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BACKGROUND

Chronic respiratory diseases (CRDs) are a group of diseases that include chronic obstructive 
pulmonary disease, asthma, bronchiectasis, and occupational diseases affecting the airways 
and other lung structures. CRDs are among the third leading cause of death worldwide.[1,2] 
In LMICs, there are a range of risk factors, including high rates of indoor air pollution 
due to the use of biomass fuels for cooking and lighting and the increasing prevalence of 
tobacco smoking.[1,3,4,5] In this commentary, we reflect on the experience in Northeast and 
East Africa, Sudan, and Tanzania, respectively, where both countries have well-functioning 

ABSTRACT
Key Messages

● �Despite significant morbidity and mortality and socioeconomic consequences, chronic respiratory diseases 
(CRDs) are underprioritized in public health programs, especially in low-and middle income countries (LMICs)

● �COVID-19 is compounding this lack of prioritization and negatively impacting CRD-related (and other) 
health-care access, diagnosis, and management

● �Risk factors for exposure to untreated COVID-19, other respiratory infections, and CRDs overlap and could be 
addressed in concert

● �Prioritization of COVID-19 within the health system is likely to last for years, potentially allowing advocates 
to reframe the prioritization of CRDs as part of the pandemic preparedness and integration of health care. 
This includes advocating for approaches that integrate CRDs into existing programs and services systems 
strengthening.
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tuberculosis (TB) program but underprioritized1 CRD 
programs despite the substantial burden of CRD-related 
morbidity, mortality, and socioeconomic consequences. 
Priority setting is a challenge in many LMICs due to 
the absence of, or insufficient data and coexistence of 
communicable and non-communicable diseases within 
constrained health systems. Importantly, when the disease 
burden is either unknown or insufficiently recorded in 
routine Health Management Information Systems, as 
in the case of CRDs in most LMIC, opportunities for 
resource allocation may be missed.

THE INTERNATIONAL MULTIDISCIPLINARY 
PROGRAM TO ADDRESS TB AND LUNG 
HEALTH IN AFRICA (IMPALA)

IMPALA aimed at strengthening CRD management using an 
integrated approach within the health systems in Tanzania 
and Sudan. To understand the perceived importance of CRDs 
in these settings, we interviewed a total of 27 key stakeholders 
(13 – Tanzania and 14 – Sudan) comprising of policy-makers 
from the national level and implementers from regional 
and district levels. These stakeholders were purposively 
selected based on their roles and experiences in policy 
formulation and implementation (more details are found 
in Mulupi’s paper[6]). The interviews, conducted before the 
COVID-19 pandemic, explored policy-makers’ perspectives 
of CRD prioritization within the health systems. Briefly, the 
interviews revealed that national key stakeholders in both 
countries have, in the past, prioritized TB, HIV, and malaria 
as these diseases have short-term impacts, are internationally 
recognized, interventions are more efficacious, and benefit 
the large population. CRDs were, therefore, lowly prioritized.

Due to low prioritization in Tanzania and Sudan, CRD 
appropriate management is limited by lack of data, diagnostic 
technologies, and CRD knowledge, consequently leading to 
under/misdiagnosis, and inappropriate use of medicines as 
noted in other LMICs.[7,8] These findings are summarized 
in [Figure  1] – upper section on reporting, recognition, 
rehabilitation, and research. We reflect on the implications 
of these findings within the pandemic era of COVID-19 by 
asking the following question: How does the emergence of, 
and lessons from COVID-19, influence CRDs management in 
Tanzania and Sudan?

Tanzania health-care services are provided from dispensary 
to national hospital level, while in Sudan, the health system 
is organized in three layers comprising the Federal Ministry 
of Health, the State Ministry of Health, and the Local Health 
System.[9] Sudan has strong demonstration sites offering 
integrated services focusing on asthma while in Tanzania, 

1  �Priority setting in health is the process of fair allocation of scarce 
resources in accordance with the need and burden of disease

there is a strong community-based referral system for TB. 
In Tanzania, prioritization operates within decentralized 
health-care systems, guided by the essential health-care 
package with allocation for interventions dependent on 
disease burden, based on existing data.[10]

COVID-19 IN TANZANIA AND SUDAN

By May 2020, most African countries were experiencing the 
first wave of COVID-19 with 509 confirmed cases and 21 
deaths recorded in Tanzania while Sudan reported 2592 cases 
and 108 deaths.[11,12] Cases are potentially underreported 
due to the limited availability of mass testing. Many African 
countries are now experiencing a third wave, which started 
in early May 2021: Reported new cases reached 204012 in 
early July 2021, exceeding the figures observed at the peak 
of the second wave.[13] COVID-19 will likely continue to be 
a key public health issue, with responses to successive waves 
of the pandemic limited by other determinants of health. The 
pandemic requires concerted efforts from all pillars of the 
health system, including service delivery, finance, workforce, 
medicines/technologies, and leadership/governance to 
effectively mitigate its impact on community health. In LMICs, 
scarce resources are being channeled toward COVID-19 
emergency responses, including prevention and management, 
at the expense of other diseases including CRDs.

COVID-19 AND CRDS: LESSONS LEARNED IN 
SUDAN AND TANZANIA

Due to its high global profile, policy-makers in Tanzania and 
Sudan accorded COVID-19 much higher priority than other 
diseases. Within the short time frame of the COVID-19 
pandemic, substantial resources have been invested in 
prevention, identifying, and promoting non-clinical and 
clinical measures.

The prioritization of COVID-19 had a significant impact on 
CRD management. During the first wave (2020), for example, 
patients presenting at health facilities with symptoms 
such as fever, cough, and chest problems, were required to 
undergo quarantine and COVID-19 tests.[11] Furthermore, in 
Tanzania, although the IMPALA project provided spirometry 
and peak flow meters to health facilities, diagnostic work 
using the equipment was suspended for infection control 
reasons. Some health-care providers reported that they 
stopped operating a recently started CRD clinic as resources 
were refocused to potential COVID-19  patients and to 
control infection. This potentially further reduced access to 
services for people with CRDs. The pandemic presents new 
challenges to already overwhelmed health systems. It has 
been documented that potential CRD patients such as those 
with symptoms suggestive of TB are reluctant to attend health 
facilities.[14,15] For instance, in Dar es Salaam, the number of 
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TB patients notified between April and June 2020 declined by 
30% compared to the same quarter in 2019.[14]

It is important to note that poor lung health can lead to 
severe disease and even deaths for patients infected with 
COVID-19.[16] Lack of care providers trained in CRDs 
countrywide, has made it difficult to clearly identify and 
differentiate key symptoms and signs of these diseases, 
which creates significant challenges for managing CRDs, 
COVID-19, and multi-morbidities. The likelihood that 
patients presenting with CRDs might be referred for 
COVID-19 treatment or to be admitted to isolation centers 
as has been reported elsewhere.[17] With this scenario, 
some CRD patients may suffer undue delays to care, as 
they wait for the laboratory test results. The risk factors 
for severe COVID-19, other respiratory infections, and 
CRDs overlap and should be addressed in concert, that is, 
chronic respiratory conditions are risk factors for increased 
severity of COVID-19. Likewise, COVID-19 lung disease 
may progress into irreversible lung damage, increasing the 
burden of CRD in communities. If limited attention is paid 

to the interactions between CRDs and COVID-19, there 
is a risk that the health of CRD patients will be negatively 
impacted. Strategies that address the possible cooccurrence 
of COVID-19 among CRD patients provide opportunities for 
the prompt attention to infection control and care provider 
training on the management of both diseases.

[Figure  1] (lower section) indicates the implication of 
COVID-19 on health systems functioning in terms of CRD 
prioritization and management. There is a chain of factors 
presented in 4Rs (Reporting in terms of availability of data, 
Recognition in terms of getting attention, Rehabilitation in 
terms of services, and Research in terms of evidence).

EFFORTS TO TACKLE THE IMPACTS OF 
COVID-19 WITHIN THE HEALTH SYSTEM

Tanzania and Sudan like other sub-Saharan African countries 
have well established, donor-funded TB programs that aim to 
ensure access to effective diagnosis and management of TB 
confirmed patients. IMPALA improved the existing CRD 
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Figure 1: Summary of CRDs prioritization in pre and during COVID-19 focusing on 4 Rs.
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algorithms at the community and health facility level to 
enhance the identification of potential COVID-19 patients so 
that a patient can enter the CRD pathway if laboratory tests 
for TB and COVID-19 are negative. This approach has been 
further advanced in Sudan, where mobile clinics have been 
introduced for diagnosing and managing COVID-19 and 
CRDs in the community. These strategies also helped identify 
the possible cooccurrence of COVID-19 in CRD patients, 
thus providing opportunities for the prompt attention to 
infection control and training of care providers on the main 
symptoms and management of these respiratory diseases.

Other efforts include the value of outreach work in infection 
control. As an example, in Sudan, community members were 
encouraged to stay at home with outreach services collecting 
samples from individuals suspected to have COVID-19. 
Health facility consultation was only encouraged in severe 
cases. These lessons suggest that to create resilient health 
systems, flexibility in service delivery is needed so that 
routine health services can be sustained during infectious 
disease pandemics that raise significant biosecurity concerns 
like COVID-19.

GENERAL REFLECTION AND 
RECOMMENDATIONS

COVID-19 is likely to impact health systems for years 
to come and this provides an opportunity to reframe the 
prioritization of CRDs as part of pandemic preparedness 
within an integrated care model. Health systems in many 
LMIC, including Sudan and Tanzania, are in the initial stages 
of integrating non-communicable and communicable diseases 
in the health systems. While COVID-19 has shifted focus back 
to communicable disease, comorbidities with CRDs strengthen 
the case for global and national prioritization of integrated care 
for CRDs within a wider health system strengthening approach. 
Other recommendations to foster CRD prioritization in the 
COVID-19 era are summarized in [Table 1].

Restructuring of health systems needs to both improve 
preparedness for emergencies such as pandemics as 

documented elsewhere[18,19] and also addresses the emerging 
double burden of communicable and non-communicable 
diseases. Increased ownership of the local health agenda 
would enable countries such as Tanzania and Sudan to 
increase prioritization of CRDs as locally high burden 
diseases. Importantly, the outlined actions [Table  1] can 
potentially support a concerted effort to fight the stigma 
associated with the common symptoms of CRDs and 
COVID-19 and, in particular, “cough.” Fighting stigma is 
necessary to improve the effectiveness of disease control 
efforts, and correspondingly improved treatment and 
outcomes may reduce stigma.

The Tanzanian and Sudanese National TB Programs remain 
the melting pot of most chronic cough patients, the majority 
of whom turn out to be TB negative and require further 
investigation and management which are not often provided 
within the health system. Many TB-negative patients return 
to their communities without appropriate clinical care plans 
and continue suffering. This reduces trust in the health 
system and has wide-reaching socioeconomic consequences. 
The development of multiplex assays that test for both 
COVID-19/TB could streamline pathways for people with 
respiratory symptoms and also link people who are “negative 
for infection” (e.g., TB/COVID-19) to specific CRD/CLD 
pathways. An integrated health system would not only 
prevent the unnecessary loss from the care of people who 
potentially have CRD, COVID-19, and TB but also it will 
improve their management and quality of life.[16,18]

CONCLUSION

The interaction of COVID-19 and CRDs is complex; while 
COVID-19 offers opportunities for integration, management, 
and prioritization of CRDs, there is also the risk that the 
pandemic can lead to further deprioritization of CRDs if 
there is limited integration within the health system. The 
COVID-19 pandemic influences the prioritization of other 
diseases, including CRD in overburdened health systems in 
LMIC. We, therefore, recommend an integrated approach 
through established prioritized local programs (e.g., TB 
programs) with clear care pathways that link people who 
are TB/COVID-19 negative to specific CRD management. 
The emergence of COVID-19 pandemic, therefore, presents 
“new” challenges to “old” public health problems that require 
innovation in configuring health systems to be resilient 
and prepared for future and ongoing pandemics within the 
context of neglected diseases such as CRDs.
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Table  1: Summary recommendations on CRD prioritization in 
COVID‑19 era.

• �Restructure health systems for joint pandemic and chronic 
disease preparedness

• �Prioritize CRD to avoid complications in case of COVID‑19
• �Increase investments in large‑scale community health 

programs 
• �Partnership between private and public bodies
• �Efforts to increase ownership to local agenda by local 

health‑care teams (bodies)
• �Restructuring of health systems by shifting investments from 

vertical to more integrated approaches
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