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Abstract
Background There is limited research on the experiences of access to medicines for non-communicable diseases 
(NCDs) in health facilities among older persons in Uganda. This paper explores the perspectives of older persons and 
healthcare providers concerning older persons’ access to essential medicines in Uganda.

Methods It is based on qualitative data from three districts of Hoima, Kiboga, and Busia in Uganda. Data collection 
methods included seven (07) focus group discussions (FGDs) and eighteen (18) in-depth interviews with older 
persons. Nine (9) key informant interviews with healthcare providers were conducted. Deductive and inductive 
thematic analysis (using Health Access Livelihood Framework) was used to analyze the barriers and facilitators of 
access to healthcare using QSR International NVivo software.

Results The key facilitators and barriers to access to healthcare included both health system and individual-level 
factors. The facilitators of access to essential medicines included family or social support, earning some income or 
Social Assistance Grants for Empowerment (SAGE) money, and knowing a healthcare provider at a health facility. The 
health system barriers included the unavailability of specialized personnel, equipment, and essential medicines for 
non-communicable diseases, frequent stock-outs, financial challenges, long waiting times, high costs for medicines 
for NCDs, and long distances to health facilities.

Conclusion Access to essential medicines for NCDs is a critical challenge for older persons in Uganda. The Ministry 
of Health should make essential drugs for NCDS to be readily available and train geriatricians to provide specialized 
healthcare for older persons to reduce health inequities in old age. Social support systems need to be strengthened 
to enable older persons to access healthcare.

Keywords Drugs, Public health facility, Private health facility, Health system, Barriers, Facilitators, Elderly, Uganda, Sub-
Saharan Africa
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Background
Globally, the demographic transition associated with 
increment in longevity is expected to increase the pro-
portion of adults age 50 and older. Currently, the pro-
portion of older persons (those age 60) and older is 11% 
and is expected to increase to 20% by 2050. The abso-
lute number of older people increased from 205  mil-
lion in 1950 to 810  million in 201. Projections for 2022 
and 2050 are one billion and 2  billion respectively, out-
numbering children age 0–14 years [1, 2]. In sub-Saha-
ran Africa (SSA), the absolute number of older persons 
(aged 60+) is 43 million, forming 5% of the population [3] 
and is projected to increase to 163  million (8.3% of the 
population) by 2050 [2]. In Uganda, the number of older 
persons has increased from 1.1  million in 2002 (4.5% 
of the population) to 1.3  million in 2010 [4] and shall 
increase to 5.5 million (5.7% of the population) by 2050 
[2]. About 10% of the older persons were living alone by 
2010 Uganda national household survey [5]. The average 
household size was 4.7 persons according to the Uganda 
Population and Housing Census of 2014 [6].

The World Health Organization (WHO) uses age 50 
and older to define older persons in sub-Saharan Afri-
can (SSA) countries due to lower life expectancy [7]. 
Several studies in SSA have used this definition [8–11]. 
On the other hand, the United Nations (UN) uses age 
60 and older to define older persons [7, 12]. Likewise, 
the Ministry of Gender, Labour and Social Development 
(MoGLSD) in Uganda uses the same definition [4, 13]. 
Some reports on older people use this definition [1]. For 
this article, age 50 and older was used.

The prevalence of non-communicable diseases (NCDs) 
has been reported in some surveys in Uganda. Hyperten-
sion has been reported at 6.3% in the rural Uganda non-
communicable disease (RUNCD) study [14]. A higher 
prevalence of hypertension (21%) has been reported 
among HIV patients [15]. A prevalence of hypertension 
of 21% has been reported in a sample of 611 people in a 
WHO STEPS tool study in Kasese [16]. Hypertension is 
the most reported NCD followed by obesity and diabetes 
in a scoping review for sub-Saharan Africa [17]. Among 
2,382 older persons, about a quarter (23%) of the older 
persons reported an NCD in a 2010 national survey in 
Uganda [18]. Finally, in East Africa, 40% of deaths in 2015 
were attributed to NCDs [19] and 53% were attributed 
to NCDs in eastern Uganda [20]. Therefore, NCDs are 
becoming an increasing health need in Uganda and are 
estimated at 26% [21].

In Uganda, the public healthcare system is hierarchi-
cally organized. At the top is the national referral hospi-
tals: Mulago and Butabika. From Mulago national referral 
hospital, there are regional referral hospitals, health cen-
ter (HC) from levels IV (district), III (sub-county), II 
(Parish) and I (village). Regional referral hospitals exist 

in each of the four regions of Uganda (central, eastern, 
western, and northern). At the lower levels, are health 
center IVs (district level) and IIIs (sub-county level). At 
the lowest levels namely parish and village are health cen-
ter II and I, respectively [22–28].

Ageing is associated with several healthcare needs [29]. 
One of the critical needs of older persons is managing the 
worsening health outcomes [30] including non-commu-
nicable diseases (NCDs) and disabilities. NCDs increase 
the need for healthcare among older persons [31, 32]. 
This has been observed in Hong Kong [31], Singapore 
[33] and in rural South Africa [34]. However, in some 
low- and middle-income countries (LMICs), older per-
sons with NCDs have limited access to healthcare. Exam-
ples include in India [35], China [36] and Hong Kong 
[31]. Generally, older persons face barriers of access to 
healthcare due to increased vulnerability and deprivation 
in old age [3, 30, 37, 38].

Studies on access to healthcare in general and access 
to essential medicines for NCDs and healthcare by older 
persons in Uganda are limited [39–42]. Available evi-
dence on older people’s health have focused on HIV/
AIDS [43–45]; caregiving roles of older persons [46–49] 
and various vulnerabilities [50, 51]. Studies which have 
addressed access to healthcare used quantitative second-
ary data and focused on patient level factors [32]. Others 
have focused on specific interest groups like the diabet-
ics and not necessarily the older population [38, 52, 53]. 
Therefore, the aim of this paper was to explore percep-
tions and experiences about the health system and indi-
vidual barriers and facilitators of access to healthcare 
among older persons in health facilities in Uganda. In 
addition, the perspectives of healthcare providers and 
community workers are explored using key informant 
interviews.

Methods
Study design, setting and sampling
This study used a cross-sectional study design. This qual-
itative study was a follow up to the secondary data analy-
sis of the factors which predicted access to healthcare 
using a nationally representative household survey whose 
results are published elsewhere [32].

Three districts were purposively selected as study sites 
namely: Hoima, Kiboga and Busia, taking geographical 
and regional variations into consideration. Hoima was 
selected in western, Kiboga for central and Busia for east-
ern region.

Purposive sampling was used to select the study par-
ticipants. Local leaders at the local council level guided 
the identification of older persons’ households. To recruit 
more participants, snow ball sampling was also used.
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Data sources
This paper primarily uses interviews from a qualitative 
study conducted in Busia, Kiboga and Hoima districts 
of Uganda in 2014 [54]. This study was part of a doctoral 
thesis for the the first author. Some of the survey data 
and findings are published in another paper [32]. In addi-
tion, preliminary interviews were conducted in 2012 in 
Hoima in a collaborative research framework on Poverty, 
Resource Accessibility and Spatial Mobility in East Africa 
[55]. Even though the data were collected in 2014, the 
findings are still relevant. First, there is limited evidence 
on the subject – experiences of older people with the 
public health system in Uganda. Some data which is yet 
to be published in other settings still points to the health 
system challenges for folder people. Recently, the Minis-
try of Health (MoH) in Uganda is in the process of devel-
oping a national healthcare strategy for older persons. 
Some of the findings have been used to inform this policy 
formulation process. Similarly, the Ministry of Gender, 
Labor and Social Development (MGLSD) is develop-
ing the national guidelines for mainstreaming ageing in 
Uganda.

Data collection
The interviews with older persons included 18 In-depth 
interviews (IDIs) and seven focus group discussions 
(FGDs) collectively comprising 52 participants. We 
aimed to balance the gender of the different participants 
among the IDIs and the FGDs. Also, we aimed to do the 
same number of interviews in each district. The IDIs 
focused on exploring the perceptions and experiences of 
older persons about the barriers and facilitators of access 
to essential medicines for non-communicable diseases in 
health facilities. In addition, 9 key informant interviews 
(KIIs) were conducted with healthcare providers at pub-
lic or private health facilities to facilitate triangulation 
of data. Healthcare providers were from Hoima regional 
referral hospital (Hoima), Bukomero health centre (HC) 
IV (Kiboga), Lumino HC III and Friends of Christ Revival 
Ministries (FOCREV) clinic (Busia district). The KIIs 
focused on the barriers and facilitators of access to essen-
tial medicines among older persons in Uganda. All the 
interviews were audio recorded. Entry into community 
was sought through village local council (LCs) chairper-
sons, older person’s associations in Hoima and Busia, and 
SAGE coordinators in Kiboga district and health facility 
in charges.

Ethical considerations
The study was approved by the Research Ethics Com-
mittee / Institutional Review Board (IRB) of the Uganda 
National Council of Science and Technology (UNCST) 
(SS 3198). The multi-disciplinary study on Poverty, 
resource accessibility and spatial mobility in East Africa 

(MPRAM) research programme was also approved by 
the IRB of the UNCST (SS 2726).

All experiments / research processes were performed 
in accordance with relevant guidelines and regulations 
(such as the Declaration of Helsinki).

All the respondents gave their written and informed 
consent to participate in the study. During the informed 
consent process, we provided assurance of confidential-
ity, participation on voluntary basis, freedom to with-
draw or to decline and to answer any question without 
negative consequences. Finally, during the reporting 
and publication phase, we anonymized the interviews to 
ensure confidentiality of the interviewees.

Inclusion and exclusion criteria
The inclusion criteria were being age 50 years and older, 
being in the right mind and the ability to comprehend. In 
addition, we aimed to interview older persons who were 
not ill by the time of the interview. Also, eligibility crite-
ria included older persons who were in their right mind 
and could comprehend and were not ill by the time of the 
interview.

Data analysis
All recorded interviews were transcribed verbatim. All 
transcriptions were checked to ensure accuracy in tran-
scription and translation from local languages (Luny-
oro, Lusamia and Luganda for Hoima, Busia and Kiboga 
respectively) to English. Transcriptions were later, 
imported into QSR International NVivo software (ver-
sion 9) for thematic and / or framework analysis [56].

Both deductive and inductive thematic analysis were 
used in the coding exercise [57]. Themes were devel-
oped following the Health Access Livelihood Frame-
work (HALF model) related to access to healthcare [58]. 
The HALF model describes five dimensions of access to 
healthcare: availability, affordability, accessibility, ade-
quacy and acceptability and five dimensions of livelihood 
assets [58]. The inductive thematic analysis involved add-
ing themes or codes that were emerging from the tran-
scriptions during the coding exercise.

Results
This section presents the facilitators and barriers of 
access to healthcare among older persons. Perceptions 
and experiences are explored from the older persons and 
healthcare providers. We start with the facilitators and 
end with the barriers.

Facilitators of access to healthcare among older people
The facilitators of access to healthcare included availabil-
ity of public health facilities, social support, support from 
NGOs, access to financial resources, transportation, 
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access to village health teams, and having a healthcare 
provider who is a relative.

Availability of free services in public health facilities
Availability of public health facilities which are expected 
to provide free medical services was highlighted as a 
motivation for visiting health facilities. In addition, non-
communicable diseases create demand for healthcare. 
Private health facilities are not easily afforded by older 
people. They prefer to visit public health facilities:

… we go there when we fail to get money to take us to 
private health facilities…When a person is very cold 
and you make a fire, you do not have to invite him. 
He will bring himself. We go there because we are 
sick… You wonder whether they will give you medi-
cine or not… [Male FGD, Hoima]

Putting a special clinic day for older persons was con-
sidered as a facility for access to healthcare in Hoima. 
Older persons continued to access healthcare on all 
days. However, a special day was designated to provide 
extra care for older persons. After some time, this was 
removed. However, this was not standard practice across 
all the three districts. It was the best practice in Hoima 
only. This was being at the regional referral hospital. 
Conversely, older persons complained that “sickness does 
not wait for you on a special day”. As much they were 
happy with a special or clinic day for older persons, they 
expressed concerns about its effectiveness.

Family and social support
Family support includes the support of spouses, rela-
tives, brothers and sisters, adult children, and grandchil-
dren. The form of support could be material, financial, 
or physical/caretaking. Older persons with highly edu-
cated working children, and those with children working 
abroad tend to receive significant support. Relatives play 
a major role in patient attendance and interacting with 
health personnel. In kind /material support for instance 
includes purchase of food, eyeglasses, and transfer to 
better health facilities around the city. Older persons 
with relatives working in health facilities favour them by 
helping them to “jump” the queue. Many older persons 
receive support from family members in form of means 
of transportation to health facilities and payment of med-
ical bills.

Some of us have educated our children like you 
[refers to moderator]. That is a real bank. When 
you educate a child and he gets a job, that is a bank 
[Male FGD, Hoima]

However, family, or social support dynamics are chang-
ing. Some older persons reported that family support is 
limited and is not reliable. Some older persons with rela-
tives who can transport them to hospital and pay the bills 
are very few. This was stated in an FGD in Kiboga. Chil-
dren whose resources are meagre are unable even though 
they would be willing to support their parents because 
they also must cater for their own children/families. 
Other children may not even help when they are able to. 
This was emphasized in one FGD:

… The health of old people is very poor. Some have 
children who do not care for them. Even those who 
have no children have nobody to care for them… 
[Male FGD, Hoima]

Support from non-governmental organizations (NGOs)
Some NGOs in Busia provided support to older persons 
including Compassion International. Compassion Inter-
national in Busia provided some support to older per-
sons as caregivers of children, when they have chronic 
illnesses such as TB, HIV, and cancer. In Hoima, the 
Uganda Reach the Aged Association (URAA), World 
Vision, Sans Frontiers, Sight Savers International, Infec-
tious Diseases Institute (IDI) and Little Hospice Hoima 
provided health support. In Kiboga, Stearkey (based in 
Ntinda), provided support to older people.

When they have chronic illnesses, we intervene …like 
TB, we support like HIV groups for HIV positive…. 
umm they are mostly old people [Community 
Worker, Busia]

The URAA trained home-based care givers in Hoima 
who offered basic treatment to older persons from their 
homes. However, the program ceased due to lack of 
funding.

There was an NGO helping the elderly. They trained 
the home-based caregivers. They could bring drugs 
for the elderly… It was Uganda Reach the Aged 
Association, URAA… But they ran short of money 
and all that… [Female FGD, Hoima]

Little Hospice takes care of severe chronic illness such as 
stroke or cancer for older persons who are on HIV treat-
ment. Infectious Diseases Institute (IDI) was supporting 
HIV ART in Hoima regional referral hospital where older 
persons were beneficiaries. Sight Savers and Sans Fron-
tiers provide eye care, provision of eyeglasses inclusive 
and hearing aids respectively. STEARKEY from Ntinda, 
Kampala, Uganda, also supports older persons with hear-
ing aids in Kiboga.
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…with sight, we have got the Sight Savers… at least 
that one yes… umm sight savers and also hear-
ing umm at least there there people Sans Frontiers, 
who usually come around. and then after checking… 
I think they give out spectacles… free free… Sans 
Frontiers they they cross check they check for the the 
the ears impairment [Traditional Minister, Buny-
oro Kingdom, Hoima]

Some older people with disability received some trans-
portation assistance from the National Union of Disabled 
Persons Uganda (NUDIPU).

Financial resources
Having financial resources / money helped older persons 
to access private health facilities, where the services / 
handling was perceived to be better than in public health 
facilities. Generally, poor older persons use public health 
facilities while the rich or the middle class use private 
health facilities. Financial resources are essential in pur-
chasing essential medicines or drugs for NCDs and pay-
ing for extra charges at public facilities. A community 
worker noted:

…the haves go to private (facilities), the have-nots 
they stay in queues waiting for medicines [public 
health facilities] … and the have-nots, they have no 
choice they have to wait in the queues… when you 
have your money, why should you wait? [Commu-
nity worker, Hoima]

Older persons in Kiboga, who received the monthly 
Social Assistance Grants for Empowerment (SAGE) 
funds, were able to use some of the resources to access 
healthcare. Older persons in Busia and Hoima were not 
receiving the SAGE grant by that time. These two dis-
tricts were not yet included on the beneficiary list. A 
community worker in Kiboga asserted:

…the biggest challenge for the elderly is that they 
have been lacking money… now when you give them 
an opportunity to have cash [SAGE grant] … even if 
he falls sick, he still is able to … buy drugs [Commu-
nity worker, Bukomero, Kiboga]

Availability of transport to access healthcare
Availability of transport to visit the health facilities was 
a key facilitator. The means of transport are usually pro-
vided by older persons’ relatives, children and some-
times, NGOs. A community worker in Hoima noted:

… those who have relatives who are able… to move 
them on boda bodas or even bicycles… or even 

vehicles…there are some rich people [Community 
worker, Hoima]

Some NGOs like World Vision and Bukomero Develop-
ment Foundation in Kiboga provided transport to older 
persons in Kiboga to access better treatment in Kampala. 
A community worker in Kiboga stated that:

There are those older people especially those that are 
suffering from HIV and AIDS, … we have been able 
to give them transport to go for medication may be 
in Mulago … to be able to access better treatment 
from Kampala [Community worker, Kiboga]

Access to village health teams (VHTs)
The community health system in Uganda includes vil-
lage health teams (VHTS), community health workers 
(CHWs), health assistants (HAs), expert clients and the 
AIDS community volunteers (ACVs). VHTs and CHWs 
identify, refer to health facilities, and give health edu-
cation to older persons. This has helped TB and HIV 
patients to access treatment. This was the major outreach 
strategy in Lumino HC 3 (Busia) and Mparangasi HC 3 
(Hoima district). Some older persons visit health facili-
ties after such referrals. A healthcare provider in Busia 
reported:

… we have some patients in the village who are 
chronically sick…they do not go to hospitals … so the 
VHTs or the CHWs identifies them… visits them and 
they have referral notes, they do refer them to us… so 
some of them come … [Healthcare provider, Busia]

Those who do not turn up are followed by medical staff 
from the health facility, which is an outreach strategy 
to the community. The VHTs majorly deal with malaria 
treatment among children and pregnant women. One KII 
in Busia emphasized:

…at times those who are referred, and they do not 
come… So, we send our people now… we even send 
these nurses… to go and visit these patients in the 
village…. it is more active on TB and the ART clinics 
[Healthcare provider, Busia]

However, in Kiboga, some participants noted that VHTs 
focus on children and not older persons:

…We also have VHTs… they are dealing with treat-
ment of children… specifically malaria but they do 
sensitization and mobilization… they are supposed 
to tell the old people, … to even advocate for them 
[Healthcare provider, Kiboga]
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Knowing a healthcare provider at a health facility was a 
great motivator
Access to healthcare was much easier when an older per-
son knew a healthcare provider - as a relative or a son or 
daughter of a friend. In such cases, he or she is helped 
to jump the queue. He or she is removed from the line 
and treated first irrespective of whether he or she came 
earlier or later than other patients. In some cases, rela-
tives who can talk well to providers also help them jump 
the queue. In some other instances, providers offer direct 
assistance to older persons. An older woman in Busia 
asserted:

No, for me they make me jump the queue… Yes, 
there are those I know… There is Sam (Pesudo 
name), he just picks me… I don’t know the work he 
does but he comes that ‘elder come they work on you 
and you go’… They can complain about it when am 
not there…They finish complaining and for me, I am 
gone. It is upon them as a person who backbites you 
after you had left, can you hear? [Older woman, 
age about 70, Busia]

In Hoima, mention of such assistance also came up in the 
male FGD:

If you know some member of staff, someone’s child 
working there… I know the doctor. The relationship 
at that level. Someone can leave the health facility in 
Kasomoro and come to Booma because there is the 
child of the aunt working there [Male FGD, Hoima]

Barriers of access to healthcare
The barriers of access to healthcare for older people were 
numerous. They ranged from lack of essential medicines 
to ageism against older people, absence of geriatricians, 
treatment adherence issues, accessibility, affordability 
challenges, and acceptability issues. These are described 
as follows:

Availability of essential medicines for non-communicable 
diseases is a critical gap
This was the most frequently discussed theme in al the 
interviews. Both older persons and healthcare provid-
ers acknowledged unavailability or frequent stockouts of 
essential drugs for non-communicable diseases (NCDs) 
for older people in public health facilities. Public health 
facilities normally refer older people to private clinics to 
buy medicines, which is a huge barrier for them. Many 
older persons reported frequent drug stockouts at public 

health facilities due to large numbers of patients1. An 
older man in Busia witnessed a situation where the medi-
cines, which were received at a health centre III in Busia 
district, only included septrin and paracetamol. In Busia, 
older persons reported challenges with the distribution 
of drugs:

When we go to VHTs, they tell us the drugs are for 
the young children; that we should go to the health 
facility to get ours. But when we go to health centres, 
we do not find the drugs there [Male FGD, Hoima 
district]

There was a belief that public health facilities receive 
medicines that do not match “older people’s” sicknesses 
(refers to NCDs) in health centre IIIs. According to one 
of the health providers in a health centre III, it is rare 
to find drugs for hypertension, diabetes, and typhoid at 
health centre IIIs2 and lower levels.

Some older persons in Busia suspected drug pilfer-
ageby health providers - that the drugs are then sold in 
health providers’ private clinics. However, health provid-
ers in Busia attributed unavailability of some drugs to 
frequent stock outs because of the government push sys-
tem, which predetermines which drugs are sent to HC 
III and II and the heavy client flow in public health facili-
ties. In addition, absence of storage facilities for insulin 
explained the shortage of insulin for diabetes in one of 
the regional referral hospitals in Hoima3.

One of the health providers in a health centre III 
explained that health centres IIIs receive medicines from 
district hospitals because of the government “push sys-
tem” (KII, Busia). Although medicines or drugs in public 
facilities are supposed to be free, patients are sometimes 
asked to pay some money to the dispensers to help them 
purchase the drugs which are not available from an out-
side private pharmacy. Participants perceived this to be a 
form of extortion as noted:

Dispensers tell you that the drug is out of stock. Once 
you give him the money, he just pockets it and then 
picks up the medicine and gives it to you…. assum-
ing that he has just bought it from outside the clinic 
[Community worker, Hoima]

1  IDI 15, older man age 70, Busia district. He visited HC thrice and missed 
drugs once when he was referred to buy and did not have the money. He 
also stated that the prescription was written in English which he could not 
understand.
2  KII_13, provider at HC III, Busia.
3  KII_05, Hoima regional referral hospital.
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Absence of specialized health personnel including 
geriatricians
The second most pressing barrier was concerned with 
healthcare providers especially geriatricians. The unavail-
ability of health personnel trained in geriatrics and ger-
ontology makes it difficult to adequately addressing older 
persons’ health problems. A key informant referring to 
lower-level health facilities alluded to the need to have 
trained doctors in Hoima:

The health facilities exist but health providers can-
not manage the complications of the diseases of the 
elderly… because most of these health centers are 
managed by nurses. A man may have problems 
associated with hypertension, or the heart; such 
health centers cannot handle even if they are near 
[Community worker, Hoima]

Ageism against older people by young healthcare providers
One of the key factors was ageist and negative attitudes 
against older people by young health providers in public 
health facilities. Older people in Busia reported ageism 
perpetrated by young health providers. Older persons 
were reprimanded for trying to access medicines instead 
of giving space and priority to younger persons. Female 
FGD participants in Busia cited a health provider’s state-
ment as follows:

‘These (older persons) are just finishing our medi-
cines; don’t they have grandchildren?’ With such 
observations from health providers, … we get tired 
of going to the hospital… They tell us that we finish 
medicines for our grandchildren…. Now they say we 
are useless to people [Female FGD, Busia district]

Poor handling of older people by healthcare providers 
was attributed to both the overwhelming workload and 
the intentional mistreatment by young nurses. The most 
vulnerable older persons are those that seek for care on 
their own (alone).

Affordability and financial challenges
Poverty or financial barriers was the fourth most 
reported problem in accessing healthcare. Older per-
sons found challenges in paying for medical bills, drugs, 
transport costs and extra charges. In addition, specialized 
tests and services were unaffordable. Specialist services 
included eye care, surgical operations for appendicitis, 
tubal blockage, and hernia. Specialized tests like X-ray 
and CT scans were costly for older persons. An older 
woman in Busia, who was blind due to cataracts, had not 
gone to Mbale hospital, where she was referred because 

of money problems. In Hoima, older women in an FGD 
had this to say:

…You do not have money to buy medicine every time 
you go to the health facility. This disease … high 
blood pressure does not get healed. It is like AIDS or 
even more than AIDS… [Female FGD, Hoima dis-
trict]

Referrals and prescription challenges
Most older people find it difficult to follow referrals to 
buy medicines or drugs from private clinics because 
of financial and literacy barriers. In addition, they were 
challenged to adhere to treatment prescriptions. On the 
other hand, private health facilities stock drugs for NCDs 
but at a fee, that is often very expensive for many older 
persons. A health provider in Busia described refer-
ral process for older persons as a “mountain climbing” 
experience:

Due to financial limitations, in some cases, older per-
sons purchased incomplete dosage depending on their 
wallets4: An older person in Hoima district noted the 
following:

Health providers can prescribe a full dose that may 
cost 9000 shillings, but you cannot raise it at that 
time. You buy half dose for 4500 shillings which 
you can afford at that time [Older man, age 70+, 
Hoima]

Referrals to buy essential drugs for NCDs from private 
facilities, which are not available in public health facili-
ties, were unaffordable to older persons. Besides, private 
clinics were found to be expensive.

Shortage of specialized equipment to screen and test for 
NCDs
Many public health facilities lacked some specialized 
equipment and health services for screening and diag-
nosing NCDs. For example, the computerised tomog-
raphy scan (CT scan) and ultrasound scans. By the time 
of the interview (during the M-PRAM project in 2012), 
Hoima regional referral hospital (RRH) neither had a CT 
scan machine, nor an ultrasound scan. In private clinics, 
CT and ultrasound scans cost between 30,000 and 50,000 
UGX, which is expensive for many older persons. In 
addition, X-ray cost 15,000 UGX even in Hoima RRH by 
the time of the study. Concerning health services, a key 
informant noted:

4  IDI 01, older man age 64, Hoima. Had high blood pressure but was better 
off economically.
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… Western medicine is not affordable. You must go 
to a clinic, pay money for checkup, and the medicine, 
because in the government facilities, the CT scan 
services are not available [Community worker, 
Hoima]

Accessibility challenges
Long distance to health facilities limited older persons’ 
access to healthcare. This challenge is compounded by 
physical disabilities and caretakers’ reluctance to take 
older people to health facilities. Consequently, older per-
sons fail to keep appointments with health providers for 
instance, crucial ones like diabetes management.

In addition, a lack of means of transport was another 
barrier to accessing healthcare or visiting distant health 
facilities in the event of referral. Public transport is not 
readily accessible in remote areas. Ambulances in pub-
lic health facilities are non-functional due to mechanical 
challenges or fuel shortages.

Transport costs are a serious challenge to older per-
sons. Some older people do not have money to pay for 
transportation to a health facility. Means of transporta-
tion used ranged from a bicycle, boda boda (motorcycle) 
which is the most common, to a vehicle.

Physical disabilities among older people usually make 
it difficult to access health facilities. They may be unable 
to walk on their own when the illness is severe. Some-
times, they are unable to ride bicycles by themselves or 
they don’t even own one. They may not have funds to pay 
a boda-boda (motorcycle). Older people with disabil-
ity could not walk to health facilities on their own. They 
depend on caretakers.

…with age, they come complaining … of painful legs, 
painful lower limbs …by the time they become real 
disabled, you can’t see them in hospital… they … 
stay home… they may fail to bring them to hospital 
[Health provider, Hoima hospital]

Social stigma also prevented many disabled older persons 
from being brought by their care takers to health facili-
ties. A community worker narrated the ordeal:

… a totally blind HIV positive older person died 
alone in the house in Hoima and was buried on 26th 
July 2012 [Community worker, Hoima]

Adequacy and quality considerations in public health 
facilities
Some hospitals organized health services on specific days 
which made it difficult for older people to access care on 
the non-scheduled days. In addition, irregular or short 

working hours were reported as critical impediments to 
access to and utilization of health services. For example, 
older patients complained about late opening time (about 
10 am) and early closing time (about 4 pm) except for 
special clinic days for children and expectant mothers.

In addition, mixing older persons with younger patients 
(especially children and women) who are stronger was 
reported as another barrier. Older persons reported that 
they had no strength to queue for services for long hours. 
This is a major impediment to their access to services in 
public health facilities, which are usually crowded with 
sick children and their mothers. Owing to long waiting 
hours in queues some older persons reported that fail to 
retain urine and as a result, they get ashamed in public. 
Apart from the heavy client flow in public facilities long 
queues and waiting time were attributed to staff short-
ages. For example, the doctor to patient ratio in Hoima 
regional referral hospital was about 1:100.

…One doctor can see over 100 patients… so they 
have to keep in the line, and when they come, you 
have to send them to the lab for a random blood 
sugar test… by the time she comes again she has to 
queue again … that becomes a problem [Health 
provider, Hoima]

Acceptability problems
Personal stigma limited-service acceptability by older 
persons. Some older persons expressed self-directed 
stigma - a feeling that they would not be cared for by 
health providers when they visited health facilities. In 
addition, some older persons reported not accessing care 
because of lack of presentable clothes to wear for health 
facility visits. Some who had bad experiences are health 
facilities indicated that they preferred death to discrimi-
nation and disgrace at public health facilities. According 
to them, death would mean rest from suffering. A com-
munity worker who interacts with older persons made 
the following observation.

…some older persons have given up accessing ser-
vices at public health facilities. Even if you tell them 
to go to hospital, they say ‘no, don’t take me there’, 
because they know, the moment they are taken to 
hospital, they are mistreated… they are as rejects. 
Old people say ‘please leave me alone if am to die, 
let me just die peacefully at home other than being 
tossed about [Community worker, Hoima]

Traditional and religious beliefs in some communi-
ties promoted herbal medicine and discouraged west-
ern medicine. In Hoima district, some adherents of the 
religious sect called “Wobusobozi” [meaning he is able] 
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led by “Bisaaka” do not believe in modern or western 
medicine:

The fear of Bishaaka himself he has made them 
believe that he knows whatever they do … or what 
they think. So, his word is final… health wise, it’s 
because he did not believe in modern medicine but 
when he saw that that it was putting him on a clash 
with government, he has changed [Community 
worker, Hoima]

Discussion
The aim of this paper was to investigate the barriers and 
facilitators of access to healthcare among older persons 
in Uganda at both the health system and individual levels. 
Our findings indicated that barriers outweighed facilita-
tors. The barriers and facilitators of access to healthcare 
tended to overlap. Key facilitators included availability of 
free services, social support, financial affordability, trans-
portation, village health teams and knowing a health-
care provider. On the other hand, the barriers included 
unavailability of essential medicines for NCDs, special-
ized personnel and equipment, ageism among healthcare 
providers, financial challenges, poor quality and accept-
ability problems of public health facilities. The facilitators 
and barriers are either health system or patient factors.

A challenging health system
A series of challenges stemming from the health sys-
tem itself, that is acknowledged by community workers, 
health sector workers as well as by the older persons, 
stem out from this study. From the health system side, 
absence of geriatricians, unavailability of essential medi-
cines for NCDs, ageism, affordability limitations and 
acceptability challenges were critical gaps in Uganda.

The unavailability of essential drugs for NCDs in 
lower public health facilities (health center IIIs and lower) 
was a major barrier of access to healthcare for older peo-
ple. The perceptions of the older persons and community 
workers generally were that “healthcare providers sell 
drugs through their clinics”. Conversely, healthcare pro-
viders explained that the government uses a push system 
which provides basic medicines to lower health facilities. 
The government pushes medical supplies and medicines 
to lower health facilities (health centers I to III). That is, 
“larger public health facilities express significantly greater 
facility-level autonomy in drug ordering compared with 
smaller facilities, which indicates ongoing changes in the 
Ugandan medical supply chain to a hybrid ‘push-pull’ 
system” [59]. Larger health facilities include national, 
regional and district health facilities. These make orders 
for their medicines depending on need of the people 
served. There is tension about these perceptions from 

older people and the explanation by healthcare providers. 
Some studies have reported this challenge, absence of 
essential medicines for NCDs in the Ugandan heath sys-
tem [23, 38–41, 60–62]. The same shortage of supply of 
essential medicines for NCDs is reported in Kenya, Cam-
eroon and the DRC [62, 63].

In Uganda, the Ministry of Health (MoH) adopted the 
dual “pull and push” system in 2010 in the delivery of 
essential medicines and health supplies (EMHS) [42, 64]. 
The pull system was maintained for HC IVs and hospitals 
while the push system was introduced for rural and hard 
to reach health facilities including HC III and IIs. Lower-
level health facilities no longer request for drugs based on 
the diseases’ burden and the population served [42, 65–
67]. HC IIIs do not request for the drugs they need except 
for tuberculosis (TB) and antiretroviral drugs [42, 64]. In 
lower public health facilities (HC I-III), older persons are 
given drugs that are available and referred with prescrip-
tions to buy drugs from private clinics for those that are 
not available5. The implication is the unavailability of 
essential medicines for NCDs in HC IIIs and IIs, which 
are accessible to older persons, because they no longer 
request for drugs /medicines based on the diseases’ bur-
den and the population served [65–67]. Older people 
who visit public health facilities cannot obtain treatment 
according to prescriptions in lower-level health facilities. 
Referrals to purchase medicines from private facilities is 
a nightmare to them. They end up with no treatment or 
accessing less than the required dosage. This has negative 
implications on older persons’ health outcomes including 
disease progression and drug resistance [40, 63]. NCDs 
require long term adherence to treatment regimes. This 
is interrupted when availability of medicines and sup-
plies ins interrupted [40]. In the absence of essential 
medicines, some older persons resort to herbal medicine. 
However, their preference would be essential medicines 
from health facilities.

Generally, there is an acute scarcity of skilled health-
care providers for handling NCDs among older people 
in Uganda, particularly geriatricians and gerontologists. 
This was a serious concern among healthcare provid-
ers, older persons, and other community workers. Older 
people also agreed with the situation as they indicated 
that most times, they were handled by nurses and clini-
cal officers and few doctors. Older persons are handled 
by clinicians, physicians and nurses who sometimes have 
no clue about handling multi-morbidity and polyphar-
macy among older people. This was an issue of consen-
sus across all interview types. Other studies also report 
the absence of skilled providers as major barrier [60, 61]. 

5  IDI 13, older man age 56, Busia district. He also reported that he was once 
injected with an expired drug in one of the clinics by a nurse, who didn’t 
check the label/expiry date of the drug.
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Chronic non-communicable diseases create greater need 
for healthcare [31], in countries such as Hong Kong [31], 
Singapore [33], and in rural South Africa [34]. Older per-
sons still report limited access to healthcare [35].

Ageism in healthcare delivery was reported among 
some young healthcare providers especially nurses. 
Sometimes, lower-level healthcare providers do not have 
training to handle NCDs and therefore, end up manifest-
ing ageist attitudes to older people in their delivery of 
healthcare. Although some older people reported ageist 
attitudes by some healthcare providers, others reported 
good experiences with some especially when they knew 
them. The experiences vary from one individual to 
another. Ageism is reported as a critical impediment for 
older persons’ access to healthcare [29].

Health services were considered inadequate and of 
poor quality by both older persons and healthcare pro-
viders. Adequacy relates to how healthcare is organized 
and whether that meets patients’ expectations [53]. For 
example, opening hours and waiting times. In addition, 
it covers hygiene, and quality of care [58, 68]. Irregular 
working hours have been reported as major barriers to 
access to healthcare in Uganda [58, 60, 68]. Long waiting 
times are documented as critical impediments to access 
to and utilization of health services in Uganda [60, 68]. 
Generally, public health facilities were perceived as those 
which provide poor quality services [63]. Private health 
services were perceived as those with better quality but 
not affordable to older people.

Finally, acceptability challenges were reported in the 
health system. Acceptability refers to cultural access 
[69] or socio-cultural access [68]. It relates to providers’ 
and patients’ attitudes, beliefs and expectations of each 
other [69]. It also includes patients’ perceived quality of 
care [61, 68] and satisfaction with care [68]. Obrist et 
al. (2007) argues that for effective healthcare access, the 
patients must feel welcome, cared for by service provid-
ers and must trust in the competence and personality of 
the healthcare providers” (Obrist et al., 2007). The con-
sensus among older people was that public health facili-
ties were not acceptable to them. The essential medicines 
were lacking, specialized equipment for diagnosis were 
either absent or if present, very costly for them and the 
providers were nurses who did not understand how to 
handle or manage NCDs. However, a special clinic day 
for older persons was a great facilitator. It was an effec-
tive intervention for older people.

Individual challenges
Physical disability and mobility limitations was a signifi-
cant barrier of access to healthcare. Disability reduced 
physical accessibility to health facilities. Accessibil-
ity focuses on the geographic distance and travel time 
between users’ homes and the nearest health facilities 

(Obrist et al., 2007; Peters et al., 2008). It also includes 
(un)availability of public transport and ownership of a 
means of transport e.g. bicycle or motorcycle [58]. This 
finding was reported in the quantitative data as well [32]. 
The health access livelihood framework (HALF) pos-
its that vulnerability context affects access to healthcare 
[58]. Disabled older persons are unable to move to health 
facilities on their own. They need a means of transport 
and a caretaker to assist them move to a health facility. 
Some care takers are either unwilling or lack the means 
to transport older persons to health facilities.

Family support and its absence have been mentioned 
as both a facilitator and a barrier when absent [41]. This 
is important in terms of financial means, support for 
transport but also care, responsibility. Children are call 
upon by older parents to take them through the difficul-
ties they face – here specifically health issues, by swiftly 
making the right decisions. Yet, children are sometimes 
far away and not in a position to provide the expected 
support. Availability and absence of financial means 
affects affordability of healthcare for older people.

Affordability of specialized healthcare for NCDs is a 
major limitation for older persons. Most older persons 
lack health insurance in the absence of a national health 
insurance scheme in Uganda. Paying out of the pocket 
medical expenses is unattainable since most older per-
sons do not have pensions in old age [13, 40, 70]. Olde 
age poverty is a big problem in Uganda [50]. In addition, 
most NCDs treatment is very costly even though it is 
readily available in private health facilities, but not pub-
lic ones. Older persons end up leaving hospitals without 
medicines or with half dosages or resorting to non-medi-
cal alternatives [40, 63]. Referral to purchase medicines in 
private facilities and pharmacies is a big problem [40]. In 
Uganda, health insurance schemes do not cover some or 
most NCDs [41]. Affordability refers to financial access 
[69] or financial accessibility [68]. The costs of health-
care services are expected to fit the clients’ resources or 
income and willingness and ability to pay (McIntyre et al., 
2009; Obrist et al., 2007; Peters et al., 2008). Affordability 
relates to direct costs e.g. user fees, payment for drugs; 
indirect costs e.g. in terms of transport costs, lost time 
and income and other “unofficial charges” such as pay-
ing bribes (Obrist et al., 2007). Some study indicated the 
acute affordability challenge of medicines for NCDs in 
Congo DRC and Cameroon [62] and Kenya [63]. Finally, 
access to healthcare among older persons is affected by 
the individual’s confidence in the health system, the 
ability of the patient to afford care, the health system’s 
capacity to respond to individual needs with respect and 
dignity.



Page 11 of 13Wandera et al. BMC Health Services Research          (2024) 24:396 

Strength and limitations
This study was a follow up of a quantitative study whose 
results have already been published [32]. Here, the trian-
gulation of qualitative data collection methods (FGDs, IDIs 
and KIIs) improves the validity and reliability of the data. 
The integration of healthcare providers’ perspectives with 
those of the older persons, gives a consistent picture to the 
barriers and facilitators of access to healthcare among older 
persons in Uganda.

It would have been possible to go further in the anal-
ysis of factors and barriers in access to healthcare with 
follow up interviews and observation sessions of situa-
tions when older people access healthcare or would want 
to and of service delivery in healthcare facilities. This 
would call for participant observations, within villages 
and around some health facilities which handle older 
persons which wasn’t planed for in our overall project 
using an explanatory mixed methods research design. It 
however remains the major limitation of this qualitative 
study.

Finally, using the data when the interviews were con-
ducted in 2012 and 2014 needs to be acknowledged. The 
timing is quite long. One would argue that times and 
seasons have changed regarding access to healthcare! 
However, the firs author has been involved in the policy 
formulation process for developing the national health-
care strategy for older persons in Uganda by the World 
Health Organization and the Ministry of Health. The 
findings are still relevant and the new evidence from the 
MOH officials tallies with some of the reported findings.

Conclusions & recommendations
Older persons face immense health system and patient level 
barriers when accessing healthcare in Uganda. Older per-
sons have greater heath needs because of NCDs and func-
tional limitations. However, the health system in Uganda 
is still unresponsive and insensitive to the health needs of 
older persons.

Major health system barriers include inadequate sup-
ply of essential drugs for NCDs, absence of geriatri-
cians among healthcare personnel, low acceptability by 
younger healthcare providers, long waiting times, long 
queues, unaffordability of certain specialized services, 
inaccessibility of some facilities, and discrimination in 
the health services’ delivery.

At the patient level, there are social inequalities in 
access to healthcare among older people. The major bar-
riers are financial, transport challenges, physical disabil-
ity, and multi-morbidity because of NCDs.

Key recommendations to improve access to health-
care for older persons include the following: First, 
the health system needs strengthening to be able 
to respond to the health needs of older people in 
Uganda. Second, the tracking of the supply of essential 

medicines for NCDs for lower-level health facilities is 
critical. Third, training of geriatricians for the health 
system and social gerontologists, would be key inter-
ventions urgently needed to address this gap. Fourth, 
a national health insurance scheme to cover all vul-
nerable groups including older persons is warranted. 
Finally, developing a national policy and health strat-
egy for addressing access to healthcare by older per-
sons is urgently needed.
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