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

 Strategic Directions

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

| Title of the presentation 2



NCD surveillance system components

Registries (vital
statistics, cause of
death)
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Facility-based patient and program monitoring in primary care

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

Core
medicine

availability

M
Healthcare Facility g
accessibility/ t[ level 1) Technology
utilization data
g

Health

e 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

outcomes

* 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)

g"’@ World Health

B Organization

HE|RTS-D

Diagnosis and Management
of Type 2 Diabetes

* WHO PACKAGE
‘ OF ESSENTIAL
NONCOMMUNICABLE (PEN)

DISEASE INTERVENTIONS

FOR PRIMARY HEALTH CARE

(@lisets 8 e D

@) 5= @}World_ﬂea_lth
' %, Organization
o~

HEﬁnTs HE | RTS HE | RTS HEARTS HE \RTS HEﬂIRTS

Healthy-stestyle Evidence-based A ential Risk-based o ystems for manitoring
counseling treatment prolocols edicines and technology R

management




Noncommunicable disease facility-based guidance:

monitoring domains and indicators

Annex 2. Example of how the PHC measurement framework can be applied to monitor specific conditions or disease areas - an example for noncommunicable diseases

Domains aligned with WHO primary health care
measurement framework and indicators: monitoring health

systems through a primary health care lens ot | | TR | (s | st i

and risk faciors = Care NCD swervice % FFaclkles with

oProgramme determinants (health system capacity and

management) | = ||
: : : : : HE o e
oService delivery (early detection and diagnosis, HE V|| ] s
22 lemmhe || pr oo
treatment and complication assessment) L H el
" : sinalfl o
oProgramme objectives (disease control) : g

A total of 22 core indicators and 59 optional indicators,
organized by results chain framework, NCDs and monitoring
domains

Determinants of health and risk factors
* Trars fabs pokcy [WHA 55.10] + lLorw frulhegeiable intaks + Tobacco s [5DG 3.a.1) # Prawalance of diabates » Clean housshold fusls [S0G 7.1.2]
Salt intaks +alcohal consumpiion [S0G 3.5.2] + Pravalance of hypartension ® Oibesity fadulis] and owerweight (chikdren) » Air pollution kvl in dites [30G 11.6.2]
G222

[WWE{ 85,10 and SDG
Has PHC impact led to improved health

-
and well-being?
Monitoring Quality, Equity, Resilience
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74% of all
deaths are

Primary care

due to
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/ people have \

access less than
expected to the
full range of
quality health
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need, when and
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Noncommunicable disease facility-
based monitoring guidance
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Background, Introduction

* Noncommunicable disease facility-based monitoring
guidance (Framework)

* List of core and optional indicators and their
metadata

e Application of the Noncommunicable disease facility-
based monitoring guidance in country health facility-
based monitoring systems

orld Health
rganization
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Noncommunicable
disease facility-based
monitoring guidance

Framework, indicators, and application




PROGRAMME
OBJECTIVES
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Facility-

I | HYPERTENSION AND CARDIOVASCULAR DISEASES

INPUTS/PROCESSES ouTPUTS OUTCOMES

System capacity and management Early detection and diagnosis Disease control
= Availability of hypertension core medicines = Assessment of cardiovascular disease risk = Blood pressure control among people with
= Availability of cardiovascular disease core (aged =40 vears) R hypertension

L medicines - Screening f(_:;r’ hyper_tensnon among adults as - Blood pressure control among people with
= Acvailability of a functional blood pressure part of routine service hypertension (follow-up)

measuring device - Hypertension detection from opportunistic
screening

Complication assessment
- Assessment for chronic kidney disease among

m people newly diagnosed with hypertension

INPUTS/PROCESSES OoOUTPUTS OUTCOMES
[ ] L Systerm capacity and management Treatment Disease control
= Availability of diabetes core medicines - Pharmacological treatment among people B Glycaemic control among people with diabetes
= Acsailability of plasma glucose testing with diabetes - Glycaemic control among people with diabetes
= Acvailability of Hemoglobin Alc testing - Statin therapy among people with diabetes (follow-up)
- Pharmacological treatment for chronic kidney - Chronic kidney disease among people with

disease among people with diabetes diabetes

- Pharmacological treatment for hypertension - Lower-limb amputation among people with
among people with diabetes diabetes
- EBlindness among pecople with diabetes
Complication assessment
- Assessment for diabetic chronic kidney
disease among people with diabetes
1 = Assessment for diabetic foot among people
with diabetes

- Referral for retinopathy screening among
people with diabetes

ASTHMA AND HR N

OBSTRUCTIVE PUL

NARY DISEASE

INPUTS/PROCESSES OoOuUTPUTS OUTCOMES

System capacity and managemeant Early detection and diagnosis Disease control

= Acvailabi v of asthma core medicines - Asthma diagnosis using peak flow measurement = Asthma control

= Acsailability of chronic obstructive pulmonary - Chronic obstructive pulmonary discase B Chronic obstructive pulmonary disease control
disease core medicines diagnosis using peak flow measurement - Emergency visit among people with asthma

- Availability of peak flovw meter and mouthpiece -

Emergency visit among people with chronic

Treatment obstructive pulmonary disease

- Treatment among people with asthma

- Treatment among people with chronic
obstructive pulmonary disease

BEREAST CANCER

INPUTS/PROCESSES OoOuUTPUTS OUTCOMES

System capacity and management Early detection and diagnosis Disease control

b Clinical breast evaluation for early diagnosis
of breast cancer among women aged 30-49
yvears with signs and/or symptoms associated
with breast cancer

B Timeliness of referral for breast cancer
diagnosis among women aged 3049 yvears
with associated signs and/or symptoms of
breast cancer who had suspicious findings
from clinical breast evaluation

- Referral for mammography screening among
wormen aged 50-69 yvears

- Timeliness of breast cancer confirmatory
diagnosis among women aged 20-49 vears

with suspicious findings from clinical breast
World Health SUSASER

Treatment

. .
Organ|zat|0n = Timeliness of breast cancer treatrment armone

wormen aged 20-49 yvears with suspicious
findings from clinical breast evaluation




Facility-
based
patient and

program
monitoring
framework

(2)
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CERVICAL CANCER

INPUTS/PROCESSES

System capacity and management

b Availability of human papillomavirus testing

= Availability of Pap smear testing

=  Availability of visual inspection with acetic acid
testing

INPUTS/PROCESSES
System capacity and management

INPUTS/PROCESSES
System capacity and management

INPUTS/PROCESSES

System capacity and management

=  Availability of trained staff

= Completeness and timeliness of reporting by
health facilities

- Facilities receiving supervisory visit

SORSE zemuce
76

OuUTPUTS

Early detection and diagnosis

b Cervical cancer screening with high performance
test among women aged 30-49 years

b Cervical cancer screening among women aged
30—-49 years

B Cervical cancer screening test positivity among
women aged 30—-49 years

= Cervical cancer rescreening among women
aged 20-49 years

Treatment

= Pre-invasive cervical disease treatment
among women aged 20-49 years

- Timeliness of referral for cervical cancer
diagnosis among women aged 30-49 years
with suspicious findings from cervical
cancer screening

CHILDHOOD CANCER

OUTPUTS
Early detection and diagnosis

= Clinical evaluation for early diagnosis of
childhood cancer among children with signs and/
or symptoms associated with childhood cancer

= Timeliness of referral for childhood cancer
diagnosis among children with associated signs
and/or symptoms of childhood cancer who had
suspicious findings from clinical evaluation

GENERAL CANCERS

OoOuUTPUTS
Early detection and diagnosis

B Clinical evaluation for early diagnosis of cancer
among people with signs and/or symptoms
associated with cancer

b Timeliness of referral for cancer diagnosis
among people with associated signs and/or
symptoms of cancer who had suspicious
findings from clinical evaluation

CROSS-CUTTING

OoOuUTPUTS
Early detection and diagnosis
- Loss to follow-up

Treatment
- Loss to follow-up

Complication assessment
= Loss to follow-up

OUTCOMES
Disease control

OUTCOMES
Disease control

OUTCOMES
Disease control

OUTCOMES
Disease control

PROGRAMME
OBJECTIVES



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

V, World Health
rganization
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C2-Availability of plasma glucose testing

Indicator name

Availability of plasma glucose testing

Purpose

To ensure uninterrupted services to diagnose diabetes and assess
glycemic control among patients with diabetes

Definition

Proportion of health facilities that have capability of laboratory or
point of care plasma glucose (PG) testing

Numerator

Number of health facilities reporting capability of performing either
laboratory or point of care PG tests in the reporting period

Denominator

Total number of health facilities

Method of
calculation

Numerator + denominator = 100

Aggregation

District, province, state, national

Disaggregation

Health facility, provider ownership type (public/private), facility
location type (urban/rural), plasma glucose testing site (point-of-care
or laboratory)

Sources of data

Health facility reports, regional logistics information system or survey

Key data elements

Count of number of facilities reporting “test capability™

Frequency of
reporting

Quarterly

Users of data

District-, province- and state-level managers to focus supervision on
health facilities reporting no lab capability, making facilities capable
and strengthening health systems to ensure uninterrupted laboratory
services

Limitations/
comments

In some settings the health facilities do not provide laboratory services
5o the reporting units will need to come from other laboratory service
providers

Related links

Harmonized health facility assessment (HHFA): core questions
hitps://www.who.int/publications/i/item/harmonized-health-facility-
assessment-(hhfa




Data collection and interpretation tools

Paper-based tool

DHIS2 Aggregate (program monitoring)

DHIS2 tracker (patient and program monitoring)

E-registry (patient management, patlent and £~ 20071
program monitoring) b -

DX\ World Health
%Y Organization

LLLGQ‘\




India longitudinal
monitoring of

hypertension and diabetes
at the primary health care
level
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Patient flow at PHC/ SC Level

Adult Screening

>
once/ Year |y HWC CHO/ANM- |y, If BP 2140 or pr— Refer to PHC

Measure BP 290 mm of Hg
(PBS)

. 3°:r:‘::i':tic || tfBPreadinghigh | | visits Medical [, Dzufg?:eggengo
PP . >=140/90 mmhg Officer 8
screening under IHCI
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OPD registration

760
700

BP Measurement

-— Patient flow at Secondary and tertiary facilities

on A

If BP>140/90 OR

BP<140/90 with
HTN Medication

o B

NCD Clinic in
vicinity of OPD

&

Register and issue
card/ Passport

@

 —>| Check with patient

for preferred

v
1l

Redirect to
concerned facility

IHCI

India Hypertension
Control Initiative



Recommended patient flow: Follow-up patients

Nurse counsels,
Update in Register/
portal

l‘ BP under control e

| 1 o

@ ()

Created by lconTrack
fromthe Noun Project
l é I A
Croatedby H Alberto Gongora
ject

ated by Luis Prado
Noun Project

Pharmacist delivers

Q- L
afH}>| drugs, reinforces
dh treatment adherence

A 4

Created bv Smalllike

Nurse
examines BP

B@B BP NOT under

control Doctor — diagnose,

prescribes drugs

XY, World Health
¥/¥ Organization




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

Record Systems

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



Paper Based Systems

Record keeping for HTN registered patients

orld Health
rganization
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Hypertenslon and Dlabetes Treatment Card U020 irinl momios

Patier e Fesgistraticn dabe Patient |0 numibes

sl L ¥ 1, (0002, OO00E

Cogry name, rogisiraion daite, and paSent |0 numibar troen feont of the cand

Fatient name Fliegictration date Patient ID numies

By SN if BP <140 & <90
By MO if 2140 or 2 90

o] nay disnisa T k] ]

Filled at follow
up visits

Hypertension & Diabetes

Treatment Card

Trea tmend datn
R
Blood pressuns

Bilood sugar

Troatmend doss Flaass wring doss

I“““: Filled at follow
sz up visits

to follow up patients

Outcame of follow-up
Transiomad 10 anothor putilc haalth faciiy. Weka taciity nama:

Lot o follow up (Mo folow L for 12 months):

Do, Wil e

- Additional notes




Storage & Retrieval of hypertension treatment cards

End of quarter

Shelf I: Arrange cards by unique Shelf Il: Move the treatment card to .
treatment number at the start of =) next shelf after giving treatment and 1. Leftover cards in shelf | at the end of each month means these
the month/ quarter marking a tick on the card. 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 IlI.
3. If the patient has died, mention date of death in the follow up

e 0]0]
section of treatment card and move the card to Shelf Ill.

101-200

201-300

301-400

401-500

501-600

601-700

World Health
Organization




Use of Durg cartons for IHCI cards
storage

IHCI Cards
storage
practices in
different states

; /_/,_,;/,/

IHCI cabinet for storage of treatment
cards

g’@ World Health

W fJOrganization IHCI cards storage

rack

-



. — Patient BP Passport Patient NCD Card

Record BP exactly as displayed

@

on BP davice, without rounding. ‘f ﬁ f g

ﬂe‘ 5 Today's Date BP Blood Sugar & f E‘Jg
d 2|°005

aloig ddy ’

Y UD PEoIMOg

Rl e g b e B £ Lt Blbly
s i e @ B2 I (e s 20 b2 919
5 U (e bt @

dde 11odssed dg

o BBRpE by FRE

DB RIB phie s 28 j 2ihiMh fhils BS
59 did ureulE & §T R WU 9Ty A5y

IHCI BP Passport

s
Cawv] bt
Patient name 1 &1 T Patient ID sriir o amét E Ll e fyaa M
Return for your next blood pressure check-up on 3t dfirdt orie o faf £
Date R Date fafR Date RAfit Date RAfi Date PR “l 0K I .
) CBC 3
Date R Date 38 Date f4f Date fafd Date faf&r Notes = ~
Y gl
Dt R Date PR Date Dass Bt Dats B v Saefl ==
S 08 [ vy
Lipid Profile b !
| . a'u‘— 1 I-AI.‘ .| 2
| . KFT | ™
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. Full address
Date of Patient I Mame Age | Gender | Phone number (House no, Name of hamlet/ village/colonyf | Mame of HWC Ha_me_uf
registration number sfo, dfo, wio Nagar/ town, nearast landmark) Mitanin
Ouarterly HTH
qutcame Anrial HTN
Monthly Follow up record — Blood Pressure & Blood Sugar value {3-6 months Ep—
Medicines after -
provided registration)
ap | BP control
Apr 2022 | May 2022 | Jun 2022 | Jul 2022 | Aug 2022 | Sept2022 | Oct2022 | MNow 2022 | Dec2022 | Jan 2023 | Feb 2023 | Mar 2023 ﬁ:;"p:-: Y/MS v
Death/Pvt
Ouarterly HTH
gutcome sl HTM
Monthiy Follow up record — Blood Pressure & Blood Sugar value (3-6 months Er—
Medicines after -
provided registration)
BPF control
Apr 2022 | May 2022 | Jun 2023 | Jul 2022 | Aug 2023 | Sept 2022 | Oct 2023 | Mow 2022 | Dec2022 | Jan 2024 | Feb 2024 | Mar 2024 H'Irp,."::{ml ;‘fN:thﬂ
==

Facility

Hypertension
Register




Cohort monitoring

* Follow up register

* Patient tracking matrix

e ASHA wise line list

* Default retrieval: Patient Calling or Call to ASHA

* Linking of all sources data
* Decentralization . .
* Sector wise meeting

* ASHA Home visits  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

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

| record update control rate

Annual control
Summary of report rate (2 years)




* Developed for use by the

Pharmacists for IHCI patients
* Date of visit + BP reading + i
Medicines provided mentioned in o hian | A0 i raageati 25 i
P AR NN AL "D |50 12155 3
the format “eiac T RN S e 7
. =T iolA-50 [1ja1fen 40 30 SV2z \ahSip-a0 |
e Useful when Staff Nurse busy in —= 1 okt 1
other activities and unable to = b g paneiy A - i
update In the treatment card or — #»limuw:gz 2slaka2a130/A-3.0 helabadaled [ A-30 Vel 168N Ay
follow up register or CPHC Portal. = pall2al o[ AGn hstaton rue¥) A0 (i3 . i 3L i 66 | ”*u\r'jg%m
* SN update data on Portal later oo | o B N N N 2L 22 Y A D T
. - PN D S  len)all26)q [ ATORE Rotes \AGRE O
based on this record Cem liolen/ugB6]  ppesimnes] \o\a\u,q/; "\“ B -
o [§\0\2 s%\wh-m el 2o1137/76/# B Layapall BRI b 7y T
‘o o225y 5]7P A ~E© , [ SlaPaige] s Ay
ws lo))}2 1 }f to| A -302F 22 i113A-30 [012)23u 119 A-20[ PJ, N
7 o116 o 1)\ \—(;%g
gf@v World Health YT s g B i S S 1
&89 Organization o pplilpads\R@eESe [ | | |



Decentralization of IHCI Services

Number of Health & Wellness Centers/Sub centers imp ing * Follow up services and drug

10000 14285 14326 refills for Hypertension

14000 patients were being provided
in 14,326 SC-HW(Cs by Dec-22.

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

12000

10000

8000

6000

4000

No. of sub centres/HWCs

2000

Jan-20  Apr-20 Sep-20 Dec-20 Apr-21 Sep-21 Dec-21 Apr-22 Aug-22 Dec-22

t‘/’/@l N, World Health
\\’\!_l_\ %’%ﬁ Organization
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g =F ' BPchecking & Medicine
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Decentralization — ASHA Involvement
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Ghana plan
for developing
and
implementing
a nationwide
NCD e-tracker
using its local
capabilities

(7R World Health
...ﬂ...v Organization
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Spectrum of data collection methods

. . Outpatient registr

Patient registry P g. y
Forms and records . notebook (series
notebook (Triage) .

of visits

Form for reporting to
Patient file Tally sheets district/province/region P RO M S
/ national

. It’s being used to find It's bfalng use?d to tre.zck It is being used for It’s being used to count . It's being used to It S being to u§ed to
Practices . . service and its quality . . . inform levels on the include patient
patient unique ID . patient management patients/services
for each patient performance

experiences in the M&E

Paper-based
data collection
platform
data collection [ district/province/region ]7
platform / national (dashboard)

Analysis

Interpretation

Target setting

Tracker dlgl.tal Patient registry Outpatient registry Form for reporting to

data collection notebook (Triage) notebook (series Tally sheets district/province/region
platform : of visits / national (dashboard)

E-reglstrY data Patient registry Form for reporting to
collection ; Patient file Tally sheets district/province/region
platform notebook (Triage) / national (dashboard)

On the paper
World Health
Organization

Action plan

Outpatient registry
notebook (series

Accountability and
Performance
improvement

On the electronic platform



Implementation steps

NCD RHIS What are NCD Is there a platform Is there a list of ngi'FlatZ:;T:IT:?te :—P:];r"r]:;zt:lc::aaanr:
implementation, integrated programs for NCD data limited numbers of ne:eIdZd data and colm - tible with
preservation, and in primary care collection at the standard indicators calculate the WHOp published

o - 5 . 5
advancement settings? facility level? and their metadata? indicators? indicators?

Which type of data
collection platform
is being used?

@) World Health
%Y Organization




Nepal
hypertension
Initiative using &%
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Heart disease - Leading cause of death also in Nepal

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

7% are
Controlled
(165,737)

19% are
treated
(449,859)

33% are
diagnosed
(781,335)

2,367,682 adults
30-79 have
hypertension

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

37

25.10.2022 Information session on Reaching Billion 1 and 2 and SDG3.4: NCDs in Primary healthcare and Universal Health Coverage also as a foundation for preparedness



Start focused. Create a model of care in Kavre that
can be scaled up stepwise to other districts

30000
treated

45000
diagnosed

70496 adults 30-
79 have
hypertension

urces: Nepal STEPS Survey (2019)Global Burden of disease Study (2020).
38

Information session on Reaching Billion 1 and 2 and SDG3.4: NCDs in Primary healthcare and Universal Health Coverage also as a foundation for preparedness

25.10.2022



What does this mean for
¥ Tukuchanala (with 2269 pop from

| Chaurideurali Gaunpalika) Primary
Health Care Centre?

30 old +61 new
Controlled
(2
cases/month)

81 old+100
New treated
(3 cases/

month)

141 old+131 new
cases
diagnosed
(4 cases / month)

429
adults 30-79 have
hypertension

. Data Sources: Nepal STEPS Survey (2019)Global Burden of disease Study (2020). 39



Inspiring change
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Welcome

* rThe WHO HQ NCD Mission
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Ministry of Health
Health Directorate
Health Office, Kavrepalanchok, Nepal

| \% Bagamati Provincial Government
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Myanmar
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working wi -
private sector \




Concerns and challenges

= Noncommunicable
i disease facility-based
i monitoring guidance

e Standards

* |nfrastructure

e Capacity building

CAPACITY BUILDING

» Data for action (service management system)

* Data quality

* Fragmentation

&% Organization

745

t‘/’@ World Health
|



I I Ia I I kS I Do you have any questions?
@

farzadfarf@who.int




