCH services during COVID-pandemic is
needed for enhancement of community education.  

Introduction
Access to health services can be severely compromised during public health emergencies [1] such as
coronavirus disease 2019 (COVID-19) which has challenged healthcare systems around the world due to
increase demand for care. [2]. Despite the increasing demand for care of COVID-19 patients, healthcare-
seeking for conditions such as HIV/AIDS, tuberculosis, malaria and, maternal and child health (MCH)
remains critical. The maintenance of healthcare services during the COVID-19 pandemic is particularly
important for the most vulnerable populations, such as children, older persons, people living with chronic
conditions, minorities, and people living with disabilities [3].

Understanding healthcare-seeking and ensuring continuity amidst the COVID-19 pandemic involves
assessing the number of those turning up at health facilities for health care and implementing
interventions that strengthen seeking of routine and essential health services [2]. When those seeking
routine and essential health services receive timely medical care, it can buffer against detrimental stages
of the disease and minimize transmissions in the community [4]. The World Health Organization (WHO)
recommends countries understand the extent of disruptions across all healthcare services, the levels and
reasons for disruptions and, the mitigation strategies to maintain essential health service delivery [5].
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In Uganda health services are provided by the Ministry of Health (MoH), Ministry of Local Government
(MoLG), and private and non-governmental organizations (NGOs) [6]. Ministry of Health is responsible for
planning and developing health policies and for providing healthcare in all government hospitals while
the MoLG is in charge of healthcare delivery at the district and lower levels [7].

The SARS-CoV-2 virus that causes COVID-19 was �rst detected in Uganda on March 21, 2020. By June
18, 2020, 741 cases had been identi�ed, most of them imported from incoming cargo truck drivers from
neighbouring countries or airport travellers and their contacts [8]. On March 18, 2020, a national lockdown
was declared, in response to the COVID-19 pandemic, and concern of the spread of cases without
aggressive measures to prevent spread. A total lockdown was implemented on 30 March 2020 in Uganda
that lasted until 26 May 2020 [9].

However, a month after the �rst case was detected, Uganda had not assessed the levels of disruptions f
health services for implementation of interventions to ensure consistent access to high-quality essential
health services during the pandemic.. We assessed the effect of the COVID-19 pandemic on healthcare-
seeking for HIV/AIDS, Tuberculosis (TB), Malaria, and Maternal and Child Health (MCH) services to
inform immediate planning and action.

Methods

Study design
We conducted a cross-sectional assessment in July 2020 in selected health facilities across the four
geographical regions of Uganda. To estimate the effect of the COVID-19 pandemic on HIV/AIDS, TB,
Malaria, and MCH services, we abstracted data on clients who accessed healthcare before and during the
pandemic. We de�ned “before” as the �rst two months (January and February 2020) before March 2020,
when the �rst case was detected and “during” as the �rst two months (April and May) after March 2020.

Sample size considerations and sampling procedure
We randomly selected two districts in each of the four geographical regions; eastern, northern, central,
and western regions with at least one COVID-19 Treatment Unit (CTU). We randomly identi�ed 32 health
facilities and considered 28 with available facility registers at the time of this study. We purposefully
considered the Regional Referral Hospital (RRH) and one Private Not for Pro�t (PNFP) with the highest
Out-Patients Department (OPD) daily attendance in the selected district and randomly selected a health
centre III and health centre II from the lists provided by the district health o�cer. The selected health
facilities were representative of the different levels of health service delivery in the districts.

We considered all Out Patients Department (OPD), HIV/AIDS, TB, malaria and, Maternal and Child health
clients registered in the health facility registers before and during the pandemic.
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Study variables and data collection
To assess the effect of the COVID-19 pandemic on the number of HIV/AIDS, TB, Malaria and, Maternal
and Child Health clients seeking health services before and during the COVID-19 pandemic, we extracted
data variables on the number of clients seeking healthcare services from all possible points of contacts
in the health facility including OPD total attendances, number screened for TB, number of presumptive TB
cases identi�ed from OPD, number of cases diagnosed with TB, total new and relapsed TB cases
registered in TB treatment unit, number of contacts of TB patients started on TPT, number of Specimen
Referred, average Turn Around Time (Days) and number of pending results/ feedback. For malaria, the
study variables included suspected fevers, total Malaria, Malaria con�rmed (B/S and RDT), and Malaria
cases treated. For Maternal and Child health, we extracted data on number of admissions, live birth, new-
born deaths (0-7days), neonatal Death 8-28 days, maternal Death, postnatal Attendances, ANC 1st
contacts, ANC No. in 1st Trimester and total ANC contacts. And for HIV, we abstracted data on HIV+
Mothers newly enrolled in MCH groups, HIV+ pregnant and women initiated on ART for eMTCT at any
visit irrespective of when tested HIV+.

Data Analysis
We used paired t-test to determine statistically signi�cant differences in the means before and during the
COVID-19 pandemic for all the numerical data. We considered statistically signi�cant at 5% level of
signi�cance

Results
Number of clients seeking tuberculosis services at health facilities before and during COVID-19, Uganda,
2020

There were total of 28 health facilities visited during this study. The health facilities that offered to screen
TB were 25(89.3%). There was a signi�cant decrease in average OPD total attendances, number clients
screened for TB, presumptive TB cases identi�ed from OPD, total new and, relapsed TB cases registered
in TB treatment unit during COVID-19 pandemic (Table 1).
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Table 1
Comparison of clients seeking tuberculosis services at health facilities before and during COVID-19,

Uganda, 2020
Variables Before COVID-19 During COVID-19 P-Value

Mean (N/28) SD Mean (N/28) SD

OPD total attendances 5529 6541.2 3576 4345.6 0.0031*

Screened for TB 2822 5409.2 1300 2525.5 0.0401*

OPD presumptive TB cases 68 157.3 26 57.8 0.0380*

Cases diagnosed with TB 8 17.4 4 9.0 0.0833

Total new and relapsed TB 15 26.9 9 16.2 0.0384*

Patients started on TPT 3 8.9 1 1.5 0.1708

Specimen referred 6 12.0 74 309.2 0.3500

Average turnaround time (days) 3 6.3 2 5.9 0.2934

Pending results/ feedback 1 1.8 1 2.7 0.4895

*statistically signi�cant at 5% level of signi�cance

*N - total number of exiting respondents from all the 28 health facilities

*SD – Standard Deviation

*M – Mean

 
Number of clients seeking malaria services at health facilities before and during COVID-19, Uganda, 2020

There was no signi�cant difference in the average number of suspected fevers total malaria cases,
malaria con�rmed cases and malaria treated before and during the Covid-19 pandemic (Table 2).

Table 2
Comparison of clients seeking Malaria services at health facilities before and during COVID-19,

Uganda, 2020
Variables Before COVID-19 During COVID-19 P-Value

Mean (N/28) SD Mean (N/28) SD

Suspected fevers 952 880.8 736 552.6 0.2179

Total malaria 610 504.9 478 448.1 0.0532

Malaria con�rmed (B/S and RDT) 502 416.4 442 444.1 0.3707

Malaria cases treated 479 427.0 443 446.1 0.6593
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Number of clients seeking maternal and child health services at health facilities before and during COVID-
19, Uganda, 2020

There was a signi�cant decrease in the average number of ANC �rst contacts reported by the health
facilities during COVID-19 137 (SD=133.3) than before the COVID-19 epidemic 200 (SD=207.8); p = 0.015.
Total ANC contacts reported by the health facilities decreased signi�cantly during the COVID-19
epidemic. (Table 3)

Table 3
Comparison of clients seeking maternal and child –antenatal care services at

health facilities before and during COVID-19, Uganda, 2020
Variables Before COVID-19 During COVID-19 P-Value

Mean

(N/28)

SD Mean

(N/28)

SD

ANC 1st contacts 200 207.8 137 133.3 0.0155*

ANC No. in 1st Trimester 50 46.8 52 59.0 0.7982

Total ANC contacts 713 728.2 499 493.2 0.0198*

*statistically signi�cant at 5% level of signi�cance

 
Maternal and child health of Obstetric and newborn care services before and during Covid-19 showed
that the average number of admissions to health facilities signi�cantly reduced from 323 before to 233
during COVID-19 (P=0.005). Live births at health facilities also reduced from 258 before to 188 during
COVID-19 (p=0.0077) (Table 4).
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Table 4
Comparison of average number of clients seeking maternal and child health-

Obstetric and newborn care services before and during COVID-19, Uganda, 2020
Variables Before COVID-19 During COVID-19 P-Value

Mean (N/28) Mean (N/28)

Number of admissions 323 233 0.0050*

Live birth 258 188 0.0077*

New-born deaths (0-7days) 5 4 0.1852

Neonatal Death 8-28 days 1 1 0.3910

Maternal Death 1 1 0.8255

Postnatal Attendances 291 237 0.0594

*statistically signi�cant at 5% level of signi�cance

 
Number of clients seeking Prevention of Mother-To-Child Transmission of HIV

There was no signi�cant decrease in the average number of HIV+ Mothers newly enrolled in MCH groups
by health facilities during the COVID-19 epidemic 1 (SD=2.4); p = 0.326 compared to before the COVID-19
epidemic M=2 (SD=3.4)

Similarly, there was no signi�cant difference in the number of HIV+ pregnant women initiated on ART for
eMTCT at any visit irrespective of when tested HIV+ by health facilities during the COVID-19 pandemic 4
(SD=8.7); p = 0.564 compared to before the COVID-19 pandemic 5 (SD=8.1) (Table 5)

Table 5
Comparison of clients seeking HIV-PMTCT services before and during Covid-19

Variables Before COVID-
19

During COVID-
19

P-
Value

Mean
(N/28)

SD Mean
(N/28)

SD

HIV+ Mothers newly enrolled in MCH groups 2 3.4 1 2.4 0.326

HIV+ pregnant

women initiated on ART for eMTCT at Any visit
irrespective of when tested HIV+

5 8.1 4 8.7 0.564

Discussion
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This study revealed an overall decline in the number of patients seeking healthcare services during the
covid-19 pandemic. The overt difference in average number of patients seeking healthcare before and
during COVID-19, could largely attributed to the widespread covid-19 interventions such as transport
restrictions, curfew, diversion of health personnel and resources to respond to the COVID-19 pandemic.
The reduction might also be owed to the barrier posed by patients’ fears of contracting Covid-19 [10]. In
addition, many healthcare seekers could have perceived negative reception at the facility during COVID-19
by the health professionals as reported in Ghana [10]. They noted that healthcare professionals were
applying unfriendly and high-level infection prevention protocols especially to patients presenting with
cough and �u symptoms which affected care seeking among the population.

The monthly noti�cation average data of number screened for TB, the number of presumptive TB cases
identi�ed from OPD, and the number of cases diagnosed with TB sharply declined during the covid-19
outbreak (April-May) compared to the monthly noti�cation average data before covid-19 (January-
February). The travel restrictions during the lock down might have made it di�cult for presumptive TB
patients to visit health facilities and seek medical care. The presumptive TB tracing and referral could
have also been affected by the reallocation of health workers to �ght the COVID-19 pandemic.

In terms of sputum examination and other laboratory diagnosis for TB, there was a clear slump in the
number of patients seeking laboratory services during COVID-19. These could be because of increasing
number of covid-19 cases that may have overwhelmed the Uganda healthcare system and necessitated
transfer of TB laboratory to COVID-19 testing and temporarily closed their TB outpatient clinic during the
intensive period of COVID-19, leaving TB patients with nowhere to go for sputum examination [11]. This
may impact TB treatment and diagnostic services for those seeking TB healthcare services [12].

Our study showed that the number of malaria diagnoses did not signi�cantly change during the COVID-
19 outbreak (April-May), although many studies have indicated that disruptions to malaria control
activities have resulted in a resurgence in malaria morbidity and mortality. The minimal decrease in the
number of malaria cases diagnosed could have been attributed to shortage of medication suppliers with
VHTs that subsequently resulted into the continuous referrals of patients by Village health teams (VHTs)
to health facilities for Artemisinin-based combination therapies (ACTs) and laboratory diagnosis of
malaria at health facilities. VHTs implement Integrated Community Case Management (iCCM) of malaria,
diarrhoea and pneumonia [13]. The VHTs who previously got close to sick people in the community,
could, have run short of ACT supply or feared contracting COVID-19 and preferred referral[14]. However,
while Malaria elimination campaigns must reach marginalized groups distant from the health facilities,
the programmes are at risk of being scaled back for logistic reasons associated with COVID-19
interventions, putting communities at risk [15].

The data from our study also shows that ANC 1st contacts at the health facilities were severely affected
by COVID – 19. Like our �ndings, health facilities in Rwanda saw a decline in antenatal attendances in
the �rst months of the pandemic [16]. Reduction of mortality and morbidities from vaccine-preventable
diseases in developing countries involves successfully implementing strategies that ensure high
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coverage and minimize drop-outs and missed opportunities [17] [18]. The decreases in childhood
vaccinations could have detrimental vaccine-preventable disease outbreaks in the future due to COVID-19
disruptions of health seeking. The reasons for disrupted services could be attributed to fear of being
exposed to people with COVID-19 at health facilities.

This study showed no difference in the numbers of mothers receiving PMTCT services at health facilities
before and during the COVID-19 pandemic. The Joint United Nations Programmes on HIV/AIDS (UNAIDS)
equally reported that the impact on services for the prevention of vertical transmission of HIV (from
mother to child) is mixed—by April, some countries generally saw a decline in the number of women
tested for HIV at their �rst antenatal clinic visit [19], but by June 2020 that decline had been reversed as
corroborated with our �ndings [20]. PMTCT services are received during Antenatal appointments. It is
important for pregnant mothers to attend antenatal appointments, as these are the times when they can
get an HIV test, receive treatment if tested HIV positive, and medical advice to help keep them and their
babies healthy [21]. On the other hand, this study revealed severe decline in the expected live births,
obstetric and newborn care clients seeking healthcare at health facilities during the COVID-19 pandemic.
This could be because most mothers resorted to the community traditional birth attendants (TBAs) as
was the case in Kenya [22]. In Kenya, most mothers resorted to giving birth in the homes of the traditional
birth attendants, since most health facilities were temporarily shut down and health workers were
reassigned to the COVID-19 crisis. These results underline the additional stressors of the COVID-19
pandemic overlaid on already stretched obstetric and newborn care services, like in Nepal [23], While the
government of Uganda actively discourages TBA-supported births preferring that TBAs refer mothers to
the nearest health facility, it would be better to the integrate traditional birth attendants during pandemics
such as COVID-19 and other crises.

Focus on pandemic management and response with limited oversight of providing care to those
suffering from other illness, healthcare personnel being required to quarantine, or becoming ill or dying,
and therefore not being available for routine services. All these factors may have contributed to
unwillingness to seek for healthcare and therefore cause delays in the diagnosis and commencement of
treatment.

Limitations
Our �ndings should be interpreted in line with the following limitations. We used health facility registers
data as captured by the facility Health Management Information System (HMIS) focal persons who were
not on duty in some facility during the study period. Some clients seeking healthcare during COVID-19
pandemic could have not been captured in the registers because of the HMIS focal persons absence for
fear of contracting COVID-19 infection. So, our magnitude of those seeking health services during
COVID_19 pandemic was likely an underestimate. Also, during the pandemic, several categories of triages
were set up at facilities for different categories of clients seeking healthcare services and it is most likely
that some were not captured in the OPD register. The clients who sought healthcare services before
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COVID-19 freely interreacted with the facility HMIS focal persons and followed the one health facility
triage were captured in all the relevant registers, hence less likely to be underestimated.

Conclusion
A signi�cant number of the population may not have readily accessed health services during the
pandemic lockdown especially those with long term illness like TB and HIV. We developed Information,
Education and Communication materials (IEC) and conducted a three-month catch-up campaign for TB.
We recommended that the Ministry of Health (MOH) should reintroduce community outreaches with clear
SOPs to bridge the challenge of seeking healthcare during pandemic. For example, strengthening
community re�ll models for long term illness patients, registering, monitoring, and linking all antenatal
mothers to the health facilities through the VHTs. We further recommended that the Ministry of Health
(MOH) sensitizes the population to continuously seek healthcare services and to allow people with long
term illness to routinely access treatment during the pandemic from any nearby health facilities without
referral letters.
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