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Background

The coronavirus disease 2019 (COVID-19) pandemic has impacted utilization of health
care, especially in low-resource settings in Sub-Saharan Africa. Here, the current state of
health care utilization in Manicaland Province, Zimbabwe during the COVID-19
pandemic was assessed.

Methods

Cross-sectional surveys were administered to randomly selected households in three
districts in Manicaland Province, Zimbabwe from August to September 2020. Data on
socio-demographic characteristics, utilization and perceptions of health facilities, and
COVID-19 risk perceptions and impact were collected using a structured questionnaire
administered to heads of households. Factors associated with health care utilization in
the 4 weeks prior to the survey were identified using logistic regression.

Findings

Among the 542 respondents enrolled in the study, most were married or co-habiting,
were employed, had attended secondary school or higher, and headed households with
more than 4 members. About half (53.3%) of households reported visiting a health
facility in the previous 4 weeks. The most cited barriers of service at health facilities were
the unavailability of medicines, cost of services and waiting time see a provider. The
multivariate logistic regression analysis indicated that the likelihood of health care
utilization in the previous 4 weeks was higher among households with a respondent who
was 55 years or older, had attended secondary school or higher, and was unemployed;
and among households with a child under 5 years or a pregnant woman and located in
Makoni or Mutare rural districts.

Conclusions

These findings indicate the need to improve quality of care by increasing the availability
of essential medicines, removing financial barriers to health services, and reducing
waiting times. Key factors such as age and education level of the head of household and
the presence of vulnerable populations such as children and pregnant women in
households should be considered when targeting health awareness and education to
improve health service utilization during the pandemic.

vices. Over 90% of countries have reported disruptions in
essential health services.2 Several mathematical models

The recent coronavirus disease 2019 (COVID-19) pan-
demic has impacted health systems globally since it was de-

clared a public health emergency of international concern
by the World Health Organization (WHO) in January 2020.1
Various COVID-19 mitigation strategies such as lockdowns,
curfews and stay-at-home policies have been implemented
to curb transmission. However, these measures have re-
sulted in widespread disruptions in essential health ser-

have attempted to estimate the indirect impact of
COVID-19-related disruptions on essential health service
provision and have projected increases in overall and
cause-specific mortality.3~> For instance, one model esti-
mated that drops in coverage of essential reproductive, ma-
ternal, newborn, child and adolescent health and nutrition
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interventions of up to 20% over 6 months would result in an
excess of 253,500 child deaths and 12,200 maternal deaths
globally.> More severe drops in coverage of up to 50% were
predicted to result in over 1 million additional child deaths
and 56,700 additional maternal deaths globally.> Sub-Saha-
ran Africa is particularly vulnerable to the indirect mortal-
ity effects of the pandemic due to limited resources, fragile
health systems, weak surveillance systems, political insta-
bility, and endemic diseases such as malaria.®7 Recent re-
ports indicate worrisome drops in outpatient visits in 2020
compared to 2019.8

The decision to seek care is often influenced by per-
ceived susceptibility to disease or illness, perceived severity
of a disease or illness, perceived benefits of utilizing health
care, perceived barriers to utilizing health care, cues to
action, and self-efficacy.? Several studies in sub-Saharan
Africa have identified factors associated with health care
utilization, including age, education, rural residence, dis-
tance to the nearest health facility, knowledge, risk percep-
tions and perceived and actual quality of care.19-13 Even
when care is sought, appropriate care may not be received
due to lack of trained personnel and relevant guidelines,
unavailability of equipment, essential medicines and com-
modities, and limited diagnostic capacity.14 This can result
in a growing number of untreated illnesses, and both
COVID-19 and non-COVID-19 related deaths.

During the 2014-2016 Ebola Virus Disease (EVD) out-
break in West Africa, excess non-EVD morbidity and mor-
tality were observed.!5-19 Access to essential health ser-
vices was limited due to the closure of health facilities and
inability of operational health facilities to see patients.!%:16
Fear of contracting EVD led to an 18% decrease in the use of
essential health services in areas with lower EVD incidence
and a 27% decrease in areas with higher EVD incidence.!”
The number of all-cause deaths increased during the EVD
outbreak compared to previous years.!8 Notably, gaps in
the provision of services for malaria, tuberculosis, and hu-
man immunodeficiency virus (HIV) during the outbreak led
to excess mortality from these endemic diseases.l® Some
studies postulate that declines in health care utilization
and limited service provision resulted in additional non-
EVD mortality in excess of the actual EVD mortality ob-
served during the outbreak.19-21

It is essential to understand the current state of health
care utilization in the context of the COVID-19 pandemic to
reduce the potential indirect mortality effects of the pan-
demic. The overall goal of this study was to identify barriers
influencing the use of essential health services and assess
factors associated with household health care utilization in
the previous 4 weeks in Manicaland Province, Zimbabwe
during the COVID-19 pandemic. Immediately following the
detection of the first case of COVID-19 in Zimbabwe in
March 2020, the government implemented a nationwide
lockdown, in which stay-at-home orders and curfews were
implemented.22 Even prior to the pandemic, the health care
system in Zimbabwe was not faring well with limited hos-
pital beds and equipment, shortages in health care work-
ers, frequent industrial actions by health care workers and
stock-outs of essential medicines and commodities.23

COVID-19-related disruptions in supply chains, diversion
of workers to the COVID-19 response, and the suspension
of elective health services have hindered the provision of
essential health services delivery, further overwhelming the
fragile heath system.22-25 The stigma and fear surrounding
COVID-19 have also caused many to delay or completely
avoid seeking care.2> Understanding health care utilization
patterns amid the pandemic remains crucial to both ad-
dressing the pandemic and ensuring the pandemic does not
inadvertently impact other health outcomes.

METHODS
STUDY SETTING AND DESIGN

A cross-sectional, community-based household survey was
conducted in Manicaland Province, Zimbabwe from August
31, 2020 to September 10, 2020, during the first peak of
confirmed COVID-19 cases in Zimbabwe (Figure 1). Man-
icaland Province, which lies on the border with Mozam-
bique, has a population of about 1,780,000 residents.26 The
province is divided into 7 administrative districts. There are
277 health facilities serving the predominantly rural pop-
ulation, and most health facilities (89%) are government-
owned rural health centers and clinics.2” The outpatient
department visit rate for the province averages 19 visits per
100 people. On August 31, 2020, when the survey started,
Manicaland Province had 376 cumulative COVID-19 cases,
19 COVID-19 deaths and the highest provincial case fatality
rate.28 The start of the survey also coincided with the re-
laxation of nationwide lockdown that commenced in March
2020, curfews were narrowed, and business hours ex-
tended.22 Restrictions on social gatherings and enforce-
ment of mask-wearing remained in place.

A total of 547 households in Makoni, Mutare rural, and
Buhera districts were randomly selected using a sampling
frame, based on the 2012 Zimbabwe Population Census.26
The sample size required was based on detecting a 15%
difference in health care utilization with a 95% confidence
level, 5% level of precision and non-response rate of 5%.
Makoni, Mutare rural and Buhera districts were purposively
chosen to represent areas of high, moderate, and low
malaria transmission, respectively. Heads of selected
households were eligible to participate if they were 18 years
or older, and willing and able to provide consent. House-
holds were visited up to three times if the household head
(respondent) was not available. A standardized question-
naire available in English and Shona (the local language)
was administered face-to-face using smartphones to collect
information on demographics, socioeconomic status,
knowledge of malaria and COVID-19, use of prevention
measures for malaria and COVID-19, and health care uti-
lization. To understand the barriers that might influence
utilization of health services, the survey contained ques-
tions on perceptions of the quality of care at heath care fa-
cilities. The barriers to service assessed were time waiting
to see a provider, ability to discuss problems or concerns
about health, amount of explanation received about prob-
lem or treatment, privacy from having others see the ex-
amination, privacy from having others hear consultation,
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Figure 1. Confirmed COVID-19 cases and deaths in Zimbabwe, March 2020 - May 2021.

availability of medication, hours of service, number of days
services are available, cleanliness of the facility, treatment
by staff, and cost of services. Respondents were asked to in-
dicate on a 3 point Likert scale whether each barrier was a
“major problem”, “minor problem” or “no problem”.

STATISTICAL ANALYSIS

The outcome of interest, health care utilization, was based
on responses to the question: “When was the last time you
or another member of your household visited the health
facility for care?” Responses were categorized into two
groups: < 4 weeks ago, and > 4 weeks ago. Factors assessed
for an association with the outcome included socio-demo-
graphic characteristics of the respondent: age (18-29,
30-39, 40-54, and >55 years), marital status (married/co-
habiting and not married which included divorced, sepa-
rated, widowed, and never married), highest level of educa-
tion attended (primary school or lower, secondary school or
higher), and employment status (employed, unemployed).
Household characteristics considered were household size
(¢4 household members, >4 household members), having
at least one child less than 5 years living in the household
(yes, no), having at least one pregnant woman living in the
household (yes, no), travel minutes to the health facility
as a proxy for access to care and household wealth index
as a proxy for socioeconomic status. A household wealth
index was calculated using principal components analysis,
based on ownership of a radio, television, refrigerator, cell-
phone, solar panels, computer, stereo, cows, mules, goats,
pigs, bicycle, car, and motorcycle; source of drinking water;
type of toilet and main source of energy. The resulting in-
dex was divided into tertiles to represent the poorest, mid-
dle, and wealthiest households. For questions related to

service barriers, dichotomous variables were created to in-
dicate problem (major and minor) compared to no prob-
lem. Information on concern about the spread of COVID-19
and infection; and loss of household income due to the
COVID-19 pandemic were included. Respondents who an-
swered “Don’t know” for the outcome or independent vari-
ables of interest were excluded from the present analysis
(n=5). The final analytical sample included responses from
542 household heads.

Descriptive statistics were performed to characterize
sampled households. Unadjusted and adjusted odds ratios
(OR and aOR), corresponding 95% confidence intervals (CI),
and p-values were obtained from univariate and multivari-
ate logistic regression. The final multivariate model was fit-
ted to the outcome using backwards elimination variable
selection with an alpha less than 0.1. This model was com-
pared to the final model using the forwards selection ap-
proach. The log likelihood ratio test was used to assess
goodness of fit. Variance inflation factors (VIF) were used
to assess multicollinearity. A P value less than 0.05 was
considered statistically significant. Statistical analyses were
conducted using SAS 9.4 software.

ETHICS CONSIDERATIONS

Ethical approval was obtained from the Medical Research
Council of Zimbabwe (MRCZ/A/2633). Before enrollment,
written informed consent was obtained from the respon-
dents.
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Table 1. Characteristics of households in Manicaland Province, Zimbabwe (N=542).

Characteristics n (%)
Age of respondent

18-29 years 136 (25.1)

30-39 years 136 (25.1)

40-54 years 149 (27.5)

255 years 121(22.3)
Marital status of respondent

Not married 148 (27.3)

Married/co-habiting 394 (73.6)
Highest level of education attended by respondent

Primary school or lower 194 (35.8)

Secondary school or higher 348 (64.2)
Employment status of respondent

Employed 356 (65.7)

Unemployed 34.3(186)
District

Buhera 211(38.9)

Makoni 115(21.2)

Mutare rural 216(39.9)
Household size

<4 household members 227 (41.5)

>4 household members 320(58.5)
Household wealth

Poorest 181(33.4)

Middle 181(33.4)

Wealthiest 180(33.2)
Had health insurance 22(4.2)
At least one child less than 5 years living in the household 343(63.3)
At least one pregnant woman living in the household 73(13.5)

RESULTS
CHARACTERISTICS OF HOUSEHOLDS

Among the 542 households included, most respondents
were married or co-habiting (73.6%), had completed sec-
ondary school or higher (64.2%), were employed (65.7%)
and were less than 55 years of age (77.7%) (Table 1). More
than half (58.5%) of households had more than 4 members,
with 63.3% reporting at least one child less than 5 years
of age and 13.5% at least one pregnant woman living in
the household. Fewer (21.2%) households were located in
Makoni district compared to Buhera and Mutare rural dis-
tricts (38.9% and 39.9% respectively). The median time to
travel to a health facility was 30 minutes.

PERCEIVED BARRIERS TO HEALTH SERVICE AND
SUSCEPTIBILITY TO COVID-19

Respondents were asked about their perception of the qual-
ity of services at their health facility, specifically the poten-

tial service barriers they perceived to be a problem (Table
2). Among the service barriers considered, the availability
of medicines at the health facility was the most commonly
cited as a problem (57.0%), followed by the cost of services
or treatment (19.4%), the time waited to see a provider
(17.9%), and the availability of personnel (17.3%). Very few
respondents perceived the cleanliness of the health facility
(3.5%) and the number of days services were available
(6.8%) to be a problem. Some respondents were very con-
cerned or concerned about COVID-19 spread in the commu-
nity (28.2%) and COVID-19 infection (38.9%). By contrast,
49.2% and 39.1% of respondents were not concerned at all
about the spread of COVID-19 in the community or becom-
ing infected with COVID-19 respectively. Most households
reported experiencing a loss of household income due to
the COVID-19 pandemic (88.2%), with 67.9% reporting a
complete loss of household income.
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Table 2. Perceptions of health services, COVID-19 risk perceptions and impact in Manicaland Province,

Zimbabwe (N=542).

Perceived problems at health facility n (%)
Availability of medicines at facility 309 (57.0)
Cost of services or treatment 105 (19.4)
Time waited to see a provider 97 (17.9)
Availability of personnel at facility 94(17.3)
Treatment by staff 92(17.0)
Amount of explanation received about the problem or treatment 71(13.1)
Visual privacy of examination 67 (12.4)
Auditory privacy of consultation discussion 65(12.0)
Hours of service at facility 65(12.0)
Ability to discuss problems or concerns about health 63(11.6)
Number of days services are available 37 (6.8)
Cleanliness of the facility 19(3.5)

COVID-19 risk perceptions and impact

Concern about COVID-19 spread in community
Very concerned 82(15.1)
Concerned 71(13.1)
A little concerned 124 (22.9)
Not concerned 265 (48.9)

Concerned about COVID-19 infection
Very concerned 130 (24.0)
Concerned 81(14.9)
Alittle concerned 119(22.0)
Not concerned 212(39.1)

Loss of household income experience due to COVID-19 pandemic
None 64(11.8)
Partial 110(20.3)
Complete 368 (67.9)

FACTORS ASSOCIATED WITH HEALTH CARE UTILIZATION

About half (53.3%) of households reported using health
care services in the previous 4 weeks. In the univariate lo-
gistic regression analysis, factors significantly associated
with health care utilization in the previous 4 weeks were
highest level of education attended and employment status
of respondents, district of residence, having at least one
child under the age of 5 and one pregnant woman living
in the household (Table 3). The univariate analysis also in-
dicated that citing concern about the spread of COVID-19
in the community and problems with privacy from having
others hear the consultation, availability of personnel at
the facility, and treatment by staff increased the likelihood
of health care utilization in the previous 4 weeks. VIF es-
timates did not detect multicollinearity between indepen-
dent variables. Results using backwards elimination and
forwards selection yielded identical results. Significant fac-
tors associated with health care utilization in the multivari-
ate analysis in the previous 4 weeks were education com-
pleted by the respondent, district, and having at least one

child under the age of 5 and at least one pregnant woman
living in the household (Table 3). Respondents who had
attended secondary school or higher, were unemployed or
were 55 years or older had a significantly higher likelihood
of utilizing health care in the previous 4 weeks compared
to others (adjusted odds ratio aOR 2.16; 95% confidence in-
terval [1.36-3.43]; 1.63 [1.11-2.41]; 1.89 [0.99-3.61]). Those
living in a household with a child under 5 years, or a preg-
nant woman had more than double the odds of utilizing
health care in the previous 4 weeks (2.35 [1.59-3.46]; 2.22
[1.26-3.93] respectively). Those living in Makoni and Mu-
tare rural districts had increased odds of utilizing health
care in the previous 4 weeks compared to those living in
Buhera district (2.35 [1.44-3.84]; 2.57 [1.71-3.92]). After
controlling for other variables, none of the variables related
to perceived problems at health facility, COVID-19 risk per-
ceptions and impact were significantly associated with
health utilization (data not shown) and were therefore ex-
cluded from the final multivariate model.
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Table 3. Factors associated with households utilizing health care in the previous 4 weeks in Manicaland Province, Zimbabwe (N=542).

Univariate Multivariate
OR[95% Cl] P-value aOR[95% Cl] P-value

Age of respondent

18-29 years Reference Reference

30-39 years 1.31[0.81,2.12] 0.271 1.39[0.83,2.32] 0.206

40-54 years 1.00[0.63,1.59] 0.998 1.43[0.86,2.38] 0.165

255 years 0.70[0.43,1.14] 0.148 1.89[0.99,3.61] 0.054
Marital status of respondent

Not married Reference

Married/co-habiting 1.29[0.89, 1.89] 0.182 - -
Highest level of education attended by respondent

Primary school or lower Reference Reference

Secondary school or higher 1.88[1.32,2.68] 0.001 2.16[1.36,3.43] 0.001
Employment status of respondent

Employed Reference Reference

Unemployed 1.53[1.07,2.19] 0.02 1.63[1.11,2.41] 0.013
District

Buhera Reference Reference

Makoni 2.06[1.30,3.27] 0.002 2.35[1.44,3.84] 0.001

Mutare rural 2.33[1.58,3.43] <0.001 2.57[1.71,3.92] <0.001
At least one child less than 5 years living in the household 2.17[1.52,3.10] <0.001 2.35[1.59,3.46] 0.001
At least one pregnant woman living in the household 242[1.42,4.15] 0.001 2.22[1.26,3.93] 0.006
Household size

<4 household members Reference

>4 household members 1.32[0.93,1.85] 0.117 - -
Household wealth

Poorest Reference

Middle 0.90[0.59,1.35] 0.599 - -

Wealthiest 1.42[0.94,2.15] 0.100 - -
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Univariate Multivariate
OR[95%Cl] P-value aOR[95% Cl] P-value
Had health insurance 1.15[0.49, 2.70] 0.749 - -
Travel minutes to health facility 1.00[0.99,1.01] 0.372 - -
Perceived problems at health facility
Availability of medicines at facility 1.18[0.83,1.67] 0.362 - -
Cost of services or treatment 1.28[0.83,1.98] 0.259 - -
Time waited to see a provider 0.95[0.61,1.47] 0.805 - -
Availability of personnel at facility 1.66[1.04,2.64] 0.032 - -
Treatment by staff 1.89[1.18,3.04] 0.008 - -
Amount of explanation received about the problem or treatment 1.16[0.70,1.92] 0.577 - -
Visual privacy of examination 1.58[0.93,2.69] 0.093 - -
Auditory privacy of consultation discussion 2.01[1.15,3.51] 0.014 - -
Hours of service at facility 1.60[0.93,2.75] 0.087 - -
Ability to discuss problems or concerns about health 1.22[0.72,2.09] 0461 - -
Number of days services are available 1.77[0.87,3.60] 0.117 - -
Cleanliness of the facility 0.92[0.37,2.30] 0.858 - -
COVID-19 risk perceptions and impact
Concerned about COVID-19 spread in community 1.44[1.03,2.02] 0.034 - -
Concerned about COVID-19 infection 1.41[0.99,1.99] 0.051 - -
Loss of household income experience due to COVID-19 pandemic 1.34[0.80,2.26] 0.272 - -

OR: odds ratio. aOR: adjusted odds ratio. 95% CI: 95% confidence interval. Significant P-values are bolded. — indicates variables not retained in the final model.
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DISCUSSION

Understanding the factors influencing health care utiliza-
tion during the COVID-19 pandemic is crucial to respond-
ing to the COVID-19 pandemic and avoiding additional in-
direct deaths due to the pandemic. The present analysis
sought to describe potential barriers to health care uti-
lization and identify factors associated with utilization of
health care services in Manicaland Province, Zimbabwe
during the COVID-19 pandemic. Respondents perceived
that the unavailability of medicines, the cost of services
and the time waiting to see a provider as major problems
at health facilities. Perceptions of health facilities, such
as quality of care and availability of services and medica-
tions can impact perceived benefits from utilizing health
care. Perceived poor quality of care has been identified
as a determinant of poor utilization of health services in
other settings.20 However, in the present study, indicating
that treatment by health facility staff, auditory privacy and
availability of personnel at the facility was a problem was
associated with a greater odds of utilizing health care in the
previous 4 weeks in the univariate analysis. However, af-
ter controlling for confounding, none of these factors were
significantly associated with health care utilization. House-
holds reporting recently visiting a health facility may have
experienced these problems due to reductions in available
health care workers and resources amid increases in
COVID-19 cases and deaths. The second wave of COVID-19
cases in Zimbabwe spanned December 2020 to February
2021 and highlighted the fragility of the health care system,
with hospitals reaching capacity, and depleted resources
(Figure 1).2% Workers and resources, such as ventilators and
personal protective equipment (PPE) are needed to effec-
tively mitigate a COVID-19 surge, while ensuring health
care worker and patient safety.

Despite concerns about the quality of care, more than
half of households still reported using health services in the
previous 4 weeks amidst the COVID-19 pandemic. Further-
more, households with a child less than 5 years of age or
a pregnant woman, located in Makoni or Mutare rural dis-
tricts, and respondents who had a higher education, were
unemployed and were 55 years of age or older had a higher
likelihood of health care utilization during the pandemic.
Pregnant women and children require more frequent con-
tact with the health system for services such as vaccina-
tions, antenatal care, family planning and labor and deliv-
ery. According to the most recent Zimbabwe Demographic
and Health Survey, 93% of pregnant women attend at least
one antenatal care (ANC) visit with a skilled provider, 77%
of pregnant women delivered in a health facility and 78% of
children received all 8 childhood vaccinations.30 The higher
likelihood of health care utilization among households with
pregnant women and children points to continued demand
for these services despite the COVID-19 pandemic. Con-
tinued focus on maintaining access to and provision of
these essential health services is crucial throughout Mani-
caland Province, particularly in Buhera district. Households
in Makoni and Mutare rural districts were more likely to use
health care services compared to Buhera district. Makoni

and Mutare rural districts have more densely organized
health facilities at all levels of care and a larger economi-
cally active population compared to Buhera district.26 Ad-
ditionally, more people in Buhera attend Apostolic
churches, which prohibit the use of western and modern
medicine. Several studies have found reduced utilization
of maternal and child health services among members of
Apostolic churches in Zimbabwe.31,32

In the present study, most (96%) households had no
health insurance, cited affordability of services and treat-
ment as a major barrier and experienced a partial or com-
plete loss of income as a result of the pandemic. Efforts
are needed to remove financial barriers and alleviate dis-
parities in health care utilization. Households unable to af-
ford treatment and services can have greater access when
treatment and services are either free or at a reduced cost.
In 2010, reforms to the Zimbabwean health system were
first enacted to alleviate barriers to health care utilization
among poor and rural households.33 Health care reforms
such as results-based financing (RBF) should be prioritized
during the COVID-19 pandemic. The pandemic has im-
pacted livelihoods, and many are unable to work and face
additional financial hardships. Implementation of RBF may
include increased financial incentives to health facilities
that meet certain targets set by the program, which ulti-
mately drive down costs for patients.3* Incentives can also
work to improve health facility perceptions of the commu-
nity, through incentivizing quality of care.

This study found a higher odds of health care utilization
among households where the respondent had a higher ed-
ucation and was older. Other studies in sub-Saharan Africa
have similarly observed that those with higher attained
education level had higher odds of health care utiliza-
tion.10-12 Those who attended primary school or have no
formal education may not perceive the need to seek care
and may have less knowledge of COVID-19 and other dis-
eases.3? A higher level of education promotes cues to utilize
health care. The increased odds of health care utilization
with increasing age is likely a manifestation of increased
perceived susceptibility, cues to action and conviction that
the individual can successfully execute health care utiliza-
tion to achieve their desired outcome.® The distribution
of information concerning COVID-19 and health services
should target households headed by younger and less edu-
cated individuals.

There are several limitations to this study. Potential bi-
ases in this study include non-response bias and recall bias.
Non-response bias was addressed through the sampling
process, while recall bias was addressed through the use
of well-designed surveys and experienced interviewers. The
cross-sectional design of this study facilitated the assess-
ment of health care utilization at one point in time but pre-
cludes the assessment of trends over time and the inference
of causality. Patterns of health care utilization typically
vary throughout the year, especially for endemic diseases
such as malaria and diarrhea. Therefore, the impact of the
pandemic on health care utilization may be heterogenous
and dependent on season. The results of this study are
only generalizable to primarily rural areas in Zimbabwe.
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Research concerning the pandemic’s impact on health fa-
cilities and households in any setting is very limited, there-
fore the findings of this study add to the body of evidence
on health care utilization in the wake of the COVID-19 pan-
demic.

CONCLUSIONS

Here, factors associated with health care utilization in
Manicaland Province, Zimbabwe amidst the COVID-19 pan-
demic were assessed. Future research should aim to ex-
amine health care utilization during different timepoints
throughout the pandemic and include more urbanized ar-
eas in sub-Saharan Africa. Periods of stricter lockdown
where schools and non-essential businesses were closed
may have an even greater impact on the health care uti-
lization, and comparisons of different timepoints and loca-
tions can provide useful information to promote health care
utilization. Zimbabwe and many other African countries
anticipate another surge in COVID-19 cases and deaths
driven by the emergence of SARS-COV-2 variants. In re-
sponse, several governments have re-instituted travel re-
strictions, lockdowns and other measures to curb trans-
mission.3> To promote health care utilization, continuous
education programs on COVID-19 infection, transmission,
prevention and vaccinations should target those with less
education, lower socioeconomic status and the elderly.
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