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ABSTRACT
Background  Sickle cell disease (SCD) is associated with 
significant mortality and morbidity, especially in low- and 
middle-income countries.
Objectives  We determined the indications for 
hospitalisation and predictors of 30-day re-admission 
among patients with SCD in Northern and Central 
Uganda.
Design  Retrospective chart review.
Setting  Mulago National Referral Hospital in Kampala, St. 
Mary’s Hospital Lacor in Gulu and Gulu Regional Referral 
Hospital in Gulu, Uganda.
Participants  Patients with confirmed SCD admitted 
between January 2020 and January 2025 were 
included.
Outcomes  Primary outcome: indication for hospitalisation. 
Secondary outcomes: rate and predictors of 30-day 
hospital re-admission. Socio-demographic, clinical history 
and hospitalisation data were extracted using a pretested 
data extraction tool.
Results  We enrolled 505 patients, accounting for 714 
hospital admissions, with a mean age of 8.1±6.2 years. 
Most participants (n=489, 96.8%) had less than four 
admissions per year, with a median of 1 admission (IQR: 
0–2). The most common indications for hospitalisation 
were infection (n=375, 52.5%), painful crisis (n=366, 
51.3%) and anaemia (n=186, 26.1%). Malaria was the 
most prevalent infection (n=244, 65%). The median 
length of hospital stay was 4 days (IQR: 3–6), with a 30-
day re-admission rate of 6.9% (n=49). Admission with 
painful crisis (adjusted OR (AOR): 0.45, 95% CI: 0.23 to 
0.89, p=0.021), receiving a blood product (AOR: 0.32, 
95% CI: 0.16 to 0.66, p=0.002) and having four or more 
admissions per year (AOR: 0.84, 95% CI: 0.04 to 0.17, 
p<0.001) were inversely associated with re-admission 
within 30 days of last admission.
Conclusions  Infections, especially malaria, and painful 
crises were the leading causes of hospitalisation among 
Ugandan patients with SCD. Frequent admissions, painful 
crises and blood transfusions were associated with lower 
30-day re-admission risk. There is an urgent need to 
strengthen malaria prevention strategies and optimise 
access to disease-modifying therapy, such as hydroxyurea, 
to improve patient outcomes.

INTRODUCTION
Sickle cell disease (SCD) is a common hered-
itary haematological disorder associated with 
significant mortality and morbidity, particu-
larly among children aged under 5 years in 
sub-Saharan Africa.1 Globally, an estimated 
5% of the population carries the defective 
genes associated with SCD, and over 300 000 
infants with severe haemoglobinopathies 
are born yearly, predominantly in low- and 
middle-income countries (LMICs).2–4 The 
global burden of SCD in children aged 
under 5 years is projected to rise to 404 200 
newborns annually by 2050.5 By 2021, approx-
imately 7.74 million individuals were living 
with SCD worldwide, with 75% residing in 
sub-Saharan Africa.1 5 Uganda bears a signif-
icant burden of SCD, with the overall preva-
lence estimated to range between 0.7% and 
1.6%, varying across different regions of the 
country.6 7 Despite the recent recognition 
and implementation of neonatal screening 
for SCD, the majority of children with SCD 
are tested and diagnosed between 5 and 9 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ This was a multicentre study, with data from three 
major hospitals in Uganda providing a broad per-
spective on hospitalisation trends among patients 
with sickle cell disease in Uganda.

	⇒ The retrospective study design restricts the ability to 
establish causal relationships between risk factors 
and 30-day re-admission.

	⇒ Reliance on medical record reviews is limited by 
factors, such as poor documentation and data in-
accuracies, particularly in tracking re-admissions.

	⇒ The study design limited assessment of important 
factors, such as socio-economic status, medication 
adherence and social support systems, which could 
have influenced the observed outcomes.
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months of age, which coincides with the onset of SCD 
signs and symptoms.6

SCD affects nearly all organs in the body as a result of 
vaso-occlusion within vascular beds, causing ischaemic 
tissue injury coupled with increased susceptibility to 
infections, especially from encapsulated organisms, such 
as Haemophilus influenzae, Neisseria meningitidis and Strepto-
coccus pneumoniae.8 9 Early mortality in SCD is attributed 
to factors such as poor nutrition, infectious comorbidi-
ties, including HIV and malaria, and inadequate health 
infrastructure for comprehensive care in LMICs.5 10 11 
Acute complications of SCD, such as vaso-occlusive crisis, 
including acute chest syndrome, along with chronic 
complications, such as non-immune haemolytic anaemia 
and avascular necrosis, are highly associated with recur-
rent hospitalisations and poor quality of life.12–14

SCD is a chronic condition, and hospitalisation and 
inpatient care remain a critical part of management, with 
common indications for admission ranging from acute 
phenomena, such as acute painful crisis, severe infections 
and other SCD-related complications.15–17 Acute painful 
crisis has been reported as the most common cause of 
hospital admissions among patients with SCD.15–19 The 
average hospital stay duration has been reported to range 
between 3 and 20 days, with clinical outcomes differing 
by region and mortality rates ranging from 1.9% to 5.5% 
among hospitalised patients with SCD.16 17 19 20 The use of 
hydroxyurea has been shown to reduce infection rates, 
thereby decreasing hospitalisations among patients with 
SCD.21

While advances in SCD care, including the use of 
disease-modifying agents such as hydroxyurea, antimicro-
bial prophylaxis against infection and safe red blood cell 
transfusion, have shown a significant impact, there is a 
scarcity of data on the hospitalisation patterns of patients 
with SCD admitted to hospitals in Uganda. However, eval-
uating such patterns will provide baseline information for 
targeted interventions in addition to neonatal screening 
to improve the quality of care among patients with SCD in 
Uganda and globally.22 Therefore, in this study, we deter-
mined the indications for hospitalisation and predic-
tors of 30-day re-admission among patients with SCD in 
Northern and Central Uganda.

METHODS
Study design and setting
This was a retrospective chart review of medical records 
of patients with confirmed SCD hospitalised between 
January 2020 and January 2025. This study was conducted 
at three hospitals located in two major cities in Uganda: 
Kampala and Gulu. The selected facilities were St. Mary’s 
Hospital Lacor and Gulu Regional Referral Hospital 
(GRRH) in Gulu, and Mulago National Referral Hospital 
(MNRH) in Kampala. These hospitals were chosen to 
represent different levels of care and hospital ownership 
(public and private) in Uganda.

MNRH, located in the capital city of Kampala, is Ugan-
da’s largest public hospital and serves as the national 
referral and teaching hospital for the Makerere Univer-
sity School of Medicine. The hospital is divided into two 
main sections: Lower Mulago, with a bed capacity of 900, 
and Upper Mulago, with 700 beds, totalling 1600 beds. 
St. Mary’s Hospital Lacor, located 6 km west of Gulu town 
along the highway to South Sudan, is the largest private 
non-profit Catholic-based institution in Uganda. It has 
a bed capacity of 554, including 482 beds in the main 
hospital and 24 beds each in three lower-level health 
centres. GRRH is in Gulu city, northern Uganda, approx-
imately 332 km north of MNRH, with a bed capacity of 
370. Both St. Mary’s Hospital Lacor and GRRH serve as 
teaching hospitals for the Gulu University School of Medi-
cine. All three facilities offer outpatient and inpatient 
care for patients with SCD, with the haematology wards 
managed by haematologists, supported by medical offi-
cers and registered nurses. In all the selected study sites, 
patients with SCD are admitted and stabilised through the 
emergency unit before being transferred to the respective 
haematology ward.

Sample size and participants
Using the Kish formula,23 with an estimated 30-day re-ad-
mission prevalence of 50%, a precision of 5% and a two-
tailed Z-statistic of 1.96 at 95% CI, a sample size of 384 
participants was required. We enrolled patients of all 
ages with a confirmed diagnosis of SCD, verified through 
haemoglobin electrophoresis, who were admitted to the 
haematology wards across the three study sites during 
the 5 year period from 1 January 2020 to 1 January 2025. 
Patient charts were identified from the medical records 
offices of both adult and paediatric haematology wards 
at the study sites. Only patients with complete medical 
records documenting the primary reason for admission, 
associated comorbidities and clinical outcomes were 
eligible. Patients with incomplete medical records were 
excluded (figure  1). We used convenience sampling, 

Figure 1  Flowchart showing the recruitment and inclusion 
process for the study participants. n, number of participants.
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including all accessible patient charts that met the eligi-
bility criteria.

Data collection
Data were collected using a semistructured data collec-
tion tool uploaded to KoboCollect and classified into 
three categories: socio-demographic characteristics (age, 
sex, tribe and residence); clinical information (comorbid-
ities, duration since SCD diagnosis, current medications 
for SCD and vaccination history) and hospitalisation data 
(number of admissions over 5 years, primary indication 
for hospitalisation, duration of admission, medications 
and haematological products received during admission, 
clinical outcomes and history of intensive care unit (ICU) 
admission). Data were collected by two trained research 
assistants under the supervision of the principal investi-
gator (WK).

Notably, in Uganda, blood transfusion in patients with 
SCD is guided by national clinical protocols. Indications 
include acute exacerbation of baseline anaemia (haemo-
globin drop≥20g/dL), hyperhaemolysis, aplastic crisis, 
splenic or hepatic sequestration, severe vaso-occlusive 
events, such as stroke, acute chest syndrome and multi-
organ failure, and preparation for surgical procedures 
and general anaesthesia.24

Outcomes
The primary outcome was the indication for hospi-
talisation. The secondary outcomes were the rate of 
30-day hospital re-admission and predictors of 30-day 
re-admission.

Operational definitions
1.	 Indication for hospitalisation was defined as the prima-

ry clinical reason that led to the patient’s admission to 
the hospital as documented by the attending clinician 
on the admission record.

2.	 A favourable outcome was defined as clinical improve-
ment, meaning the patient showed significant recovery 
or resolution of the acute condition that led to hospi-
talisation.

3.	 An unfavourable outcome was defined as any of the 
following: discharge against medical advice, self-
discharge, death during hospitalisation and referral to 
another unit or healthcare facility due to the severity of 
the condition or need for specialised care.

4.	 30-day re-admission was defined as a hospital admis-
sion occurring within 30 days of discharge from the 
initial admission (the first admission during the study 
period).25

Statistical analysis
Data were downloaded from KoboCollect and exported 
to Microsoft Excel for cleaning and analysis in Stata 
V.18.0 (College Station, Texas, USA). Categorical vari-
ables were expressed as frequencies and percentages. 
Parametric data were summarised as mean±SD, and 
non-parametric data as median and IQR. Associations 
between socio-demographic and clinical characteristics 

with 30-day re-admissions were assessed using χ2-square 
or Fisher’s exact tests for categorical variables and inde-
pendent samples t-tests or Mann-Whitney U tests for 
continuous variables. A multivariable logistic regres-
sion model was used to assess the independent predic-
tors of key outcomes. All variables with a p value<0.2, as 
determined by the bivariable analysis, were fitted into 
the multivariate logistic regression model, adjusting for 
potential confounders. The adjusted OR (AOR) and 95% 
CI were used to report the strength of association. Statis-
tical significance was set at p<0.05.

Patient and public involvement
Patients and/or the public were not involved in the 
design, conduct, reporting or dissemination plans of this 
research.

RESULTS
Recruitment
A total of 516 patient charts of patients with SCD were 
reviewed; however, 11 were excluded due to missing data. 
A total of 505 patients, accounting for 714 hospital admis-
sions, were included in the final analysis (figure 1).

Socio-demographic and clinical characteristics
The mean age of participants was 8.1 years (SD±6.2, 
range: 6 months–32 years). Most participants were aged 
5–17 years (n=315, 62.4%), male (n=264, 52.3%) and 
Acholi by tribe (n=258, 51.1%). At admission, only 5.2% 
(n=26) had comorbidities and complications, the most 
common being stroke (n=13, 2.6%). Folic acid was the 
most frequently used routine SCD medication (n=433, 
85.7%), and only 34.3% (n=173) were on hydroxyurea. 
Overall, 7.6% (n=36) had received complete H. influenzae 
and pneumococcal vaccinations (table 1).

Hospitalisation details
Nearly all participants (n=489, 96.8%) had less than four 
admissions per year, with a median of 1 admission (IQR: 
0–2). The most common indications for hospitalisation 
were infection (n=375, 52.5%), painful crisis (n=366, 
51.3%) and anaemia (n=186, 26.1%). Malaria was the 
most prevalent infection (n=244, 65.0%), followed by 
septicaemia (n=105, 28.0%), pneumonia (n=27, 7.2%), 
upper respiratory tract infections (URTI) (n=19, 5.1%), 
gastroenteritis (n=8, 2.1%) and other infections (n=7, 
1.9%).

Approximately 92.2% (n=658) of patients received 
analgesics, 88.1% (n=629) antibiotics, 35.0% (n=250) 
antimalarial treatment and 57.8% (n=413) blood trans-
fusions, with the mean transfusion volume of 231 mL 
(SD±130.1 mL). None of the participants received an 
exchange transfusion. The median length of hospital 
stay was 4 days (IQR: 3–6), with most participants (n=687, 
96.2%) achieving clinical improvement. There were three 
recorded deaths (0.4%). Of these deaths, two patients 
were admitted with painful crises, and one with painful 
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crisis, stroke and aspiration pneumonia (table 2). Overall, 
there were 3767 bed-days, translating to 10.3 bed-years.

Factors associated with hospital re-admission within 30 days 
of last admission
Admission with a painful crisis (AOR: 0.45, 95% CI: 0.23 
to 0.89, p=0.021), receiving a blood product (AOR: 0.32, 
95% CI: 0.16 to 0.66, p=0.002) and having four or more 
admissions per year (AOR: 0.84, 95% CI: 0.04 to 0.17, 
p<0.001) were inversely associated with re-admission 
within 30 days of last admission (online supplemental 
table 1).

DISCUSSION
In this study, we determined the indications for hospi-
talisation and predictors of 30-day re-admission among 
patients with SCD in Northern and Central Uganda. 
We found that the most common indications for hospi-
talisation were infection (52.5%), painful crisis (51.3%) 
and anaemia (26.1%), with malaria being the most prev-
alent infection (65%). Our findings are consistent with 
results from several studies conducted in sub-Saharan 
Africa, where vaso-occlusive crisis and infections have 
been reported as leading causes of hospitalisation among 
patients with SCD. For instance, studies from Kenya, 
Tanzania and Nigeria found that painful vaso-occlusive 
crisis accounted for 38.3%, 68% and 80.6% of admis-
sions, respectively, followed by infection (28.14%, 55.3% 
and 51.9%, respectively), with malaria being the predom-
inant infection.26–28 However, studies from non-African 
settings, including India, Saudi Arabia, Iraq, Portugal 
and the USA, reported painful vaso-occlusive crisis as the 
leading cause of hospitalisation, with rates estimated at 
63%, 64.9%, 73.8%, 36.8% and 96%, respectively.15 18 29–31 
These differences could be attributed to the variations in 
study design, geographical setting, environmental factors, 
data collection methods and advancements in SCD care 
across regions.

The prominence of malaria as a cause of hospitalisation 
in our study is not unexpected since this disease is highly 
endemic in sub-Saharan Africa, a region that accounts 
for over 94% of global malaria cases.32 Uganda is among 
the highest-burden countries, ranking third globally, 
with an estimated malaria prevalence of 5.1%,32 with the 
Northern-Central region, particularly the Acholi sub-
region, bearing the highest burden.32 33 This aligns with 

Table 1  Baseline characteristics of people with SCD 
admitted in three selected hospitals in Uganda

Characteristic (n=505)
Frequency 
(n)

Percentage 
(%)

Study site  �   �

 � MNRH 200 39.6

 � GRRH 151 29.9

 � St. Mary’s Hospital Lacor 154 30.5

Age (years), mean ± SD; 
8.1± 6.2 years

 �   �

 � 0–4 152 30.1

 � 5–17 315 62.4

 � 18–29 33 6.5

 � 30+ 5 1.0

Gender  �   �

 � Male 264 52.3

 � Female 241 47.7

Tribe  �   �

 � Acholi 258 51.1

 � Baganda 153 30.3

 � Langi 42 8.3

 � Basoga 17 3.4

 � Other 35 6.9

Region of birth  �   �

 � Central Uganda 192 38.0

 � Northern Uganda 304 60.2

 � Eastern Uganda 5 1.0

 � Western Uganda 4 0.8

Comorbidities and complications  �   �

SCD-related complications  �   �

 � Stroke 13 2.6

 � Nephropathy 3 0.6

Other comorbidities  �   �

 � Asthma 2 0.4

 � HIV 2 0.4

 � Dilated cardiomyopathy 2 0.4

 � Rheumatic heart disease 2 0.4

 � Hypertension 2 0.4

 � Other (congenital heart disease, 
pethidine addiction or epilepsy)

3 0.6

Past surgeries (hydrocelectomy, 
splenectomy or cholecystectomy)

3 0.6

Routine SCD medication  �   �

 � Folic acid 433 85.7

 � Sulfadoxine-pyrimethamine 408 80.8

 � Hydroxyurea 173 34.3

 � Penicillin V 167 33.1

 � Not indicated 61 12.1

Vaccination  �   �

Continued

Characteristic (n=505)
Frequency 
(n)

Percentage 
(%)

 � H. influenzae vaccination 20 4.0

 � Pneumococcal vaccination 16 3.2

GRRH, Gulu Regional Referral Hospital; H. influenzae, 
Haemophilus influenzae; MNRH, Mulago National Referral 
Hospital; SCD, sickle cell disease.

Table 1  Continued
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our predominantly Northern Ugandan study population, 
likely contributing to the high rate of malaria-related 
hospitalisations among patients with SCD. In addition, 
the overlapping epidemiology of SCD and malaria exac-
erbates the risk of malaria in this population. Despite the 
proven effectiveness of malaria chemoprophylaxis, partic-
ularly sulfadoxine-pyrimethamine, used in Uganda,34 35 
patients with SCD remain highly vulnerable, frequently 
experiencing severe malaria episodes requiring hospital-
isation and, in some cases, resulting in death.35 36 Further 
studies are required to establish effective control strate-
gies for malaria among people with SCD, including prior-
itisation of the malaria vaccination in this population. 
Additionally, reinforcing public and patient health educa-
tion on malaria prevention will significantly reduce the 
disease burden in this population and improve patient 
outcomes.

We found that 6.9% of participants experienced re-ad-
mission within 30 days of their last hospital discharge, 
similar to the 10.3% re-admission rate reported in 
Cameroon.37 However, this rate is substantially lower 
than those reported in other regions, such as the USA 
(26.9%–33.5%), Iraq (23.1%), Senegal (38.4%) and 
Saudi Arabia (67.5%).25 29 31 37–40 Our study also found 
that patients admitted with painful vaso-occlusive crisis, 
those who received blood transfusions and those who 
had four or more hospital admissions per year were 
less likely to be admitted within 30 days compared with 
their counterparts. This is comparable to findings from 
studies in the USA, where blood transfusion was associ-
ated with reduced odds of early hospitalisation.41 42 Red 
blood cell transfusion has been shown to improve health 
outcomes and health-related quality of life in patients, as 
well as to reduce the risk of SCD-related complications 
by decreasing the amount of sickle haemoglobin.43–45 
This enhances the oxygen-carrying capacity of red blood 

Table 2  Hospitalisation details of patients with SCD 
admitted from January 2020 to January 2025

Characteristic (n=714)
Frequency 
(n)

Percentage 
(%)

Number of admissions per year 
(median (IQR): 1 (0–2))

 � <4 489 96.8

 � ≥4 16 3.2

Indications for admission

 � Infection 375 52.5

 � Painful crisis 366 51.3

 � Anaemia 186 26.1

 � Acute chest syndrome 86 12.0

 � Splenic sequestration 24 3.4

 � Hyperhaemolytic crisis 22 3.1

 � Other indication 48 6.7

Medications used during hospital 
stay

Painkillers 658 92.2

 � Paracetamol 384 53.8

 � Morphine 192 26.9

 � Diclofenac 47 6.6

 � Ibuprofen 33 4.6

 � Tramadol 1 0.1

Antibiotics 629 88.1

 � Ceftriaxone 479 76.2

 � Azithromycin 49 7.8

 � Ampicillin-based 26 4.1

 � Amoxicillin-based 19 3.0

 � Gentamicin 16 2.5

 � Metronidazole 9 1.4

 � Fluoroquinolones 9 1.4

 � Others 22 3.5

Antimalarial medication 250 35.0

Bisacodyl 147 20.6

Mebendazole 48 6.7

Oxygen therapy 84 11.8

Had blood transfusion 413 57.8

 � Packed red blood cells 393 55.0

 � Platelets 2 0.3

 � Whole blood 26 3.6

Duration of hospitalisation 
median (IQR): 4 (3–6), days

In-hospital complications 8 1.1

 � Transfusion reaction 2 25.0

 � Morphine toxicity 1 12.512.5

 � Stroke 1 12.5

 � Severe anaemia 1 12.5

 � Bilateral pleural effusion 1 12.5

Continued

Characteristic (n=714)
Frequency 
(n)

Percentage 
(%)

 � Priapism 1 12.5

Outcome

 � Clinical improvement 687 96.2

 � Referred to another facility/unit 9 1.3

 � Discharged against medical 
advice

2 0.3

 � Self-discharged 13 1.8

 � Deceased 3 0.4

Re-admission within 30 days

Yes 49 6.9

Amoxicillin-based regimens, amoxicillin alone or in combination 
with clavulanic acid (Augmentin); Ampicillin-based regimens, 
ampicillin alone or in combination with cloxacillin; SCD, sickle 
cell disease.

Table 2  Continued

P
ro

tected
 b

y co
p

yrig
h

t, in
clu

d
in

g
 fo

r u
ses related

 to
 text an

d
 d

ata m
in

in
g

, A
I train

in
g

, an
d

 sim
ilar tech

n
o

lo
g

ies.
 . 

b
y g

u
est

 
o

n
 A

u
g

u
st 9, 2025

 
h

ttp
://b

m
jo

p
en

.b
m

j.co
m

/
D

o
w

n
lo

ad
ed

 fro
m

 
8 A

u
g

u
st 2025. 

10.1136/b
m

jo
p

en
-2025-104303 o

n
 

B
M

J O
p

en
: first p

u
b

lish
ed

 as 

http://bmjopen.bmj.com/


6 Kibone W, et al. BMJ Open 2025;15:e104303. doi:10.1136/bmjopen-2025-104303

Open access�

cells, reduces stasis in blood vessels and improves tissue 
perfusion.43–45

Furthermore, patients admitted with painful vaso-
occlusive crisis being less prone to early re-admissions 
may be attributed to several inter-related factors, such 
as optimal in-patient and home pain management and 
exposure to fewer subsequent pain-triggering events, 
although this could not be confirmed in our study.46 This 
is in contrast to the findings from studies in the USA, 
where three or more annual admissions and painful crises 
were associated with an increased risk of 30-day re-ad-
mission.25 42 Frequent hospital admissions often indicate 
severe disease, chronic complications or a high burden 
of comorbidities, which collectively increase vulnera-
bility to early rehospitalisation.25 47 48 Whereas hydroxy-
urea is a well-established disease-modifying therapy for 
SCD and has been associated with reduced complica-
tions and hospitalisations in previous studies,21 49 50 our 
analysis did not find a statistically significant association 
between hydroxyurea use and 30-day re-admission. This 
could be attributed to limitations, such as underuse, as 
reflected in our results, where only 34.3% of participants 
used hydroxyurea, which suggests a need for further 
evaluation in prospective studies. The observed differ-
ences in re-admission rates and associated factors across 
studies may be attributed to variations in healthcare 
systems, access to specialised SCD care and differences 
in disease management strategies, including outpa-
tient follow-up.51 However, lower re-admission rates in 
settings like ours could be influenced by gaps in medical 
documentation, where re-admissions may be incorrectly 
recorded as new admissions due to lost medical charts, 
fragmented record keeping or patients seeking care at 
different facilities.

The study had some limitations. The retrospective 
design of the study limits the ability to establish causal 
relationships between risk factors and 30-day re-admis-
sion. In addition, reliance on medical record reviews is 
limited by factors such as poor documentation and data 
inaccuracies, particularly in tracking re-admissions. It is 
also possible that some patient files, particularly for those 
who died, were not included in the review if they were 
archived separately or missing from the main records. Due 
to insufficient documentation in several cases, we were 
unable to determine the specific diagnostic approaches 
used, such as distinguishing between pneumonia and 
ACS or confirming diagnoses like sepsis. Furthermore, 
the study design limited assessment of important factors 
such as socio-economic status, medication adherence and 
social support systems, which could have influenced the 
observed outcomes. However, this is a large multicentric 
study that narrows the existing knowledge gap on main 
reasons and outcomes of hospitalisation and readmissions 
among people with SCD in Uganda. The study findings 
are generalisable to both private and public facilities in 
Uganda and directly inform clinical practice and guide-
lines for the management of SCD in Uganda and similar 
low-resource settings across sub-Saharan Africa.

CONCLUSIONS
Our study highlights infections and painful vaso-occlusive 
crises as leading causes of hospitalisation among patients 
with SCD in Uganda, with malaria being the most preva-
lent infectious disease despite the availability of malaria 
chemoprophylaxis and other preventive measures. 
Therefore, there is an urgent need to strengthen malaria 
prevention strategies through improved access to chemo-
prophylaxis, prioritisation of this population in malaria 
vaccination programmes and expanded access to disease-
modifying therapies such as hydroxyurea. In addition, 
frequent hospital admissions, painful crises and blood 
transfusions were inversely associated with 30-day re-ad-
mission. This highlights the need for further investigation 
into the contextual factors influencing this association 
and emphasises the importance of optimising compre-
hensive care strategies that extend beyond the hospital 
setting, including home-based pain management and 
follow-up.
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