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• Strategic Directions

|     Title of the presentation 2

IMPLEMENTATION ROADMAP 2023–2030 FOR THE GLOBAL ACTION PLAN FOR THE 
PREVENTION AND CONTROL OF NCDs 2013–2030

1. Accelerate national response based on the understanding of NCDs epidemiology and risk factors and 
the identified barriers and enablers in countries

2. Prioritize and scale-up the implementation of most impactful and feasible interventions in the 
national context

3. Ensure timely, reliable and sustained national data on NCD risk factors, diseases and mortality for 
data driven actions and to strengthen accountability



NCD surveillance system components
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Registries (vital 

statistics, cause of 
death)

Population-
based health 
surveys
(STEPS, 
GSHS, Tobacco 
surveys)

NCD 
governance 
and policy 
tracking (NCD CCS)



Facility-based patient and program monitoring in primary care

• Supporting health facility managers to ensure NCDs core 
medications availability at the facility level 

• Supporting health facility managers to ensure technology availability 
(lab testing/functional equipment) at the facility level

• Supporting health facility and higher levels managers/authorities to 
ensure accessibility/utilization of healthcare 

• Supporting health professionals and managers at the 
facility/district/national levels to evaluate the outcome of provided 
services
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Noncommunicable disease facility-based guidance: 
scope and development process

Comprehensive monitoring for essential noncommunicable 
disease interventions at primary care settings

oCardiovascular diseases including hypertension

oDiabetes

oAsthma and chronic obstructive pulmonary disease

oBreast cancer, cervical cancer, childhood cancers and 
general cancers

Rigorous development and prioritization processes (experts’ 
opinions, systematic reviews, global and regional priorities)
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Noncommunicable disease facility-based guidance: 
monitoring domains and indicators

Domains aligned with WHO primary health care 
measurement framework and indicators: monitoring health 
systems through a primary health care lens

oProgramme determinants (health system capacity and 
management)

oService delivery (early detection and diagnosis, 
treatment and complication assessment)

oProgramme objectives (disease control)

A total of 22 core indicators and 59 optional indicators, 
organized by results chain framework, NCDs and monitoring 
domains
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74% of all 
deaths are 

due to 
NCDs 

people have 
access less than 
expected to the 

full range of 
quality health 
services they 

need, when and 
where they need 

them, or they 
are experiencing 

financial 
hardship

Health 
problems

• PEN package 
• HEARTS
• HEARTS-D
• GBCI
• GICC
• Cervical cancer 

elimination 

Availability 
of medicine 

and 
technology

Clinical 
evaluation/

Complication 
assessment

Timely 
referral

Disease 
control

Primary care 
interventions

Catastrophic 

health 

spending

UHC service 

coverage 

index

Primary care       
NCD RHIS

Screening/ 
Treatment

• Reorient 
health systems 
to primary 
health care

• Strategic 
support to 
improve 
performance

• to build service 
delivery to fill 
critical gaps in 
emergencies

• Health 
financing

• Monitoring 
health 
inequalities

Population /facility 
health survey

STEPS

SARA/ HHFA

Vital registry

NCD CCS

SDG 3.4

SDG 3.8

Cancer 
registry

Secondary and  tertiary 
care interventions
(UHC compendium)

Secondary and tertiary care 
NCD RHIS

SDG and NCD facility-based 
patient and program monitoring



Noncommunicable disease facility-
based monitoring guidance

• Background, Introduction

• Noncommunicable disease facility-based monitoring 
guidance (Framework)

• List of core and optional indicators and their 
metadata

• Application of the Noncommunicable disease facility-
based monitoring guidance in country health facility-
based monitoring systems
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Facility-
based 
patient and 
program 
monitoring 
framework 
(1)
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Facility-
based 
patient and 
program 
monitoring 
framework 
(2)
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Indicator metadata

• Definition, purpose, numerator, 
denominator, calculation method, 
aggregation, disaggregation, sources of 
data, key data elements, frequency of 
reporting, users of data, 
limitations/comments and related links

• Comparability of data across geographical 
areas and across times
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Data collection and interpretation tools
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• Paper-based tool

• DHIS2 Aggregate (program monitoring)

• DHIS2 tracker (patient and program monitoring)

• E-registry (patient management, patient and 
program monitoring)



India longitudinal 
monitoring of 
hypertension and diabetes 
at the primary health care 
level
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Patient flow at PHC/ SC Level

HWC CHO/ANM-
Measure BP

If BP ≥140 or 

≥90 mm of Hg
Refer to PHC

Adult Screening 

once/ Year 

(PBS)

Follow-up

If BP reading high 

>= 140/90 mmhg

Visits Medical 

Officer

30+ adult 

Opportunistic 

screening

Diagnosed by MO 
and registered 

under IHCI



OPD registration BP Measurement

If BP>140/90 OR

BP<140/90 with 
HTN Medication 

NCD Clinic in 
vicinity of OPD

Register and issue 
card/ Passport

Check with patient 
for preferred 

Redirect to 
concerned facility

Patient flow at Secondary and tertiary facilities



Recommended patient flow: Follow-up patients

                            
                                          

                     

                    
                     

              
                     

                    
                     

BP under control

BP NOT under 
control

Nurse 
examines BP

Doctor – diagnose, 
prescribes drugs

Nurse counsels,
Update in Register/ 
portal

Pharmacist delivers 
drugs, reinforces 
treatment adherence



Paper Based System

• Facility Hypertension Register

• Patient Treatment card

• Patient BP Passport/ NCD Card

• Patient Tracking matrix

• Follow up register

• ASHA Line list

• Default retrieval system

• Monthly reporting format

Digital System

• CPHC NCD IT System / Simple App 

• Patient BP Passport/ NCD Card

• Priority follow up list / Overdue list

• Teleconsultation

• Integration of various existing Apps

• Default retrieval system

Record Systems



Paper Based Systems

Record keeping for HTN registered patients



Filled once at 
first visit 

Filled at follow 
up visits

Filled at follow 
up visits

By MO
By SN if BP <140 & < 90
By MO if ≥140 or ≥ 90
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For Missed visit /  loss 
to follow up patients

Additional notes
For Missed visit /  loss 
to follow up patients



Storage & Retrieval of hypertension treatment cards 

Shelf I: Arrange cards by unique 
treatment number at the start of 
the month/ quarter

1-100

501-600

201-300

301-400

401-500

601-700

101-200

Shelf II: Move the treatment card to 
next shelf after giving treatment and 
marking a tick on the card.

Shelf III 

End of quarter
1. Leftover cards in shelf I at the end of each month means these 

patients have missed their follow up visit and have not collected 

medicines.  Call up to remind these patients to visit health facility 

for follow-up.

2. If patients have missed a visit for 1 year, move the card to Shelf III. 

3. If the patient has died, mention date of death in the follow up 

section of treatment card and move the card to Shelf III. 

601-700



Use of Durg cartons for IHCI cards 
storage

IHCI cards storage
rack

IHCI cabinet for storage of treatment 
cards

IHCI Cards 
storage 

practices in 
different states



Patient BP Passport Patient NCD Card



Facility 
Hypertension 
Register



Cohort monitoring

• Follow up register

• Patient tracking matrix

• Decentralization

• ASHA wise line list

• ASHA Home visits

• Default retrieval: Patient Calling or Call to ASHA

• Linking of all sources data

• Sector wise meeting 

• Block/district/state level review 

meetings



Facility Follow up Register

• Register developed to use easy tracking 
of patients’ regular visits.

• Monthly visits recorded in the register 
during patients’ follow up visit

• Easily used during sector meeting for 
sharing missed patients details with 
ANM/ASHA

@ PHC/CHC/DH level



Facility Hypertension Register – Updated format

Definitions

Patient details - One time entry
Monthly columns for follow up visit 

record update
Quarterly 

control rate

Annual control 
rate (2 years)Summary of report



Use of Patient Tracking Matrix

• Developed for use by the 
Pharmacists for IHCI patients 

• Date of visit + BP reading + 
Medicines provided mentioned in 
the format

• Useful when Staff Nurse busy in 
other activities and unable to 
update in the treatment card or 
follow up register or CPHC Portal.

• SN update data on Portal later 
based on this record



Decentralization of IHCI Services

• Follow up services and drug 
refills for Hypertension 
patients were being provided 
in 14,326 SC-HWCs by Dec-22.

• All these states have adopted 
decentralization of service 
delivery by involving 
Community Health Officers & 
Auxiliary Nurse Midwives at 
SC-HWCs



Field work by ASHA:
BP checking & Medicine 

distribution



Decentralization – ASHA Involvement

ASHA carrying BP passport with BP reading taken at home –
Pharmacist providing medicines and updating in 

register/portal, Raipur urban
Useful during COVID19 pandemic days

Register for ASHA wise list

Name of ASHA

.



Ghana plan 
for developing 
and 
implementing 
a nationwide 
NCD e-tracker 
using its local 
capabilities  
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Patient registry 
notebook (Triage)

Outpatient registry 
notebook (series 

of visits)
Tally sheets

Form for reporting to 
district/province/region

/ national
Patient file

Paper-based 
data collection 

platform

Patient registry 
notebook (Triage)

Outpatient registry 
notebook (series 

of visits)
Tally sheets

Form for reporting to 
district/province/region
/ national (dashboard)

Patient file

Aggregate digital 
data collection 

platform

Patient registry 
notebook (Triage)

Outpatient registry 
notebook (series 

of visits)
Tally sheets

Form for reporting to 
district/province/region
/ national (dashboard)

Patient file

Tracker digital 
data collection 

platform

Patient registry 
notebook (Triage)

Outpatient registry 
notebook (series 

of visits)
Tally sheets

Form for reporting to 
district/province/region
/ national (dashboard)

Patient file

E-registry data 
collection 
platform

On the paper

On the electronic platform

Spectrum of data collection methods 

Patient registry 
notebook (Triage)

Outpatient registry 
notebook (series 

of visits)
Tally sheets

Form for reporting to 
district/province/region

/ national
Patient file

It’s being used to find 
patient unique ID

It’s being used to track 
service and its quality 

for each patient

It’s being used to count 
patients/services

It’s being used to 
inform levels on the 

performance 

It is being used for 
patient management

Practices

Forms and records PROMS

It’s being to used to 
include patient 

experiences in the M&E

Analysis

Interpretation

Target setting

Action plan

Accountability and 
Performance 
improvement



Implementation steps
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What are NCD 
integrated programs 

in primary care 
settings?

Is there a platform 
for NCD data 

collection at the 
facility level?

Which type of data 
collection platform 

is being used?

Is there a list of 
limited numbers of  
standard indicators 

and their metadata?

The platform at the 
facility can collect 
needed data and 

calculate the 
indicators?

The indicators and 
their metadata are 

compatible with 
WHO published 

indicators?

Level 1: 
Paper-based

(a: aggregate/ b: tracker)

Level 2: 
Digital platform 

(aggregate)

Level 3: 
Digital platform 

(tracker)

Level 4: 
E-registry 

(Electronic medical records)

Standardization of 
current indicators, 
metadata, forms 

and platform 
(WHO guidance)

There are 
potentials 

for 
platform 

transform
ation?

Pilot next level in a 
limited numbers of 

facilities

Review data quality 
using standard tools

Use dashboard and 
target setting tools 

to develop and 
implement action 
plan at the facility

NCD RHIS 
implementation, 
preservation, and 

advancement   

Yes

Patient Reported 
Outcome Measures

(PROMS)

Secondary and 
tertiary facility-

based patient and 
program monitoring

Platform types Establishment phase Data quality and 
utilization phase

Next phases

Private sector 
involvement 



Nepal 
hypertension 
initiative using 
target setting 
at sub-national 
and facility 
level 
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Improve hypertension 
care cascade

Let’s save Nepali lives together

Kavrepalanchok Initiative 

to

Putting 30,000 hypertension patients on standard care by 2025 

17 May 2023
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• Data Sources: Nepal STEPS Survey (2019)Global Burden of disease Study (2020). 

High systolic blood pressure causes 45.5% of cardiovascular deaths in Nepal

2,367,682 adults 
30-79 have 

hypertension

33% are 
diagnosed
(781,335)

19% are 
treated

(449,859)

7% are
Controlled
(165,737)

Heart disease - Leading cause of death also in Nepal
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• Data Sources: Nepal STEPS Survey (2019)Global Burden of disease Study (2020). 

70496 adults 30-
79 have 

hypertension

45000 
diagnosed

30000
treated

15000
Controlled

Start focused. Create a model of care in Kavre that 
can be scaled up stepwise to other districts
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• Data Sources: Nepal STEPS Survey (2019)Global Burden of disease Study (2020). 

429
adults 30-79 have 

hypertension

141 old+131 new 
cases

diagnosed
(4 cases / month)

81 old+100
New treated

(3 cases / 
month)

30 old +61 new
Controlled

(2 
cases/month)

What does this mean for 
Tukuchanala (with 2269 pop from 
Chaurideurali Gaunpalika) Primary 
Health Care Centre?



Inspiring change



Myanmar 
experience of 
working with 
private sector



Concerns and challenges 
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• Standards

• Infrastructure

• Capacity building

• Data for action (service management system)

• Data quality

• Fragmentation



Thanks! Do you have any questions?

farzadfarf@who.int


