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Chronic NCDs and COVID-19: 
Implementation and clinical considerations in LMIC settings

People with noncommunicable diseases (NCDs) in resource-limited settings are at high risk for morbidity 
and mortality related to COVID-19 (SARS-CoV-2).  These vulnerable individuals are highly dependent on 
continuity of care, including medications, monitoring for disease progression, screening for complications of 
their chronic conditions, and providing education and counseling. Maintaining consistent access and delivery 
of these services is at risk during wide-scale isolation and health system triage measures.  Furthermore, many 
individuals living in resource-limited settings are highly vulnerable to further impoverishment and food 
insecurity due to economic consequences of the pandemic.  

Primary health centers providing the WHO Package of Essential Noncommunicable (PEN) disease 
interventions will play a critical role in making proper adjustments and provisions for patients with common 
NCDs. The “PEN-Plus” model provides guidance on integration of health system services to address severe 
and advanced NCDs (e.g., type 1 diabetes, rheumatic heart disease, sickle cell disease) at the primary hospital 
level.  Patients with these conditions may require enhanced prevention, case detection, disease monitoring and 
social protection interventions during the COVID-19 pandemic depending on individual physical conditions 
and social vulnerabilities. Below are general and disease-specific considerations based on currently available 
data for people living with NCDs during the pandemic.

General implementation considerations

1) Reduce exposure to COVID-19 for people with NCDs
• Clinic visit appointments: Consider increasing the time duration (up to three months or more) between 

follow-up clinic visits for stable patients with non-severe, common NCDs (hypertension, asthma, non-insulin 
dependent type 2 diabetes, etc.), such that they are given sufficient quantities of medications until their next visit.  
Patients with severe or advanced NCDs may require prioritization and more frequent visits than those with less 
severe or better controlled NCD conditions. 

• Physical distancing within health facilities: If there are opportunities to restructure spacing across a given 
facility, the NCD waiting bay may need to be separated from that of outpatient department clinic; similarly, 
inpatient wards should distance patients with NCDs but not COVID-19 from those with COVID-19 or other 
infectious diseases. Other physical distancing considerations include: tents, fewer patient appointments per day, 
weekend clinic, decentralize services to health centers (if adequately trained and equipped)

• Elective and diagnostic procedures: Non-urgent procedures requiring close physical proximity between 
provider and patient should be deferred (e.g., echocardiography, cancer screening). If such procedures are 
required, then proper personal protective equipment should be used.
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2) Detect and refer COVID-19 infection early for people with NCDs
• Clinic-based screening: All NCD clinics should consider routine COVID-19 screening questions to all clinic 

patients as to identify those who have positive symptoms and may qualify for COVID-19 testing

• Community-based screening: CHWs may routinely conduct COVID-19 screening questions to all NCD 
patients during home visits; CHWs will then refer patient for testing (or conduct test at home if trained or 
resourced).

3) Conduct community-based triage and remote consultation for people with NCDs
• Triage: CHWs or phone calls can provide real-time triage services for deciding if patient should go to nearest 

health facility or self-isolate

• Virtual consultation: In some cases, a patient may be appropriate for completing a clinic visit without physical 
exam or other facility-based assessments; treatment decisions and any prescribing can then be completed

• Novel communication platforms: Remote communication with patients can occur via SMS, Whatsapp, phone 
call, video conferencing, or other platforms. Providers are encouraged to explore innovative application of 
communication technology. 

4) Ensure continuity of treatment plans for people with NCDs
• Supply chain and procurement: Relevant teams should prioritize close monitoring of and design contingency 

plans for maintaining a consistent supply of key essential medications. Lack of access to some medications, 
such as insulin, warfarin, and hydroxyurea, may lead to immediate exacerbation of chronic disease or death and 
should be prioritized.  

• Decentralized pharmacy services: While advanced NCD medications are typically reserved for hospital 
pharmacies, implementers can consider permitting health centers, health posts, and other remote facilities to 
dispense a broader range of medications

• Longer prescriptions: If a longer duration between appointment visits is implemented, medication prescriptions 
should be increased to cover the entire time period

• Medication delivery: Explore capacity for CHWs to deliver medications to patients’ homes

• Treatment continuity: In most cases, patients with an NCD and diagnosed with COVID-19 should continue 
chronic medication regimens. Adjustments may be necessary depending on the patient-specific clinical scenario. 
Discontinuation should only occur upon discussion with a medical provider.

5) Protect livelihoods and living standards for vulnerable people with NCDs
• Food insecurity: With unstable household income, food insecurity and poor nutrition can exacerbate severe 

NCDs and complicate medication regimens (e.g., insulin, warfarin). Provision of disease-appropriate food 
packages is essential. 

• Transportation: In response to COVID-19, some countries have significantly reduced public transportation. 
Additionally, those with an NCD should avoid potential exposure to COVID-19 on public transportation. 
However, limited finances can make private transportation (e.g., motorcycle taxi) to clinic cost-prohibitive. 
Provision of transportation vouchers or reimbursement should be prioritized.
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• Hygiene: Community-based infection control requires that all have access to soap and other hygiene products. 

• Telecommunication: Patients without access to a telephone are more vulnerable to decompensation of health 
without communication with a provider. Social support provisions may include cell phones, “air-time” bundles, 
phone charging capacity, and toll-free hotlines to health providers

• Direct cash transfers: In some settings, direct cash transfers to people with NCDs may be the most feasible 
approach to provide social protection.

Condition-specific clinical considerations

1) Type 1 diabetes and insulin-dependent type 2 diabetes
• More frequent blood glucose and ketone (blood or urine) monitoring. Aim for a blood glucose level between 

4 and 10 mmol/L (70-180 mg/dL), blood ketones below 0.6 mmol/L, and urine ketones at “trace,” “small,” or 
“negative” when the patient is ill.

• Never stop insulin: If there is fever, insulin needs are usually higher.

• Monitor and maintain hydration with adequate salt and water balance.

• Insulin and systemic corticosteroids: While systemic corticosteroid medication use is not routinely 
recommended for COVID-19 treatment, providers should be reminded to appropriately adjust insulin if systemic 
corticosteroids are administered.

• COVID-19 treatment and hypoglycemia: Proposed COVID-19 treatments may lead to hypoglycemia and 
require enhanced monitoring in patients with diabetes. Dextrose should be considered in cases of hypoglycemia.

2) Rheumatic heart disease, cardiomyopathies, and other causes of heart failure
• Cardiac arrhythmia and cardiomyopathy: Early reports have shown that the hospital course of patients with 

COVID-19 frequently includes cardiac arrhythmia and cardiomyopathy. Patients with rheumatic heart disease, 
cardiomyopathies, or other causes of heart failure who develop COVID-19 disease should be closely monitored 
for these complications.

• COVID-19 treatment and cardiovascular complications: Proposed COVID-19 treatments may lead to 
cardiovascular complications and require enhanced monitoring in patients with heart failure. 

• Patients requiring cardiac surgery should continue to maintain communication with surgical teams as invasive 
treatment may still be necessary during the pandemic. 

3) Sickle cell disease
• Sickle cell crisis: Patients will have to consider risk of COVID-19 exposure when going to the hospital for 

management of sickle cell crisis. If the crisis episode is “typical” for the patient and could be managed with oral 
pain medications, hydration, and rest, then ideally, such medications could be provided without admission into 
the hospital. Otherwise, inpatient care is warranted. 

• Proposed COVID-19 treatments may lead to anemia and require enhanced monitoring in patients with sickle 
cell disease. 

Chronic NCDs and COVID-19: Implementation and clinical considerations in LMIC settings



4) Chronic liver disease
• Hepatotoxicity in COVID-19 patients: COVID-19 infection as well as its proposed treatments may lead to 

hepatotoxicity or require enhanced monitoring in patients with impaired liver function. If enzymes do not return 
to normal following resolution of infection or treatment, other liver pathologies should be excluded.

• HBV and HBC treatment: Patients who are newly diagnosed with viral hepatitis B or C should initiate hepatitis 
treatment if they qualify, regardless of COVID-19 status. 

5) Chronic respiratory disease
• Testing for CRD patients: COVID-19 infection can at first present similarly to a “typical” mild exacerbation 

of chronic respiratory diseases, such as asthma or COPD. Such patients should immediately contact a medical 
provider to consider testing or further management. 

• Avoid use of nebulizers. Nebulizers can increase risk of transmission of COVID-19. Patients should avoid use. If 
nebulizer use is required, it should be done in isolation from others. COVID-19 virus may persist in droplets in 
the air for several hours. 

6) Chronic kidney disease
• COVID-19 and renal failure: COVID-19 infection as well as its proposed treatments may lead to acute renal 

failure or require enhanced monitoring in patients with impaired renal function. If renal function does not 
return to normal following resolution of infection or treatment, other kidney pathologies should be excluded.

7) Severe hypertension and other NCDs requiring ACE-Inhibitor use
• COVID-19 and use of ACE-inhibitors: There is no clear evidence regarding the impact of ACE-inhibitors on 

the risk of infection with the COVID-19 virus, or the risk of progression to severe disease. There are theoretical 
reasons why ACE-inhibitors could either increase or decrease these risks. Professional societies such as the 
American Heart Association have recommended continuation of ACE-inhibitors at this time.

8) Palliative care
• COVID-19 and chronic palliative care patients: Ongoing support should be provided for chronic palliative 

care (e.g., pain management for advanced malignancy) and adapted as necessary to reduce risk of exposure to 
COVID-19. Given the nature of regulations surrounding opioid prescribing, alternative means of medication 
dispensing (e.g., health posts, CHWs, etc.) may be difficult but should still be explored.

• Palliative care for COVID-19 patients: Patients with COVID-19 may require palliative care during the hospital 
course. Opioids should be considered as essential treatment for breathlessness.
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For further information, please contact Amy McLaughlin (amclaughlin@pih.org).

This document will be updated regularly. Updated versions will be posted on the NCD Synergies website 
(ncdsynergies.org/resources-tools/).

COVID-19 clinical considerations for patients with NCDs are also addressed in 
Section 5.19 of Partners In Health’s Guide on Clinical Management of COVID-19, 
which also includes detailed information on Mental Health and Psychosocial Support. 
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