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Chronic diseases are the leading causes of death and disability worldwide and account for 80% 
of premature deaths among people between the ages of 30 and 69 years. The threat is growing 
annually globally, especially in low- and middle-income countries (LMICs), and requires a new 
approach by national leaders and the public health community.1 Investment in the prevention, 
management and control of chronic diseases should aim at reducing premature deaths by one-
third world-wide through comprehensive and integrated action at the country-led level and part 
of the 2030 agenda for Sustainable Development Goals.2 The emergence of severe acute respiratory 
syndrome coronavirus 2 (SARS-CoV-2), known as coronavirus disease 2019 (COVID-19), placed 
additional pressure on a healthcare system already overwhelmed by the burden of disease. 
Globally, human immunodeficiency virus (HIV) and acquired immunodeficiency syndrome 
(AIDS), tuberculosis (TB), hypertension (HPT) and diabetes mellitus (DM) are the diseases and 
conditions placing particular strain on healthcare systems.3 According to the World Health 
Organization (WHO),4 in 2013, 38 million out of 56 million deaths globally were reported to be 
associated with non-communicable diseases (NCDs); this figure has risen from 59% in 2002 to 
69% in 2010. On the other hand, the number of people living with HIV (PLHIV) increased 
from 31 million in 2010 to 38 million in 2018, adding to the burden of chronic diseases.

The COVID-19 pandemic was highly politicised, and during that time chronic disease 
management services were suspended in many countries, including South Africa.5,6 This approach 
is contrary to the WHO approach of investing in the prevention, control and management of 

Background: Patients with chronic diseases (PWCDs) were severely affected by the coronavirus 
disease 2019 (COVID-19) pandemic, as they were prevented from making the necessary visits 
to health facilities for medical review and to collect their medication. The emergence of the 
health crisis and inadequate access to quality care affected chronic care management. The 
perspectives of PWCDs are not known, and therefore the research on which this paper is based 
sought to investigate the lived experiences of these patients during the COVID-19 pandemic. 

Methods: A qualitative phenomenological design was used to obtain the lived experiences of 
PWCDs identified for participation in the study by means of purposive sampling. Patients’ 
experiences were obtained during individual structured interviews, and a checklist was used 
to gather patient characteristics from their files. 

Results: Three themes emerged from the study findings, namely poor healthcare services, the 
socio-economic impact of the COVID-19 pandemic, and the psychological impact of the 
COVID-19 pandemic. The COVID-19 pandemic had devastating effects on PWCDs, in that 
they experienced barriers to accessing quality chronic care services and suffered psychological 
and financial difficulties that affected their health, life, needs and expectations. 

Conclusion: Policymakers should consider PWCDs when responding to a public health 
concern in the future.

Contribution: The study findings may have an impact on future policies regulating the 
management of chronic diseases during epidemics, in order to improve patient health 
outcomes and satisfaction with healthcare services and the chronic care model based on the 
experiences of PWCDs.
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chronic diseases and to the White Paper for the transformation 
of the healthcare system in South Africa including human 
rights in the African region. According to the WHO,7 NCDs 
are usually neglected during emergencies, with the focus 
being purely on infectious disease outbreaks, and NCDs are 
not being considered part of the emergency response. 
Chronic diseases are described by the WHO7,8 as diseases of 
long duration and slow progression; these include NCDs 
and communicable diseases (CDs) such as HIV, as the latter 
has changed from being a devastating epidemic to a 
manageable chronic disease through the life-long application 
of antiretroviral therapy (ART). A sudden shift in 
international, regional and national health priorities was 
indeed observed when countries were endeavouring to curb 
the spread of COVID-19.9

All stakeholders, including emergency planners, emergency 
care professionals, and policymakers tasked with emergency 
response and preparedness must be instructed not to 
overlook patients with chronic diseases (PWCDs) during 
planning. In response to the pandemic, most countries 
implemented stringent lockdown regulations, which resulted 
in limited access to or utilisation of healthcare services. 
Human immunodeficiency virus and NCDs are more 
prevalent in LMICs and mainly in sub-Saharan Africa.10 
However, COVID-19 mainly affected developed countries. 
As of July 2022, South Africa had reported more than 3 995 400 
cases and more than 105 000 deaths.11,12 The White Paper for 
the Transformation of the Health System in South Africa 
focuses on the need for accessible, comprehensive and 
integrated healthcare services; however, with healthcare 
services of this nature having been disrupted by the 
COVID-19 outbreak, the researchers identified the need for a 
study to investigate the experiences of PWCDs in a high-
density mining and farming district in South Africa during 
the COVID-19 pandemic. 

Chronic diseases contribute to the burden of diseases in both 
the public and private healthcare sectors. South Africa was 
one of the countries to implement stringent lockdown 
regulations early on, which seriously affected the delivery of 
healthcare services. Travelling and movement were restricted, 
which had repercussions for the operation of transport 
services and many other businesses.11,13 The risk of 
complications related to COVID-19 was reported to be high 
among PWCDs because of comorbidity, and this instilled 
fear among this group of patients. The sudden evolution of 
the pandemic disrupted healthcare services for people with 
chronic diseases, negatively affecting the achievement of 
their treatment goals and objectives. According to 
Organization for Economic Co-operation and Development 
(OECD)12 uncertainty regarding the implications of 
COVID-19 and the stringent lockdown regulations affected 
patients’ access to care, management, treatment and support. 
Restrictions on movement were enforced by police, and there 
were frequent and abrupt closures of health facilities because 
of the volume of COVID-19 cases requiring treatment. The 
responses of PWCDs to the COVID-19 pandemic, including 

the alterations to the management of their chronic illnesses 
and their expectations, are not known. Therefore, the 
researchers felt that it would be important to conduct a study 
to explore and describe the experiences of PWCDs during the 
COVID-19 pandemic in South Africa to make 
recommendations to policymakers for enhanced quality 
patient-centred care should a similar situation arise in the 
future. 

Methods
A phenomenological qualitative study was conducted to 
investigate the lived experiences of PWCDs during the 
lockdown imposed in response to the COVID-19 pandemic. 
The phenomenological design is the best approach to capture 
the lived in-depth narrative experiences from the perspective 
of participants to construct understanding and meaning 
while setting aside the researcher’s own beliefs.14,15,16 The 
study population comprised all PWCDs in the selected public 
healthcare (PHC) facilities of the district. A non-probability 
purposive sampling method was used to hand-pick 
28 PWCDs who were willing to share their first-hand 
experiences from the selected high-volume public health 
facilities, situated in a high-density district comprising 
informal settlements and farming and mining activities in the 
North West province. The district is predominantly rural, 
characterised by a large number of migrant workers. The first 
participants were purposively selected, followed by a 
consecutive sampling of all participants attending the chronic 
diseases clinic and meeting the inclusion criteria.14,15,17,18 All 
chronic disease patients who were 18 years and above and 
mentally stable according to the inclusion criteria were 
included in the study. Patients who came for clinical review 
at the chronic diseases clinic, but whose vital signs were 
higher than expected levels, who were very ill and 
necessitated doctor’s consultation and referral to the hospital 
were excluded from the study to prevent delays to care.

Data collection
Data were collected through an unstructured individual 
face-to-face interview. Written informed consent was 
obtained from participants who were able to read and write, 
and verbal informed consent from those unable to read and 
write. Interviews were conducted with each participant in a 
private room to capture their experiences; this setting was 
selected to afford each participant privacy in which to express 
their views, feelings and experiences. The interviews were 
recorded on audio tape. A checklist was used to capture 
information reviewed from the participant’s records or files; 
this included vital signs related to chronic diseases, whether 
the patient’s condition was either stable or unstable, 
compliance with the appointment system and demographic 
data. According to the American hospital association,19 a 
stable condition means the patient is in good condition, and 
vital signs like heart rate, blood pressure and body 
temperature are steady and within normal, conscious and 
comfortable and unlikely to deteriorate soon; therefore, they 
no longer need frequent clinical management, while unstable 
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patients refer to patients with unsteady vital signs and not 
within normal limits and are very ill. The development of the 
checklist was guided by Andersen’s behavioural model of 
health services use in chronic disease services and support.20 
Field notes were used to capture non-verbal responses, 
including the emotions displayed by the participants. The 
data collection process was carried out from April to June 
2022. Data saturation was reached with 28 patients. According 
to Brink et al.15 and Creswell and Creswell18 data saturation 
occurs when additional participants provide no new 
information and when themes that emerge become repetitive; 
this can be reached with 12–25 participants.1,16 The field notes 
and audio recordings were kept under lock and key, apart 
from the consent form, and participant numbers were used 
instead of names.

Data collection procedure
During data collection, the COVID-19 pandemic facility 
infection prevention and control (IPC) guidelines and 
policies were applied by ensuring that the room was well 
ventilated, that a distance of 1.5 m between people was 
maintained and that hand sanitiser and masks were available. 
The facility’s operational managers and nurses managing 
chronic disease were used as gatekeepers to access patients 
from the facility by e-mailing consent forms and information 
leaflets to patients, explaining in detail the purpose, benefits 
and risks of the study. The following question was posed to 
participants by the researcher, who collected data: What is 
your lived experience of the COVID-19 pandemic regarding 
the management of your chronic diseases? This was followed 
by further interaction to assist participants in obtaining 
clarity if they required this. The patients were interviewed in 
their language, Setswana, and their responses were translated 
into English during transcription. The researcher can 
understand and speak Setswana, having worked in the 
province for 8 years. The duration of each interview was 
between 30 min and 45 min.21

Data analysis
Data analysis was done concurrently with data collection. 
Thematic analysis was carried out to analyse the lived 
experiences of PWCDs using the four steps of descriptive 
phenomenology, namely bracketing, intuiting, analysing, 
and describing.11 In the bracketing phase, the researchers 
strove to put aside their beliefs and opinions about the 
management of chronic disease patients during the 
COVID-19 pandemic to confront data by maintaining a 
reflexive journal covering possible role conflict and making 
notes of interest and the use of gatekeepers to ensure 
neutrality. Data were transcribed verbatim. The researchers 
read and re-read the transcribed data until they reached 
immersion and began coding similar data into categories 
and themes. In the intuiting phase, the researchers remained 
open to the meaning by sharing the transcribed data and 
emerging themes with an experienced researcher to ensure 
quality, and in the analysis phase, the researchers extracted 
significant statements, began categorising data, made sense 

of the essential meaning and reached a consensus of the 
themes and sub-themes. Finally, in the descriptive phase, the 
researchers came to understand and defined the 
phenomenon under study.11

Trustworthiness in qualitative 
research
Trustworthiness is a way of ensuring data quality or rigour in 
qualitative research.14 The trustworthiness of the study overall 
was guaranteed through the use of the model of Lincoln and 
Guba (1985), as cited in,14,15,17,18 consisting of the criteria to ensure 
the credibility, dependability, confirmability and transferability 
of the study. Various strategies were used to enhance 
trustworthiness, including the use of the phenomenological 
design, purposive sampling methods, audio recording of the 
interviews to obtain participants’ lived experiences and 
reviewing of the participants’ files to obtain a clearer picture and 
meaning of the phenomenon under study. Reflexivity as a 
means to enhance credibility refers to the researcher’s self-
awareness and was applied as a means to guard against personal 
bias and to enhance the quality of the study.11,13,14 Dependability 
was enhanced by implementing strategies to enhance credibility, 
including spending a reasonable length of time with each 
participant (30–45 min) and conducting a member check, by 
which the researcher went back to participants to verify whether 
their experiences had been captured correctly. Transferability 
was enhanced by collecting in-depth lived experiences of the 
PWCDs from different facilities in the district until data 
saturation was reached. A pilot study was conducted in a 
different facility from the one in which the study was conducted. 
Conformability was enhanced by keeping audit trails of the 
audio-recorded interviews and careful documentation of field 
notes and file review information using a checklist and making 
these available to an experienced researcher to ensure quality.17,18

Ethical considerations
The study was approved by the Unisa College of Human 
Sciences Ethics Committee and assigned reference number 
90476050-CREC_CHS_2021. Permission to conduct the study 
was obtained from the North West Provincial Department of 
Health and Bojanala district institution review board. Both 
verbal and written voluntary informed consent was obtained 
from the participants. Numbers were used instead of patients’ 
names. Furthermore, in terms of the Protection of Personal 
Information (POPI) Act, which came into effect in April 2020 
in South Africa, and to comply with ethical principles, no 
information that would make it possible to identify the 
participants was used. The recordings on audio tape were 
kept under lock and key separately from the consent forms, 
and field notes were saved electronically and password 
protected. To ensure anonymity, confidentiality and data 
safety, this data can only be accessed by the researcher. The 
participants were informed of their right to withdraw at any 
stage of the study without penalty. The interviews were 
conducted in a private room where the participants were not 
disturbed and where they could not be seen or overheard.
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Results
The study revealed three themes, namely poor healthcare 
services, the socio-economic impact of the COVID-19 
pandemic on PWCDs and the psychological impact of the 
pandemic on PWCDs, as indicated in Table 1. The 
demographics of the participants and the selected public 
health facilities were also collected from patient files using 
the checklist, supplemented by the interviews and are 
summarised in Table 2.

Participant demographics
Table 2 shows the demographics of both the facility and the 
participants who took part in the study. A total of 28 patients 
from the four high-volume facilities were interviewed, and 
data saturation was reached with this sample. The majority 
of the participants (75%) were female, and the remaining 
25% were male. In terms of age, 32.1% were between the 
ages of 43 and 47 years, with the lowest percentage (3.5%) 
being between the ages of 48 and 52 years. Most participants 
were PLHIV on ART (46.4%), the next largest group 
comprising those with HPT (25%); the smallest number 
were participants with cardiac conditions and the lowest 
number of participants with comorbidity were at least 
14.3%. The majority of the participants (85.7%) were from 
rural areas, and only 14.3% were from urban areas. Most 
participants (75%) were unemployed; 17.5% worked for an 
employer and 7.1% were self-employed. Sources of income 
were government grants (14.3%), employer (17.9%) and 
selling (7.1%).

In terms of distance from a health facility, 35.7% stayed 
farther than 10 km away and 64.3% stayed closer than 10 km 
to the facility. With regard to operating hours, 71.4% of the 
health facilities operated 24 h a day, while the remaining 
24.6% operated 12 h a day. All the participants (100%) 
reported spending more than 4 h at the health facility to 
receive service. In terms of appointments, 85.7% of the 
participants visited the facility on the return date written on 
the card, while 14.3% came to the facility at a time other than 
their scheduled appointment. Most patients (85.7%) received 

the support of their relatives, which included partners, 
children, and parents, while 10.7% received the support of 
buddies or friends, and 3.6% received the support of 
community-based organisations (CBOs). Most participants 
(96.4%) had no medical aid or health insurance, and only 
3.6% did in fact have health cover. Based on vital signs, the 
conditions and clinical outcomes of 64.3% of the participants 
were stable, while those of 35.7% of the participants were not 
stable, and some were referred to be seen by a medical doctor. 
A large number of participants (85.7%) were not decanted 
(Decanting refers to the process of getting stable patients 
who do not need to be seen by a healthcare provider more 
than once a year to collect their treatment from a location 
inside or outside a clinic to which the health department will 
courier it through the central chronic medicines dispensing 
and distribution programme [CCMDD]) with a few of the 
decanted participants (3.6%) being in the space fast lane 
(SFL) (SFL is a facility pick-up point where all decanted 
patients are fast-tracked for the collection of their medication 
in order to reduce facility congestion and long waiting times) 
and 10.7% external pick-up point. (External pickup [Ex-PUP] 
points are areas closer to PWCDs’ homes or workplaces that 
provide a more convenient option for medication collection 
outside the healthcare facilities, dispensed and distributed 
via the CCMDD programme, and such points should be 
contracted by the department of health). Adherence clubs   
(Adherence clubs [ACs] are a group-level intervention of 
decanted PWCDs in the same cohort who can support and 
learn from each other before collecting their medication in 
order to improve retention of care and sustain clinical 
outcomes) were disbanded in compliance with the COVID-19 
pandemic regulations. Space fast lane is a facility pick-up 
point where all decanted patients are prioritised for 
medication collection in order to reduce facility congestion 
and long wait times.

Participants revealed that they faced barriers such as 
inadequate access to healthcare services because of frequent 
and abrupt closure of health facilities, long waiting hours, a 
limited number of patients seen per day, substandard chronic 
care and management by healthcare providers, shortage and 

TABLE 1: Themes and subthemes that emerged from the study findings.
Theme Subthemes Sub-subtheme

1. Poor healthcare services 1.1. Barriers to accessing healthcare services Long waiting hours 
A limited number of patients seen per day 
Health facility closure 
Staff shortage and staff attitude 
Lack of knowledge about COVID-19
Shortage of medicine and supplies

1.2. Poor chronic care management Substandard chronic care management 
1.3. Lack of psychosocial support Lack of education, counselling, and support

2. Psychological impact of COVID-19 on PWCDs 2.1. Mental health problems experienced by PWCDs Fear
Stress
Depression

3. Socio-economic impact of COVID-19 on 
PWCDs

3.1. Job loss
3.2. Failure to provide for basic needs
3.3. Migration to other provinces and countries

COVID-19, coronavirus disease 2019; PWCDs, patients with chronic diseases.
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attitude of staff, a lack of knowledge and shortage of 
medicines and supplies.

Theme 1: Poor healthcare services
Participants expressed disappointment in the poor healthcare 
services they received during the COVID-19 pandemic, 
especially during the level 5 and 4 lockdowns, which created 
barriers to accessing health services; these included long 
waiting hours, a limited number of patients seen per day, 
closure of health facilities, shortage and attitude of staff, a 
lack of knowledge related to COVID-19 and shortage of 
medicine and supplies.

Subtheme 1.1: Barriers to accessing healthcare services
Long waiting hours: Participants revealed that they had to 
wait for long periods to access chronic healthcare services 
and medication, which led to missed appointments. A 
participant stated: 

‘I have to come early in the morning at 06h00 to queue for the file 
and I just received the service at 11h15, it is not good at all’. 
(P2, female, 25 March 2022) 

A limited number of patients seen per day: Participants 
reported that as the result of a shortage of staff, medical staff 
were able to see only a limited number of people per day; this 
deprived patients of access to chronic care and also 
contributed to missed appointments. In the words of one of 
the participants:

‘I had to queue two days in succession because I was cut off the 
line, staff indicating that some nurses are off sick of contracting 
the COVID-19 infection’. (P3, male, 25 April 2022)

Health facility closure: Participants expressed concern 
about not receiving treatment for their chronic condition or 
not being attended to when they came for review because the 
facility was closed and they had not been informed of this: 

‘I came early only to find that the facility is closed, very 
frustrating’. (P22, male, 17 May 2022)

‘It was my return date for a check-up and found that the facility 
was not opened’. (P28,  male, 23 June 2022)

Staff shortage and staff attitude: Participants reported staff 
shortages at the facilities and that they had to wait to be seen 
by two nurses, which contributed to long waiting hours. One 
participant was recorded as saying: 

‘How can the government not employ more staff when they 
know others are sick’. (P6, male, 26 April 2022)

Apart from the shortage of staff, participants complained of 
staff attitude, from reception to nurses: 

‘The staff was very rude, they do not treat us as human beings’. 
(P11, female, 17 May 2022)

Another participant had the following to say:

‘We need staff and nurses who can greet us with a smile and 
treat us with respect, we are also human beings’. (P2 , female, 25 
March 2022)

TABLE 2: Demographics of the participants and facility.
Demographics Frequency (n) %

Gender
Female 21 75.00
Male 7 25.00
Age in years
18–22 years 2 7.14
23–27 years 2 7.14
28–32 years  0 0.00
33–37 years 3 10.71
38–42 years 6 21.43
43–47 years 8 28.57
48–52 years 1 3.57
53–57 years 2 7.14
58–62 years 2 7.14
62 and above 2 7.14
Residential area
Rural 24 85.71
Urban 4 14.28
HPT 7 25.00
Type of chronic disease
DM 3 10.71
Asthma 0 0.00
HIV on ART 13 46.40
Cardiac condition 1 3.60
With comorbidity 4 14.30
Employed 5 17.85
Employment
Self-employed(selling) 2 7.14
Unemployed 21 60.71
Employment 5 17.90
Source of income
Government grant 4 14.28
Selling 2 7.14
Proximity to the health facility (10 kms)
+10 km 10 35.50
Less than 10 km 18 64.20
Facility operating hours
24 hours 20 71.42
8 hours 0 0.00
12 hours 8 28.57
Appointment system
No 4 14.28
Yes 24 85.70
Support system
Buddy/friend 3 10.71
Relative (partner/family) 24 85.71
CBO 1 3.60
Medical aid or health insurance
Yes 1 3.57
No 27 96.40
Average waiting hour
3 hour 0 0.00
4 hour or more 28 100.00

Stable 18 64.30
Patient outcomes
Not stable 10 35.70
Space fast lane (SFL) 1 3.57
Decanted
External pick-up point 3 10.71
Adherence club (AC) 0 0.00
Total 28 100.00

HPT, hypertension; DM, diabetes mellitus; HIV, human immunodeficiency virus; ART, 
antiretroviral therapy; CBO, community-based organisation.
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Another participant reported: 

‘Nurses scolded us, asking why are we so many at the clinic, 
don’t we know there is COVID-19, we must stay at home’. (P18, 
female, 11 May 2022)

Lack of knowledge about COVID-19: Participants revealed 
that they lacked knowledge about COVID-19 and were given 
conflicting information, which left them confused and 
frustrated: 

‘I came to the facility to ask about, what we heard from TV and 
radio and nurses were not having clear information indicating 
that they also do not have all the answers as it is a new illness’. 
(P20, female, 07 June 2022)

Shortage of medicine and supplies: Participants revealed 
that there was a shortage of medicine and supplies to 
manage their chronic conditions. One of the participants 
reported: 

‘I felt like we are going to die, imagine given insulin without 
needles, where would I get it’. (P24, male, 23 June 2022)

Another participant stated: 

‘I was told to buy my ART medication and was very expensive, 
could not afford it, was about R400’. (P13, female, 7 June 2022)

A participant explained: 

‘My blood sugar level was not checked because there was no 
machine to check it’. (P7, male, 26 April 2022)

Subtheme 1.2: Poor chronic care management
Substandard chronic care management: Participants reported 
not receiving the chronic care they had received in the past. In 
the words of one of the participants: 

‘Yhooo the quality was bad, BP and sugar were not tested, they 
just gave me medication’. (P4, male, 25 April 2022)

Another patient reported: 

‘The nurse and the doctor did not touch me or do a physical 
examination; they were just at the distance’. (P8, female, 26 May 
2022)

Subtheme 1.3: Lack of psychosocial support
Lack of counselling, education and support: The study 
revealed that education, counselling and support regarding 
chronic illness were lacking, and that participants felt 
neglected. The adherence clubs and CBOs providing 
counselling and support were disbanded in line with 
COVID-19 regulations to control the transmission of 
infection. A participant made the following observation: 

‘Nurses and staff only talk about COVID-19 only, nothing 
about us’. (P9, male, 26 April 2022)

In the words of another participant: 

‘I was diagnosed with HIV and was so shocked, stressed not 
knowing whom to talk to, they promise to talk to me over the 
phone’. (P26, female, 23 June 2022)

Theme 2: Psychological impact of COVID-19 on 
patients with chronic diseases
Participants experienced mental health problems such as 
fear, stress and depression in relation to their conditions and 
COVID-19 complications. 

Subtheme 2.1: Mental health problems experienced by 
patients with chronic diseases
Fear: Participants expressed their fear of contracting 
COVID-19 and complications related to co-morbidity, which 
resulted in their missing appointments:

‘My blood sugar was high, and refuse to be referred to 
the hospital because I thought COVID-19 is high in there as 
most die’. (P27, female, 23 June 2022)

Another patient was recorded as saying: 

‘I was afraid to go to the clinic or travel in a taxi because of 
COVID-19 and missed my appointment’. (P21, female, 7 
June 2022)

Another participant indicated that: 

‘I was afraid about what we heard from the radio and TV 
[television] about death people of who are old or with co-
morbidity’. (P15, female, 11 May 2022)

Stress: Participants experienced stress arising from their fear 
of contracting COVID-19, long waiting hours and shortages 
of medication and staff attitude, which led to depression in 
some of the patients: 

‘My BP was high as I was stressing, I was thinking I will die 
when I was suffering from COVID-19 infections, as a chronic 
patient’. (P12, female, 7 May 2022)

As another participant explained: 

‘COVID-19 brought me stress as I no longer sell fruits and 
vegetables to care for myself and family’. (P10, female, 26 
May 2022)

Depression: The study revealed that PWCDs suffered from 
depression because the COVID-19 restrictions prevented 
visits to the elderly and people with chronic diseases because 
they were at risk of complications; they were therefore 
isolated and excluded from interaction with and participation 
in the community.

A participant shared the following experience: 

‘I suffered depression because of the stress of being separated 
from my family as they were trying to protect me from getting 
COVID-19, it was tough’. (P13, female, 7 June 2022)

Theme 3: Socio-economic impact of COVID-19 
on patients with chronic diseases
Participants revealed that their socio-economic status was 
worsened by COVID-19 in that they lost their jobs and were 
unable to sell their goods and, in consequence, did not have 
money to buy food. Shops and nearby complexes were 
closed, and they were afraid to travel to buy food.

https://www.safpj.co.za
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Subtheme 3.1: Job loss
The study revealed job losses among PWCDs arising from 
the fear of contracting COVID-19 and termination of contracts 
by employers; furthermore, people were not allowed to move 
around to sell goods or stock goods to sell.

As one of the participants explained: 

‘I lost my piece job of washing clothes in my area’. (P5, female, 25 
April 2022)

Another participant indicated:

‘I lost my contract from the mine because of COVID-19’.
(P1, female, 25 April 2022)

Subtheme 3.2: Failure to provide for basic needs
The study revealed that participants failed to provide for 
their basic needs, such as a balanced diet, as they lost their 
jobs, small businesses were not active, most shops closed and 
movement and travelling were restricted. All of this 
negatively affected their nutritional status although good 
nutritional status forms part of the therapeutic management 
of chronic diseases. A participant reported: 

‘I failed to buy groceries, vegetables, and fruits, and had to rely 
on my children and family’. (P3, male, 25 April 2022)

Another patient stated: 

‘I failed to buy insulin needles as it was out of stock at the clinic’. 
(P6, female, 26 May 2022)

Subtheme 3.3: Migration to other provinces and countries
Some participants who were from neighbouring provinces 
and countries who were working and living in the district 
in order to engage in mining and farming activities 
decided to go back home, as they had lost their jobs and 
were afraid of contracting COVID-19. This also contributed 
to a large number of missed appointments. A participant 
explained: 

‘I was no longer working and managed to go back home as I 
cannot afford to pay my rent and food’. (P14, female, 17 May 2022)

Another participant shared that: 

‘I went back home to Mozambique because my husband lost 
his job’. (P17, female, 11 May 2022)

Discussion
The study results are discussed under the following four 
headings: poor quality of chronic disease care and 
management, mental health problems, socio-economic 
impact, and difficulties in accessing healthcare services 
during the COVID-19 pandemic.

Poor quality of chronic disease care and 
management
The participant demographics revealed participants who 
were relatively young, aged 37 years and below, to be 
suffering from chronic diseases that, if not treated properly, 

had the potential to lead to complications and premature 
death. This was supported by a study conducted by Syed 
et al.22 in Qatar, in which it was reported that the highest 
increases in the prevalence of NCDs were seen in a relatively 
young age group (30–49 years), although this increased 
with age and was higher in women, at 25%, than in men at 
16.5% within this age group. The WHO1 report of 2021 
indicates that more than 15 million persons between the 
ages of 30–69 years die from an NCD every year; 85% of 
these ‘premature’ deaths take place in low- and middle-
income nations. Again, Belaunzaran-Zamudio et al.23 found 
that between 2000 and 2015, multi-morbidity increased 
from 30% to 40% and the annual prevalence of NCDs among 
people aged 50 years or older living with HIV rose from 
32% to 68%.

The study also revealed HIV and/or AIDS, HPT, cardiac 
problems, and DM to be the leading chronic diseases. 
Comorbidity exposes patients with chronic disease to 
complications related to COVID-19 infections.23 According to 
the study findings, a greater percentage of women suffered 
from chronic diseases and were more likely to utilise 
healthcare services than men. According to OECD12 and Syed 
et al.,22 women are more likely than men to have multiple 
chronic diseases (41% vs 32% on average). Chronic disease 
prevalence rises with age, as expected. Furthermore, women 
endure the stress and burden of fulfilling their roles without 
the support and are vulnerable to gender-based violence and 
intimate partner violence, with one in three women globally 
experiencing violence.24

The study findings revealed problems relating to inadequate 
access to chronic care and other services and that the 
implementation of the appointment and decanting system is 
still lacking and should be enhanced to reduce long waiting 
hours and overcrowding in facilities. This was supported by 
Syed et al.17 and Liang and Zhao24 who state that the use of an 
appointment system increases patient satisfaction as it saves 
time, reduces congestion, guarantees time slots and 
eliminates excessively long waiting times. The study revealed 
that physical access to healthcare services remained difficult, 
as some patients had to travel more than 10 km to access 
treatment, and people in rural areas continue to suffer, as 
they do not have medical aid. A diagnostic report on access 
to quality healthcare since 1994 in South Africa indicated that 
the majority of people who use public health facilities live in 
rural areas, are not on a medical plan and belong to the 
lowest socio-economic classes.25,26

Long waiting times are also an obstacle despite the 
implementation of clinic initiatives such as an appointment 
system and can lead to a high level of missed appointments 
and patient service dissatisfaction. This was supported by a 
study conducted in South Africa that indicated that patients 
continue to wait longer than 4 h to receive services as a result 
of poorly administered policies and guidelines.27 However, 
the study also revealed that in an endeavour to offer 
improved access to care, some healthcare facilities are open 
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24 h a day.27 This does not happen everywhere, however, and 
some facilities continue to render services for 12 h a day only – 
a situation that should be changed.28 Patient waiting time 
(PWT) surveys are necessary to develop plans to respond 
better to patient concerns. Section 27 of the South African 
Constitution29 provides that everyone has the right to access 
healthcare services, including sexual and reproductive health 
and chronic care services. The study revealed that a number 
of patients who were stable were not offered decanting 
services and so continued to experience long waiting hours 
unnecessarily. A report by Ritshidze project30 revealed long 
waiting hours in most health facilities in South Africa and 
recommends that the department of health should ensure 
adequate staffing levels, improve employee attitude, extend 
opening hours and improve the state of filing systems.

Clinics, community health centres and district hospital 
outpatient departments are described as being ‘pro-poor’, 
meaning that these facilities are used more frequently by 
lower than by higher socio-economic groups.31 Only 17 South 
Africans out of every 100 have medical insurance, which 
allows them to access private healthcare services. According 
to the most recent General Household Survey conducted in 
2018 and 2021, revealed that up to 45 million South Africans, 
or 82 out of every 100 people, are not covered by medical aid, 
making them heavily reliant on the country’s PHC system,27 
and at the time of writing, national health insurance had not 
yet been implemented; the study revealed a high number of 
patients without medical aid or health insurance because 
they were unemployed and thus denied access to better 
services and expert care. 

Mental health problems
The findings of the study revealed that PWCDs experienced 
mental health problems such as fear, stress, anxiety and 
depression, and that psychosocial support was lacking, as 
family visits were restricted and community-based support 
systems such as adherence clubs were disbanded as a result 
of the COVID-19 pandemic. This was supported by the 
WHO32 survey in 2020, which noted that community-based 
psychotherapy and counselling interventions were severely 
disrupted; however, countries still need to adapt to ensure 
the continuity of mental health services. This should relieve 
the pressure on the already overburdened healthcare system, 
including external pick-up points for patients who are stable 
in response to treatment. Patients with chronic diseases 
cannot rely exclusively on their family and buddy for support 
but should meet other patients to share experiences, learn 
from one another and support one another.31

A study conducted by Whittington et al.33 indicated that key 
and vulnerable groups such as members of the lesbian, 
gay, bisexual, transgender, queer, intersex, and asexual 
(LGBTQI+) community and women were also affected by the 
pandemic. The study revealed serious mental health 
problems among PWCDs as a result of the COVID-19 
pandemic, with patients living in fear of contracting 
COVID-19 infections and developing complications related 

to comorbidity. Patients also suffered from stress and 
depression; however, some developed greater resilience and 
coping abilities during these difficult times. This is supported 
by Gobeil-Lavoie et al.,34 who express the view that PWCDs 
run the risk of developing depression, experiencing 
psychological distress, having low self-efficacy and receiving 
conflicting information from medical professionals. 
Furthermore, Addis et al.35 indicated the extreme 
psychological effects of COVID-19 in a 22.8% (confidence 
interval [CI]: 18.6–27.1) of individuals with chronic diseases. 
A correlation was drawn between age, gender, the severity of 
the patient’s chronic illness, respiratory problems and a lack 
of social support and negative psychological effects.35

Socio-economic impact
High levels of unemployment were reported among 
PWCDs and their relatives. The COVID-19 pandemic 
influenced the lives of so many, with the effects on PWCDs 
being more severe, as their health limits their capacity to 
compete in the labour market. Patients lost their 
employment and opportunities to sell vegetables and fruit; 
they, therefore, struggled to buy food, medication and 
supplies for self-care. This was borne out by a study 
conducted in India, China, Korea and Hong Kong by 
Dubey et al.36 and Alex et al.,37 which indicated that 
between 19% and 59% of the participants reported their 
financial situation as having worsened during the 
COVID-19 pandemic. Of the interviewees, 8% – 24% 
reported increased difficulty in obtaining access to care, 
with 5.6% – 14.6% of participants stating that their diabetic 
symptoms were worsening, with economic hardship 
affecting these patients in terms of maintaining a balanced 
diet and buying other required medical supplies.38 Another 
study revealed that unemployment also contributes to 
mental health problems such as stress and depression 
among PWCDs and is related to self-care needs. This was 
supported by a study conducted by Yildiz et al.,39 
indicating that people with chronic diseases in all age 
groups had lower rates of paid employment and that 
among those with common mental illnesses, the effects of 
chronic disease on population-level unemployment were 
greatest (PAF 0.20). 

Difficulties in accessing healthcare services
The study revealed that PWCDs encountered serious barriers 
to accessing healthcare services and that this group felt that 
their needs, rights and expectations in respect of healthcare 
were not met. According to the WHO,40 the provision of high-
quality healthcare services must be a global priority for 
universal health coverage. The burden of disease continues 
to be a public health concern and affects the healthcare 
system and the economy of the country. This is borne out by 
the world bank group OECD,41 which makes the observation 
that because of the high patient load, waiting times, poor 
communication with experts with regard to coordinating 
care and resource limitations while managing complex 
patients, it was difficult to provide safe and high-quality care 
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with short waiting times. Although healthcare professionals 
were able to give patients self-management and lifestyle 
guidance, patients’ actions are affected by a range of variables, 
such as their work demands, beliefs and environment. Baker 
and Walker42 indicated that extended opening hours at 
primary healthcare facilities are beneficial for patients and 
not a distraction for health professionals as they usually 
perceive it as such. As indicated by Sigh et al.,43 83% of those 
affected by the COVID-19 lockdowns in India reported 
difficulties in accessing healthcare; 17% experienced difficulty 
in accessing medications; 59% reported a loss of income, 38% 
experienced job losses and 28% reduced their intake of fruits 
and vegetables.

In another study conducted by Westgard et al.,44 participants 
reported a moderately high rate of healthcare use. Moreover, 
the patients identified several individual and contextual-level 
factors that may have influenced their experiences and the 
health-seeking behaviours of their communities, including 
embarrassment, fear and trust, a lack of healthcare personnel 
and a lacklustre attitude towards their jobs, a limited supply 
of essential medications and supplies in the medical facility 
and a lack of basic medicines and materials.45 Dubey et al.36 
revealed chronic care management and implementation of 
self-care to be key during difficult times, such as the COVID-19 
pandemic. Self-care management of chronic illness is the most 
cost-effective way to manage chronic disease and has several 
advantages, including empowering patients by improving 
self-agility to promote healthy lifestyles and reducing the use 
of healthcare services, thus lowering healthcare costs.36 
Regardless of the patient’s location or the care environment, 
novel patient education strategies must be investigated. 
Patients and their caregivers should be well informed about 
treatment options, choices and related risks and benefits 
before being included as decision-making partners. Nurses 
should be educators and change-makers.45

Conclusion
The study reported on in this article was conducted to explore 
the experiences of PWCDs during the COVID-19 pandemic 
and revealed distressing experiences that affected self-care 
management and the implementation of the chronic care 
model. Limited access to quality management of the chronic 
disease will worsen the burden of diseases globally and 
continue to affect the healthcare system, which buckled 
under the pressure of the COVID-19 pandemic. The 
complications that might result from poor chronic care 
have the potential to affect a patient’s prognosis and life 
expectancy and the cost of healthcare services. The needs and 
expectations of PWCDs cannot be underestimated and are 
key considerations when dealing with difficulties in accessing 
healthcare services and the hardships occasioned by the 
COVID-19 pandemic. The findings of the study could 
influence policy governing the management of chronic 
diseases during future epidemics. They may also provide 
healthcare providers with evidence-based practice and 
guidance on how to review and improve the chronic care 
model based on the experiences of PWCDs, with the goal of 

improving patient health outcomes and satisfaction with the 
healthcare services provided. If the chronic care model is 
properly implemented, it will eventually reduce the disease 
burden and lower the costs associated with managing chronic 
disease complications. 

Based on the study’s findings, policymakers should consider 
giving PWCDs priority by teaching them evidence-based 
self-care approaches, strengthening psychosocial support 
to deal with anxiety and fear of co-morbidity-related 
complications, maximise the implementation of patient-
centred interventions, the appointment system, decanting 
stable patients to enhance chronic care management model. 
Non-communicable diseases should be considered as a daily 
public health emergency.
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