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It is my privilege to introduce the Operational Guidelines for Non-Alcoholic Fatty Liver
Disease (NAFLD) version 2.0 under the National Programme for Prevention and
Control of Non-Communicable Diseases (NP-NCD). These guidelines represent a
significant milestone in our ongoing efforts to strengthen the prevention, early
detection, and management of chronic diseases in India.

NAFLD is rapidly emerging as a major public health concern, closely linked with
metabolic disorders such as obesity, diabetes, and cardiovascular diseases. With the
rising prevalence of these conditions in our population, it is critical that we equip our
healthcare professionals with the necessary tools to address this complex disease
effectively. These guidelines provide a clear framework for health workers at all levels,
from community health workers to medical officers, to ensure comprehensive care and
management of NAFLD.

The Ministry of Health and Family Welfare remains committed to provide evidence-
based strategies to enhance the quality of care for NAFLD patients. I also extend my »
heartfelt congratulations to ILBS and the team of experts for their exceptional efforts

in developing these guidelines. Their expertise and dedication have been pivotal in
bringing this important document to life.

I urge all healthcare providers and stakeholders to diligently implement these
guidelines in their respective areas and work together to ensure their success. This
initiative aligns with our broader goal of reducing the burden of non-communicable
diseases and improving the overall health of our population.

Dated 26 September, 2024 (Apfrva Chandra)

Room No. 156, A-Wing, Nirman Bhawan, New Delhi-110 011
Tele : (O) 011-23061863, 23063221, E-mail : secyhfw@nic.in
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Punya Salila Srivastava 72— '\irman Bhavan, New Delhi-110011
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Message

It gives me great pride to introduce the Operational Guidelines for Non-Alcoholic
Fatty Liver Disease (NAFLD) version 2.0, a critical step in our ongoing battle
against non-communicable diseases in India. As the prevalence of NAFLD
continues to rise alongside other metabolic conditions, it is essential that we
equip our healthcare system with the right tools and knowledge to effectively
combat this growing public health challenge.

These guidelines are designed to empower healthcare providers at every level—
from community health workers to specialists—with the necessary resources to
identify and manage NAFLD in its early stages. By promoting lifestyle changes
and early intervention, we can significantly reduce the progression of NAFLD to
more severe liver diseases and improve the overall health of millions of Indians.

I am confident that the integration of NAFLD into our National Programme for
Prevention and Control of Non-communicable Diseases (NP-NCD) will enhance
the capacity of our healthcare system to tackle this complex condition. The
Ministry is dedicated to ensuring that these guidelines are implemented
effectively across the country, bringing us closer to our goal of a healthier India.

I would like to express my gratitude to the team of experts, researchers, and
healthcare professionals whose collective efforts have made this document
possible. lurge all stakeholders to take full advantage of these guidelines in their
daily practice and help shape a healthier future for our country.

| / Yo, ds.

(Punya Salila Srivastava)

TEH - WHGNI € @91d & / Talking about AIDS is taking care of each other
www.mohfw.nic.in
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MESSAGE

The NAFLD is a health and economic burden on healthcare systems, with increased costs related 1o managing
advanced liver disease, cardiovaseular complications, and associated metabolic conditions. This underscores the
nieed for early detection and cost-effective strategies to mitigate their impact in long run.

Fhis updated Operational Guidelines for Non-Alcoholic Fatty Liver Disease (NAFLD) under the National
Programme for Prevention and Control of Non-communicable Diseases (NP-NCD) ENCOMPAsses necessary
strategies to address the challenge. Infact, prevalence of NAFLD is ri

¢ alongside other metabolic conditions
such as obesity, type 2 diabetes, and cardiovascular disease. Current estimates indicate that upto one-third of
adult population in India may be affected by NAFLD, making it imperative that we address this challenge
through comprehensive and coordinated efforts,

The guidelines place emphasis on health promotion and carly detection which important to ensuring that patients
with NAFLD receive timely and appropriate care. Also, the role of primary care providers, community health,
workers, and medical officers in early detection and management is central to the success of this initiative.

Lifestyle modifications remain the comerstone of NAFLD management, and these guidelines provide clear,
actionable steps for promoting healthy diets, physical activity, and weight management —interventions that are
critical for halting progression of NAFLD and also reducing overall burden of non-communicable diseases.

The operational guidelines also advocate for a multidisciplinary approach, integrating the efforts of healthcare
providers from various disciplines, including hepatology, endocrinology, and cardiology, to ofYer holistic care
to individuals affected by NAFLD. This collaboration is essential for managing the complex interplay of
metabolic processes that contribute to progression of the liver disease.

| would like to appreciate all experts, clinicians, and researchers who have contributed to this important

document. | urge all stakeholders 1o adopt these puidelines fully and to work together to reduce the burden of
NAFLD, thereby improving health and well-being of millions of individuals across India.

(Atul Goel)

Room No. 446-A, Nirman Bhawan, New Delhi-110108 )
Tel. No.: 011-23061063, 23061438, Fax No.: 011-2306 1924, email:.dghs@nic.in
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Message

.

The Focus on Non-Alcoholic Fatty Liver Disease (NAFLD) under the National
Programme for Prevention and Control of Non-Communicable Diseases (NP-NCD) is crucial
in addressing the growing burden of metabolic and lifestyle-related diseases in India. As a
public health challenge linked 1o obesity, diabetes, and cardiovascular conditions. NAFLD
requires timely and focused interventions to prevent its progression to more serious liver
diseases and associated complications.

These Operational Guidelines-for NAFLD provide a comprehensive framework to
empower our healthcare workforce, especially those working at the grassroots level, including
ASHA workers, ANMs, and community health officers. By emphasizing early detection, risk
stratification. and lifestyle modifications, these guidelines will equip our health systems to
identify high-risk individuals and implement effective, patient-centered interventions.

The guidelines also underscore the importance of integrating NAFLID management into
our ongoing efforts under the National Health Mission (NHM) to address Non-Communicable
Diseases (NCDs). The NHM’s focus on strengthening primary healthcare is vital for reaching
individuals at risk. providing early diagnosis, and ensuring sustained lifestyle interventions.
The operationalization of these guidelines through the public health system will not only
improve liver health but also contribute to better management of coexisting conditions such as
diabetes and hypertension, thereby reducing the overall NCD burden.

I would like to take this opportunity to congratulate the team of Experts for their
dedicated efforts in creating these revised guidelines. Their expertise and hard work have been
instrumental in shaping this comprehensive document. I urge all stakeholders across the health
system to work collaboratively to implement these guidelines and improve the health outcomes
for millions of Indians affected by or at risk of NAFLD.

(Ms. L. 5Changs:n)

‘A’ Wing, Nirman Bhawan, New Delhi-110011
Tel. : 011-23061723, 23061773, e-mail : Ischangsan@nic.in
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Latha Ganapathy, IAS
Joint Secretary

MESSAGE

The focus on Non-Alcoholic Fatty Liver Disease (NAFLD) into India’s national health
programmes marks a significant milestone in our ongoing efforts to tackle the growing burden of
non-communicable diseases (NCDs). As one of the most common liver disorders, NAFLD is
closely associated with conditions such as obesity, type-2 diabetes, and cardiovascular diseases,
which together pose a considerable challenge to public health in India.

These Operational Guidelines for NAFLD, developed under the National Programme for
Prevention and Control of Non-communicable Diseases (NP-NCD), offer a comprehensive and
systematic approach to screening, risk stratification, and management. A key focus of these
guidelines is on lifestyle modifications, which form the foundation of NAFLD prevention and
management. By promoting healthy eating, physical activity, and weight management, we cannot
only prevent the progression of liver disease but also address the broader spectrum of metabolic
disorders affecting our population.

As we move forward, I urge all stakeholders to adopt these guidelines in their daily practice
and work collaboratively to improve health outcomes for individuals living with or at risk of
NAFLD. Together, we can significantly reduce the burden of liver disease and create a healthier
future for India.

( L%ﬁ%&bathy]

Room No. 145, 'A’ Wing, Nirman Bhawan, New Delhi-110011
Tel. (O) : 011-23063809, E-mail : g.latha@nic.in
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In a country experiencing the epidemiological transition from Communicable Diseases
to Non-communicable diseases (NCDs), NCDs are a major threat causing morbidity. premature
mortality, and huge productivity and economic losses. The changed lifestyle behaviours over
the years are impacting our health greatly resulting in diseases like Non-Alcoholic Fatty Liver
Disease (NAFLD) at the forefront of NCDs. Incorporating NAFLD under National Program
for Prevention and Control of Non-Communicable Diseases was a milestone step in the
direction of achieving overal] health.

The release of Revised Operational Guidelines for NAFLD gives a revised commitment
toward implementing services for NAFLD under NP-NCD. For which, I would like to extend
my heartfelt thanks to Prof. (Dr.) S.K: Sarin, Director, Institute of Liver and Biliary Sciences
(ILBS) and his team from ILBS (Dr. BB Rewari and Dr Manya Prasad) for their invaluable
contribution and visionary leadership in shaping these guidelines, Special acknowledgment
goes to the ILBS team for its contributions to the layout and design of this guide,

[ would like to express my sincere gratitude to Prof. (Dr.) Atul Goel, Director General
of Health Services (DGHS) and Ms. L.S. Changsan, Additional Secretary, for their leadership
in ensuring the highest quality and timely completion of this important document. I extend my
gratitude to Ms. Latha Ganpathy, Joint Secretary for overseeing this process so diligently.

The hard work of the entire technical expert group members for NAFLD, who have
contributed tirelessly to bring out these guidelines in record time, deserves special mention.
Special gratitude to Dr Avinash Sunthlia, DADG (NCD) and Dr. Shweta Singh, NCD
Management & Surveillance Officer, WHO India for providing their technical and public
health expertise and their tireless efforts in bringing out the refined version of the document
and remarkable coordination for the release,

[ also extend sincere appreciation to my team, including Ms Sarita Nair, Deputy
Secretary (NCD), Dr. Shikha Vardhan, ADG (NCD), Dr Sunny Swarnkar, DADG (NCD), Dr.
Manoj Kumar Singh, AD (NCD), and consultants Dr, Roli Srivastav, Ms. Ritika Kumari, Mr.
Naiyar Azam. Ms. Richa Bharti, Dr. Ankita Piplani. Dr. Shefali Sharma, and Dr. Athira Satisan
for their coordinated efforts during the release.

+ | would also like to extend my gratitude to cach and every individual who has
contributed to the conceptualization, writing, proofing, and printing of this revised edition of

the Operational Guidelines. W
(Dr. L. Swasticharan)
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CHAPTER 1

1. Introduction

Non-Alcoholic Fatty Liver Disease (NAFLD) is the most common chronic liver disease
globally, estimated to affect up to one-third of adults worldwide. In India, the
estimated prevalence ranges from 9- 53% [1, 2]. NAFLD is closely associated with
obesity, type 2 diabetes mellitus, dyslipidemia, hypertension, coronary artery
disease, metabolic syndrome, and several cancers. It predates many of these
conditions and has a bi-directional link with them [3, 4]. Due to its widespread
prevalence and the increased risk of developing liver cirrhosis and cancer, NAFLD has
been identified as a disease requiring a robust primary care component for its
prevention and control [1]. Evidence -based strategies for the prevention and control
of NAFLD are crucial for effectively managing and educating patients with this
condition.

The revised operational guidelines for NAFLD provide updated information and
strategies to enhance the prevention and management of NAFLD under the purview
of the National Program for Prevention and Control of Non-Communicable Diseases
(NP-NCD).

This guideline covers the prevention and control of NAFLD through early diagnosis,
risk stratification, and management through lifestyle modification and health
promotion. It also deliberates on the various services provided at the different
healthcare levels viz. community level, primary healthcare level, and secondary
healthcare level.

1.1. Definition and Disease Burden

NAFLD is a liver disorder caused by the accumulation of excess fat in liver cells, not
necessarily caused by significant alcohol consumption. It is normal for the liver to
contain some fat. However, if more than 5% of the liver's weight is fat, it is called a fatty
liver (steatosis) [4]. NAFLD encompasses a spectrum of conditions, ranging from
simple fatty liver (NAFL or simple steatosis) to non-alcoholic steatohepatitis (NASH).
In NAFL, hepatic steatosis is present without evidence of significant inflammation,
whereas in NASH, hepatic steatosis is associated with hepaticinflammation [5-7]

NAFLD is strongly associated with rising rates of obesity and metabolic syndrome. The
prevalence isincreasing in developing countries due to changing dietary patterns and
sedentary lifestyles. Cardiovascular disease is the most common cause of mortality in
NAFLD, suggesting a close interlink with other non-communicable diseases (NCDs).



1.2.Pathogenesis and progression

The precise mechanisms underlying the development and progression of NAFLD are
not yet fully understood. However, it is believed that multiple factors, including
insulin resistance, oxidative stress, inflammation, and genetic susceptibility, play
significantroles [5]. The progression of NAFLD involves the following stages:

1. Simple Steatosis: The initial stage is characterized by fat accumulationin liver cells
without inflammation or liver cell damage, and individuals may remain
asymptomatic.

2. Non-Alcoholic Steatohepatitis (NASH): Fat accumulation triggers inflammation
and liver cell injury. This inflammation can lead to the progression of NASH, involving
liver cell damage, swelling, and potentially fibrosis (scarring).

3. Liver Fibrosis and Cirrhosis: In individuals with NASH, continued inflammation
and liver cell damage can lead to liver fibrosis, characterized by the accumulation of
scar tissue. Over time, advanced fibrosis can progress to cirrhosis, a severe stage
associated with liver dysfunction and complications such as liver failure and
hepatocellular carcinoma.( Figure 1)

ﬁ?( )

o ¥

Healthy Liver Simple Steatosis/ NASH End Stage Liver
v Fatty Liver (Fat + Inflammation) Disease

Fig. 1: Disease spectrum of NAFLD

1.3.Risk factors and associated diseases

Several factors contribute to the development of NAFLD. Understanding these
risk factors helps identify individuals more susceptible to the disease and its
progression (Figure 2 and Table 1). Common risk factors include:



a) Obesity/ Metabolic Syndrome: Excess body weight, especially abdominal
obesity, is a significant risk factor for NAFLD. The accumulation of fat around the
abdomen contributes to insulin resistance and inflammation in the liver. Metabolic
syndrome comprises a cluster of conditions, including abdominal obesity, high blood
pressure, high blood sugar, and abnormal blood lipid levels. NAFLD is frequently
observed in individuals with metabolic syndrome. NAFLD has been observed to
occurin 60% to 90% of persons who are obese [8,9].

b) Insulin Resistance and Type 2 Diabetes Mellitus: Insulin resistance is closely
associated with NAFLD. Individuals with type 2 diabetes mellitus are at an increased
risk of developing NAFLD. NAFLD has been observed to occur in 40% to 80% of those
with type 2 diabetes mellitus [8,9].

c) Sedentary Lifestyle: Lack of physical activity and a sedentary lifestyle are
associated with development and progression of NAFLD [7]. Regular aerobic
exercise (e.g., walking, cycling, or swimming) and resistance training (e.g.,
weightlifting or bodyweight exercises) promotes weight loss, improves insulin
sensitivity, and reduces liver fat accumulation.

d) Dietary Factors: High-calorie diets, mainly those high in unhealthy fats and added
sugars, contribute to the development of NAFLD. For prevention, diets rich in fruits,
vegetables, whole grains, and lean proteins are recommended.

e) Other Risk Factors: Age (middle-aged and older adults), gender (males have a
higher risk), certain medications (e.g., corticosteroids, tamoxifen), and certain
medical conditions (e.g., polycystic ovary syndrome, sleep apnea) are also
associated with increased NAFLD risk [8].
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Figure 2: Risk Factors & Associated Diseases with NAFLD

Comorbidities | NAFLD Progression of Progression of

prevalence/ risk Liver diseaSES/ Comorbidity from

complication NAFLD
Obesity 60-90% Strong risk NA
. o .
Type.2 Diabetes| 70% Strong risk Strong risk
Mellitus
Metabolic
o . i<k

e 53% Strong risk Strong ris
Obstructive ) ) )

2-3 times risk Moderate risk -
sleep apnea

Table 1. Bidirectional link of risk factors associated with NAFLD[9]

1.4. Population at Risk for NAFLD

Identifying individuals at high risk for NAFLD is crucial for early intervention and
prevention. Here are some key points for identifying high-risk individuals:

i.Obesity: Assess body mass index (BMI) and waist circumference. Individuals with
a BMI = 23 kg/m? or waist circumference = 90 cm in men and = 80 cm in
women are at higher risk.



ii. Metabolic Syndrome and Insulin Resistance: Evaluate for components of
metabolic syndrome, including abdominal obesity, high blood pressure, high fasting
blood glucose levels, dyslipidemia and females with PCOS.

iii. Type 2 Diabetes: Consider individuals with known diabetes or impaired glucose
tolerance as high risk for NAFLD.

iv. Family History: Inquire about a family history of NAFLD and other metabolic
syndrome components, especially in first-degree relatives.

v. Medications and Medical Conditions: Identify individuals taking medications
associated with NAFLD risk (e.g., corticosteroids) or medical conditions linked to
NAFLD (e.g., polycystic ovary syndrome, sleep apnea).

vi. Other Risk Factors: Take into account age (middle-aged and older adults), gender
(males have a higher risk), and lifestyle factors such as sedentary behavior and
unhealthy dietary patterns [10]. Alcohol consumption, even at moderate levels, can
exacerbate the progression of NAFLD by increasing liver inflammation and fat
accumulation, complicating the management and outcome of the disease.

vii. Hypertension: Persons with hypertension may be considered at high risk for all
components of metabolic syndrome.



CHAPTER 2

2. Operationalization of NAFLD

NAFLD is designed and included within the broad structure of NP-NCD at each level
of health care delivery.

2.1.Services at different healthcare levels

The key strategies include a continuum of prevention and care to address the
spectrum of NAFLD at various levels of healthcare (Figure 3 ). For this 'bottom-up'
approach is to be implemented. The first step begins at the community level, where
health workers (ASHA) conduct risk assessments through the Community Based
Assessment Checklist (CBAC) to identify individuals at an increased risk of having
NAFLD.[11]

® Population screening for obese, DM, HT,
Stroke, Cancers, CKD, Cirrhosis, etc. for NCDs

® Referral of high-risk, Initiate Interventions

*Community worker

® |dentification of NAFLD, referral

®Also stratify obese, HT, DM, CAD, *PHC (1:30,000 population)
NAFLD

® |nitiate Interventions

* Diagnosis of NAFLD «CHC (1: 100,000 population): RISK
« Stratification, Referral STRATIFICATION FOR FIBROSIS
to specialist

Management
of cirrhosis,

CVD, HT *District hospital: RISK STRATIFICATION AND

MANAGEMENT OF COMPLICATIONS

Fig. 3. Bottom-up approach for community-based risk stratification and
management of NALFD[12,13]



Primary care providers (Medical Officers at the PHC level) will validate these risk
assessments, administer appropriate therapy for risk factors, health promotion and
prevention or facilitate referrals. Easy-to-use and inexpensive non-invasive tests,
such as FiB-4 (Fibrosis-4 risk score for advanced liver fibrosis), have beenincludedin
the operational guidelines, offering the opportunity to reduce inappropriate
referrals to specialists.

At the secondary care level, the diagnosis of NAFLD and risk stratification for
advanced liver fibrosis, including the use of transient elastography, will guide
further management and referral as per the NP-NCD guidelines.

2.2. Rolesand Responsibilities of healthcare providers
2.2.1. Atthe Community level: ASHA

- Identifies and refers the following high-risk people using Community-Based
Assessment Checklist (CBAC) in adults aged more than 30 years:

: Personal and family history of Diabetes, Hypertension, Coronary Heart
Disease, liver diseases, gallstones and cancers.

- Abdominal obesity assessment (waist circumference of >90 cm in adult men 0>80
cmin adultwomen) or Body Mass Index (BMI) assessment (BMI =23 kg/m?).

- Those individuals who have a history of diabetes and/or obesity are referred to
subcentre /Ayushman Aarogya Mandir (AAM) by ASHA as NAFLD suspect.

2.2.2. At the Subcenter level: Multipurpose Worker (Female/Male) Community

Health Officer (CHO)

+ Validates allindividuals referred by ASHA
* Further makes assessments for the following:

. Abdominal obesity (waist circumference >90cmin menor>80cmin
women)

. Overweight and obese (BMI =23 kg/m2)

- Personal or family history of hypertension, diabetes, heart disease, cancer,
liver disease, gallstones.

. Screening for diabetes, hypertension, cancers

. Pedaledema



. CHOtosupervise the assessments and data for monitoring

2.2.3. At Primary care level (PHC) level: Medical Officer (MO)

- Medical officer will examine patients referred by ANM/CHO
. High-riskindividuals are to be identified by Medical Officers as those having:

. Abdominal Obesity (waist circumference of >90 cmin men or >80 cmin women)

. Overweight and obesity (BMI =23kg/m?2)

. Diabetes, Hypertension, Coronary Heart Disease, Dyslipidaemia, liver disease,
gallstones, cancer

. Any patient with abnormal LFT report or areport showingincidental detection of
hepatic steatosis on ultrasound (USG), which is available to the patient, should be
further evaluated.

. Family history of Diabetes, Hypertension, Coronary Heart Disease, liver diseases,
gallstones and cancers

- Medical officers may undertake teleconsultation, if required.
2.2.4. At Community Health Centre (CHC) level: Medical Officer (MO)

At Community Health Centres, risk stratification for the presence of fibrosis may be
carried out by running simple blood tests for high-risk individuals (diabetics, obese,
referred from PHC for other causes).

Complete blood count and Liver Function tests are the blood investigations required
to calculate non-invasive risk scores FIB-4 (Fibrosis-4) and NFS (NAFLD Fibrosis
Scores). Calculate FIB-4/NFS score on the application. The non-invasive risk scores
will guide further referral or management as per the following risk stratification
algorithm (Figure 4):

Calculate FIB-4 or NFS score

*Low Risk for advanced Indeterminate Risk for 1.High Risk for advanced
liver fibrosis advanced liver fibrosis liver fibrosis
« Refer patients back to Refer patients to District 2.Refelr patients .to District
PHC for management of Hosppital for further Hospital or Tertla.ry care
Diabetes, Dyslipidaemia, evaluation Centre for:
Hypertension, weight «For management of
reduction adv_anced fibrosis
*Patient to be reassessed »Screening and treatr_nent
after 3 years of Portal hypertension
« Screening for HCC

Fig. 4. Non-invasive risk scores and Risk stratification for management of patient



Components Cutoff

NAFLD Age, BMI, Type 2 Diabetes Mellitus,
Fibrosis score, NFS |AST, ALT, PLT, Albumin

-1.455, 0.676

Fibrosis-4 AST, ALT, Age, Platelets >2.67 high risk

Table 2: Cut-offs for non-invasive risk scores for risk stratification of NAFLD[14]

The cut-offs presented in Table 2 for the NAFLD Fibrosis Score (NFS) and FIB-4 score
represent thresholds used to assess the risk of advanced liver fibrosis. These scores
are calculated based on a combination of clinical factors, such as age, liver enzymes
(AST, ALT), platelet count, and BMI. The cut-offs help categorize patients into low,
intermediate, or high risk for advanced liver fibrosis, guiding further management
or referral for specialized care. For example, a FIB-4 score below 1.30 indicates a low
risk, whereas a score above 2.67 suggests a high likelihood of advanced fibrosis. It is
important to note that these cut-offs are based on global data and may require
clinical adaptation when applied to specific populations, such as the Indian
population, where metabolic risks may manifest at lower thresholds.

2.2.5. AtDistrict Hospital (DH) level: Medical Officer (MO)

Patients referred from CHC as having indeterminate risk for liver fibrosis may
undergo ultrasound or transient elastography at the district hospital. Transient
elastography (Fibroscan®) is envisaged to be made available at the level of district
hospitals. Training on operating a Fibroscan® machine will be imparted to nursing
staff involved in screening for liver fibrosis and steatosis using this technique.
Transient elastography may guide further management as depicted below.

NAFLD patient with Indeterminate risk for advanced
liver fibrosis referred from CHC

!

Perform Transient Elastography (Fibroscan®)

¥ v

Low risk for advanced liver fibrosis High Risk for advanced liver fibrosis
(<=7.9 KPa) (>7.9 kPa)
Refer patients back to PHC for management of]
Diabetes, Dyslipidaemia, Hypertension, weight Management of advanced fibrosis, Screening
reduction and treatment of Portal hypertension,
Patient to be reassessed after 1-3 years Screening for HCC, Referral to Tertiary care
centre

Fig. 5: Management Guidance through Transient Elastography




CHAPTER 3

3. Diagnosis and Management of NAFLD

Early identification of NAFLD allows for appropriate interventions, lifestyle
modifications, and follow-up to prevent disease progression and related
complications. This section provides a summary of the various methods for
screening and diagnosing NAFLD.

3.1. Screening and diagnosis of NAFLD

Early screening and diagnosis of NAFLD is crucial for timely intervention and
preventing disease progression[12,13]. The following methods are commonly used
for screening and diagnosis of NAFLD:

3.1.1. Medical History and Physical Examination: Assessing risk factors and
symptoms (if present) and conducting a physical examination can provide valuable
information. Clinical assessment and physical examination can provide additional
clues for NAFLD risk assessment. Consider the following:

a) Symptoms: Although most individuals with NAFLD may be asymptomatic, some
nonspecific symptoms, such as fatigue, malaise, and right upper quadrant
abdominal discomfort, may be present.

b) Signs of Metabolic Syndrome: Assess for signs of metabolic syndrome, including
central obesity, elevated blood pressure, and insulin resistance (e.g., acanthosis
nigricans, skin tags).

c) Hepatomegaly: Palpation of an enlarged liver during physical examination may
suggest fatty liver disease. However, note that NAFLD can also be present with a
normal liver size.

d) Signs of Advanced Liver Disease: In advanced stages of NAFLD, signs of chronic
liver disease such as jaundice, ascites, spider angiomas, palmar erythema, and
hepatosplenomegaly may be present.



3.1.2. Laboratory Tests:

a) Liver Function Tests: Evaluate liver enzyme levels, including alanine transaminase
(ALT) and aspartate transaminase (AST).

b) Lipid Profile: Measure total cholesterol levels, low-density lipoprotein (LDL)
cholesterol, high-density lipoprotein (HDL) cholesterol, and triglycerides.

c) Fasting Blood Glucose: Assess blood sugar levels to screen for diabetes or
impaired glucose tolerance [6].

3.1.3. Imaging Studies:
a) Ultrasonography

b) Transient Elastography (Fibro Scan®): Measures liver stiffness to assess the
degree of fibrosis or cirrhosis. It provides two measurements: the measure of
fibrosis in kilopascals (kPa) and the measure of steatosis in terms of Controlled
Attenuated Parameter (CAP). A cutoff of >7.9 kPa is considered indicative of
significant fibrosis (F2 to F4) [15]. Controlled Attenuation Parameter (CAP) provides
a measurement of liver steatosis. The following cut-offs are used for stratifying the
grade of steatosis:

CAP score Steatosis grade Liver with fatty change

248 to 268 dB/m S1 11% to 33%

268 to 280 dB/m S2 34% to 66%
Higher than 280 dB/m S3 67% or more

Table 3: CAP score for grading of Liver Steatosis

3.1.4. Otherinvestigationsin specialized settings:

a) Magnetic Resonance Imaging (MRI), Magnetic Resonance Proton Density Fat
Fraction (MRPDFF) and Magnetic Resonance Elastography (MRE): Advanced
imaging techniques that can provide more accurate assessment of liver fat content,
fibrosis, and inflammation.



b) CT (Computed Tomography) can be utilized for the quantification of liver fat
content and assessment of liver morphology, providing detailed imaging to support
the diagnosis and management of NAFLD.

c) Liver Biopsy (In very selected cases): A liver biopsy may be recommended for
patients with suspected advanced disease or when other diagnostic methods are
inconclusive. It's important to note that liver biopsy is an invasive procedure
associated with risks, and referral to a hepatologist is recommended after careful
consideration of individual patient factors and clinical judgment.

d) Fasting serum Insulin levels (to calculate HOMA-IR): HOMA IR is an estimation of
insulin resistance. It can be calculated by the formula-Fasting glucose (mmol/L) x
fasting insulin (mlU/L)/22.5. If more than 2.5, it indicates insulin resistance. Insulin
resistance is a condition that affects liver and can lead to hyperglycaemia, Type 2
Diabetes, NAFLD etc

e) Upper gastrointestinal endoscopy to exclude portal hypertension
3.2. Management of NAFLD

Health Promotion and Lifestyle modifications for NAFLD are the mainstay of the
prevention and management of NAFLD.

3.2.1. Lifestyle Modifications for NAFLD:
a) Abstain from Alcohol: complete avoidance of alcohol intake is advisable

b) Immunizations: Vaccination for hepatitis B virus should be administered to
patients.

c) Modify Risk Factors for Cardiovascular Disease: Patients with NAFLD are at
increased risk for cardiovascular disease and often have multiple risk factors (e.g.,
hypertension, hyperlipidemia). The lifestyle interventions below should be advised
toall patients [16].

3.2.2. Healthy Diet Recommendations: A healthy diet is crucial for NAFLD
prevention and management. Here are some dietary recommendations:



a) Balanced Macronutrients:

i.Emphasize a well-balanced diet consisting of carbohydrates, proteins, and healthy
fats.

ii.Opt for complex carbohydrates such as whole grains, legumes, and vegetables,
while limiting refined carbohydrates such as white bread, pastries, and sugary
cereals and sugary foods.

b)Healthy Fats:

i.Encourage the consumption of healthy fats like unsaturated fats found in nuts and
seeds or ghee.

ii.Limit saturated fats found in red meat, full-fat dairy products, and fried foods.
iii.Avoid trans fats, commonly found in processed and fried foods.

c) Portion Control and Calorie Intake:

i.Promote portion control to avoid excessive calorie intake. Portion control involves
managing the amount of food consumed in a meal to align with your nutritional and
caloric needs, helping to prevent overeating and maintain a balanced diet. It
includes understanding appropriate serving sizes and balancing food groups.
Strategies such as mindful eating, using smaller plates, pre-portioning snacks, and
checking nutrition labels can support better portion control. By practicing portion
control, individuals can manage their calorie intake more effectively, contributing to
better weight management and overall health without feeling deprived. A dietary
recall notebook to be maintained wherever possible.

d) Increase Fibre Intake:

i. Encourage the consumption of high-fibre foods such as whole grains, fruits,
vegetables, and legumes.

ii. Dietary fibre aids digestion, promotes satiety, and helps regulate blood sugar and
cholesterol levels.

e) Limit Added Sugars and Sugary Beverages:
i.Advise individuals to limit their intake of added sugars found in sugary or aerated
beverages, processed foods, desserts, and sweets.

f) Hydration:
i.Emphasize the importance of adequate hydration by consuming sufficient
amounts of water throughout the day [17].

3.2.3. Weight Management: Weight management is a key component of NAFLD
prevention and management. It has been observed to help in the regression of
NAFLD, and weight loss may be beneficial in several ways:



a)Reduced Fat Accumulation: Weight loss helps reduce fat accumulation in the liver
and improves liver function.

b)improved Insulin Sensitivity: Weight loss and maintenance of a healthy weight
can enhance insulin sensitivity, reducing the risk of insulin resistance and
progression to NASH as well as diabetes.

c)Overall Health Benefits: Achieving and maintaining a healthy weight is associated
with numerous health benefits, including reduced cardiovascular risk and improved
metabolic health [18].

3.2.4. Regular Physical Activity and Exercise: Regular physical activity and exercise
are essential for NAFLD prevention and management. Here are the benefits:

a) Weight Loss and Maintenance: Contributes to weight loss and weight
maintenance. Target a 7-10% weight reduction in those with hepatic fibrosis, and 3-
5% in those with lean/normal weight NASH.

b) Improved Insulin Sensitivity: Exercise enhances insulin sensitivity, reducing the
risk of insulin resistance and NAFLD progression.

c) Reduced Liver Fat: Physical activity and exercise promote the utilization of stored
fats, including liver fat, leading to areduction in liver fat accumulation.

d) Cardiovascular Health: Exercise improves cardiovascular health, lowers blood
pressure, and reduces the risk of comorbidities associated with NAFLD.

e) Enhanced Metabolic Rate: Regular physical activity boosts the metabolic rate,
aiding in weight management and overall metabolic health.

Encourage individuals to engage in at least 150 minutes of moderate-intensity
aerobic activity or 75 minutes of vigorous-intensity activity per week, in addition to
muscle-strengthening exercises at least twice a week, which can be done at home
using bodyweight exercises like squats, push-ups, lunges, or resistance band
workouts. [19]
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Fig. 6: Summary of the lifestyle treatment options through the course of NAFLD



For lean individuals with NAFLD, lifestyle treatment focuses on maintaining current
weight and adopting a nutrient-dense diet. Key recommendations include a
balanced diet with complex carbohydrates, lean proteins, healthy fats, and reduced
free sugars. Incorporate millets and high-fiber foods, and ensure adequate protein
intake, especially in advanced stages like cirrhosis. Regular physical activity,
including at least 150 minutes of moderate-intensity aerobic exercise per week and
strength training twice a week, is essential. Additionally, minimize sedentary time
and strictly avoid alcohol to prevent further liver damage. These modifications help
manage NAFLD and prevent disease progression, supporting overall health and well-
being.

3.2.5. Pharmacologic Agents for Treatment of NAFLD: Currently, there is no
specific medication approved for the treatment of NAFLD. Pharmacological
interventions for NAFLD management are still under development, and no specific
medication has been approved as a standard treatment. The treating
hepatologist/physician may decide the treatment as per the standard
pharmacological treatment.



Managing complications of End Stage Liver Disease:
- 4-14% of NAFLD patients develop cirrhosis
- Approx. 7% of Cirrhosis patients develop HCC

J
Liver- Directed Pharmacotherapy: )
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Steatohepatitis )
-

Targeting components of metabolic syndrome:
- Upto 90% obese and 80% diabetes have NAFLD
- Prevalence of diabetes in NAFLD is reported as 40-70%

Lifestyle modification:
- Physical exercise and dietary recommendations for all NAFLD
patients

Fig. 7: Summary of the lifestyle treatment options through the course of NAFLD

3.3. Referral & Follow-up: NAFLD management benefits from a multidisciplinary
approach involving various healthcare professionals. Collaboration with
nutritionists, dieticians, endocrinologists, hepatologists, and other specialists is
essential to provide comprehensive care. Referral to Specialized Services like
Endocrinologists for managing comorbidities, such as diabetes and metabolic
syndrome, Hepatologists/ gastroenterologists for management of complications,
and consideration of additional treatment options in cases of advanced liver
disease. Further to address risk factors like tobacco use and excessive alcohol
consumption collaboration with healthcare professionals specialized in addiction
medicine or smoking cessation programs to support patients in quitting tobacco use
orreducing alcohol intake may be undertaken.

Regular follow-up is crucial for the management of NAFLD to assess treatment
response, track disease progression, and prevent complications. Ongoing patient
education and counseling are essential components of follow-up visits. The lifestyle
factors including adherence to dietary modifications, physical activity levels, weight
management, and alcohol consumption, is essential for long-term success. Regular
assessments may be required to evaluate treatment response and disease
progression. Elevated liver enzymes may indicate ongoing liver inflammation or
progression of the disease. Monitoring liver function helps to adjust treatment plans
accordingly. Further, imaging modalities such as ultrasound or transient
elastography (FibroScan®) may be used to assess liver fat content and fibrosis. These
imaging studies can help evaluate treatment response, monitor disease
progression, and determine the need for further interventions or specialized care.



The frequency of follow-up visits may vary based on individual patient
characteristics and disease severity.

- For patients with simple steatosis without significant liver inflammation or fibrosis,
annual follow-up visits may be appropriate. These visits can focus on monitoring
lifestyle modifications, assessing metabolic risk factors, and providing guidance on
weight management, physical activity, and dietary changes.

- Patients with NASH or evidence of significant fibrosis may require more frequent
follow-up visits. Depending on the individual patient's risk factors and disease
progression, follow-up visits every six months or even more frequently may be
recommended. These visits can involve monitoring liver function tests, assessing
disease progression, and considering interventions to slow or reverse liver fibrosis.

- The presence of associated conditions, such as obesity, diabetes, dyslipidemia, and
metabolic syndrome, may necessitate more regular follow-up visits to optimize their
management.

- The frequency of fibrosis assessment can vary depending on the patient's risk
profile, disease severity, and available diagnostic tools.

- Non-invasive tests, such as transient elastography (FibroScan®) or blood-based
biomarkers, can be used periodically to monitor liver fibrosis progression [15].



CHAPTER 4

4. Health Promotion Interventions for NAFLD

Patient Education and Counselling is crucial for the prevention and management of
NAFLD. Reinforce the importance of lifestyle modifications, medication adherence
(if applicable), and addressing any concerns or questions the patient may have.
Provide additional IEC materials, resources, and support to empower patients in
self-management and encourage their active involvementin their healthcare.

States would develop context specific strategies for lifestyle modification and for
promoting healthy behaviours for primary prevention. Such strategies would need
to be targeted at individuals, families, and communities. States should develop an
Integrated health promotion strategy that envisages convergence, multitasking and
pooling of resources from various programmes.

Healthcare providers can promote better understanding, motivation, and
adherence to recommended lifestyle modifications.

1. Education and Understanding: Engaged patients have a better understanding of
their condition, including its causes, risk factors, and treatment options. IEC material
and patient brochures/ leaflets that promote healthy behaviours, exercise routines,
dietary advice, avoiding substance abuse and compliance with treatment including
through use of it would need to be developed. IEC leaflets would be distributed to
those who are diagnosed with NAFLD to enable them to develop individual health
plans (diet/exercise).

2. Improved Communication: Communication between healthcare providers and
patients allows for open discussions, addressing concerns, and clarifying doubts,
leading to better shared decision-making. Individual and family counselling will be
needed for those who are started on treatment for compliance to treatment and for
lifestyle modifications.

3. IEC and Behaviour Change Communication: Patient engagement is associated
with long-term success in managing chronic conditions like NAFLD. It promotes
sustained behaviour change, leading to improved health outcomes. Health talks may
be held inthe community to engage patientsin healthy lifestyles.



IEC messages would aim at increasing awareness on risk factors of NAFLD, healthy
lifestyle and benefits of screening. They would also focus on the benefits of
improving lifestyle behaviours such as poor dietary habits and lack of exercise. The
district NCD cell will collect information on locally available healthy foodstuffs that
should be encouraged and use this in the development of messages for healthy
lifestyles. States must also use MMUSs to display audio visual messages related to
prevention and health promotion.

4. Wellness Activities: States should make the effort to incorporate appropriate
prevention and promotion strategies, including practice of Yoga and other wellness
activities.

5. Increasing Community Awareness: For community level awareness raising,
platforms such as meetings of Gram Sabha, SHGs, ULBs, VHSNCs, MAS, etc. would be
used. The use of traditional media such as Kala Jathas, use of folk/local media, and
flip charts, flash cards, IT and social media etc, would be promoted, Local folk media
could also be used creatively to raise community awareness and mobilize for
screening and ensuring treatment compliance, States could also consider
dissemination of NAFLD related communication.

6. Village Health and Nutrition Day: Observing a fortnightly 'NAFLD day' can
emphasize the importance of nutrition and exercise in the prevention of NAFLD and
other NCDs. The detrimental effects of tobacco use and excessive alcohol
consumption on liver health can also be highlighted. NAFLD day to include
awareness programmes in primary schools and Anganwadi's to make children aware
about risk of eating highly processed and packaged food and to highlight the
importance of outdoor games and less screen time to avoid future NASH.

The interventions advocated under the programme are based on the strong
principles of health promotion, early diagnosis, risk stratification, appropriate
referral and prompt treatment.



CHAPTER 5

5. Monitoring and Evaluation underthe NP-NCD programme

The routine monitoring mechanism, which is being adopted for NP-NCD, include the
indicators for NAFLD. Therefore, the following formats for monthly reporting from
the facilities at various levels have been modified to include components of NAFLD:

Sub centre 1 ARNM CHO of SHC- | PHC Last day of
screening | HWC the month
register

PHC (including 2&2A PHC-HWC | MO I/cPHC | CHCNCD 57 of every

urban PHC-HW(C) OPD HWC Clinic month
register &
com piled
all Form-1

CHC /BPHC/SDH 3A CHC NCD | MO Ifc CHC | District 7" of every
OPD NCD clinic NCD cell month
register

3B Compiled BPHC/SDH
all forms
1R 2

District Hospital 4 DH- NCD MO Ifc District 7™ of every
OPD District NCD | NCD cell month
Register clinic

District NCD cell oA Form SA District State NCD | 10" of every
Compiled Nodal Cell month
all forms Officer
3A84 {NCD)

State NCD cell

2B Form 3B
Compiled
all forms
3B
6 Form 6 State Nodal | National 15'" of every
Compiled Officer NCD cell month
all forms (NCD)
S5A&S58B

Table 4: Monthly reporting and compilation formats under the NP-NCD



CHAPTER 6

6. Capacity Building

Capacity building needs to be done with a well-designed training plan and program
for the identified health functionaries at identified levels of the healthcare delivery
system. Proper training needs assessment will be carried out, and accordingly, a
training plan, program, and calendar would be worked out.

Level of Healthcare Delivery Type of health manpower Training institutes

System to be involved

Master Trainers Staff/Officers in National NCDC, DGHS, ILBS, NIHFW, NHSRC
NIHFW

Training of State Level Trainers Medical Officers DGHS, ILBS, NIHFW, NHSRC

Faculty of Central Government Clinicians involved in the State level trainers

Institutes, Medical Colleges management of NAFLD

District hospital team including Doctors, nurses in DH and NCD | State level trainers

NCD Clinic including counselors

CHC NCD Clinic Doctors, nurses in CHC and NCD NCD | District level trainers

PHC-HWC MO and Staff Nurse District level trainers

CHO and MPW (F/M) ANM District level trainers

Community- level ASHA District level trainers

Table 5: Capacity Building for NAFLD under NP-NCD
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Minutes of the meeting held under the chairmanship of Secretary(H) on 14.06.2024
on Non Alcoholic Fatty Liver Disease(NAFLD)

A meeting was held with Dr Shiv Sarin, Director Institute of Liver and
Biliary Sciences(ILBS), New Delhi and his team under the chairmanship of
Secretary(H) on 14.06.2024 to discuss the NAFLD under NP NCD Programme. The
meeting was attended by the following officers of MOHFW:

1). Smt L.S.Changsan, AS(PH&P)

2). Sml. Aradhana Patnaik, AS&MD(NHM)
3). Dr L.Swasticharan, Addl DDG-Dte GHS
4). Dr Shikha Vardhan, JD-Dte GHS

5). Smt. Sarita Nair, DS(NCD.II)

2. Secretary (H) was informed that the Webinar organised on the occasion of Global
Fatty Liver Day on 13.6.2024, in which Dr Sarin was a panelist for technical session, was
attended by over 4,000 participants and it was much appreciated. Dr Sarin raised his
concern over the lack of screening for NAFLD in the AAMs. He also informed that the
awareness on NAFLD was also lacking in the rural areas. Further, the National
NCD portal does not record NAFLD data. He was informed that action is being taken to
include all other NCDs in the National NCD portal. However, it would become
operational only by October 2024.

3. AS&MD(NHM) apprised Secretary(H) that the CBAC form, to be filled by ASHAS for
preparing family folder, has columns on waist measurement and questions on any family
history of hypertension, diabetes and heart disease and whether they undertake regular
exercise. However, it appears that ASHAs are nol sensilised on the screening for
NAFLD.,

4. Dr Sarin informed that Hypertension and Diabetes are the main causes of NAFLD.

People with a family history of hypertension, diabetes and NAFLD are even more
susceptible to develop NAFLD at a young age. Dr Sarin suggested a point of care test
for ALT- a liver enzyme to screen for NAFLD. AS (PH&P) informed that awareness
campaign- NCD Pakhwada and screening for NCDs has been included in the 100 days
targets and further, that we perhaps need to start screening of population of younger age
for ALT than the 30+, as is the current practice, for diabetes and hypertension.
Secretary(H) directed that the screening for NAFLD needs to be focused in the 5 Cr
individuals presently under treatment for hypertension and diabetes under the NP
NCD programme.

5. Dr Sarin requested that in the UN General Assembly 2025, MOHFW must propose a
global agenda on NCDs by showcasing NP NCD. As we have integrated NAFLD into
NP NCD, we are uniquely positioned to champion this critical public health issue on the
world stage.On a query from the chair , he informed that low cost Point of Care tests
have been developed and are available in India.

6. After deliberations, the following decisions were taken in the meeting:

(i) Sensitisation of AAM staff and training of ASHAs need to be conducted on
screening for NAFLD.

(il A letter from Secretarv(H) would be sent to all Health Secretaries of State Govts/UTs
to sensitise their programme officers and health workers in their States/UTs on NAFLD.

(i) As hypertension and diabetes are major risk factors for NAFLD, States/UTs would
be directed to keep NAFLD screening under focus for the 5 Cr individuals under
treatment for Hypertension and Diabetes.

(iv) A Committee may be formed under the chairmanship of Dr Sarin for preparation for
UNGA 2025 and to strengthen the NAFLD component of NP NCD ,

7. Meeting ended with thanks to the Chair.



Minutes of the meeting held under the chairmanship of Secretary(H) on
23.07.2024 on Non-Alcoholic Fatty Liver Disease (NAFLD)

A meeting was held with Dr Shiv Sarin, Director Institute of Liver and Biliary
Sciences (ILBS), New Delhi and his team under the chairmanship of Secretary (H)
on 23rd July 2024 to discuss the NAFLD under NP-NCD as a follow-up of the
previous meeting held on 14th June 2024. The list of participants is annexed:

1. Dr Sarin, Director ILBS proposed to take up liver health as an agenda at the
United Nations General Assembly (UNGA) main event and side events that
are scheduled to be held in 2025. Secretary (H) clarified that liver health per
secannot be an agenda for UNGA. However, it would be an integral part of
the NCD agenda. Secretary (H) asked the Director (IH) to discuss with WHO
and MEA officials on how to make NAFLD the focus of discussion in the NCD
agenda at UNGA.

2. The ILBS team highlighted the requirement for revision of the existing
Operational Guidelines for NAFLD under NP-NCD and offered to submit a
revised version to the National NCD Division, MoHFW. They were requested
to go ahead with the proposal.

3. The ILBS team emphasized the need to increase the awareness and
commitment among the states/UTs regarding increasing the implementation
of NAFLD services and prevention. In this regard, ADDG (NCD) and Director
(EMR), Dte.GHS apprised the Secretary (HFW) about the Webinar Series
being organized by the Training Cell under the National NCD Division,
Dte.GHS, MoHFW through which sensitization of the healthcare providers
and awareness generation of the various components of the program
including NAFLD and related risk factors is being carried out by the Ministry.
Moreover, Training Modules for Medical Officers and Program Managers is
being prepared under NP-NCD where sufficient focus has been given for
NAFLD. He further informed that a DO letter from the Secretary (HFW) has
been proposed over the file for communicating with the States/UTs regarding
the same.

4. It was proposed by the ILBS team to initiate a pilot program on NAFLD with a
vision for 2047 to reduce the disease. The Secretary (HFW) suggested that
the implementation of NAFLD services are to be undertaken as a part of NP-
NCD program only and not a standalone project/program.

5. The DGHS apprised Secretary (HFW) that since the risk factors for liver
diseases are same as that of other NCDs, therefore a standalone
project/program for NAFLD is not justifiable, instead, the diseases under NP-
NCD umbrella, may be clubbed into three to four focus areas viz. metabolic
diseases (Diabetes, Hypertension and Liver), cancers, chronic respiratory
diseases, etc.. In addition, with respect to the diagnostic intervention such as



Annexure 3

Community-Based Assessment Checklist (CBAC)

Date: DOYMMAYYY

General Infermation

Name of ASHA: Village:
Mame of MPW/ANM: SubCentre:
PHC;

Personal Details

Mame: Any Identifier (Aadhar Card, UID, Voter ID): Yes/Mo
StateHealthinsurance Schemes: Yes/No
Age:
If yes, specify:
SEX: Telephone No. {self/other -mention relation):
Address:
Is this person having any visible/known
s/M
disability? resg
Part A: Risk Assessment
Question Range Circle Any Write Score
30-39 years {
LWhatis your 40-43 years 1
agel{incom-
pleteyears) (- 59 years .
=60 years 3
Mewver 0
2. Do you smoke or consume Used to consume in the past/
smokeless products such as 1
gutkaor khaini? Sometimes now
Daily 2
Mo 0
3.Do you consume alcohol dai
y Yy Yes 1
Female | Male
BOcmor
T 90cmorless 0
B1-90cm | 91-100cm 1
4, Measurementofwaist (incm) More
than Morethan 100 2
90cm Cim




5. Do youundertakeanyphysical | atleast 150minutesinaweek | o
activities for minimum of 150

minutesina
Lessthan 150 minutesina 1

week! weok
&. Doyouhave a family histonyany " 0
one of your parents or siblings)of "
high
blood pressure, diabetes and haart

; Yes 2
disease?
Total Scora

Every individual needs to be screened irrespective of theilr scores.

Ascore above 4 indicates that the person may be at higher risk of NCDs and needsto be
prioritized forattendingtheweeklyscreeningday

Part B: Early Detection: Ask if Patient has any of these Symptoms

B1:Women and Men Y/N YN

shortness of breath Historyoffits

Difficulty in opening

Coughingmore than 2 weeks rreith:

Any ulcersin mouth that
has not healed in two

Blood in sputum® il
Any growth in mouth
. that has not healed intwo
Feverfor>2 weeks I
Any whiteorred patch
Lossofweight* a.g[lzg;guthealed in
Might Sweats* Pain whife chewing
Areyoucurrently takinganti-TE Anychangein thetoneof
drugs"* yourvoice
Anyonein family currentiysuffering g&ﬁiﬁ:ﬁ;'ﬂ;gﬁ :’; i
from TB healing
: . Difficulty in holding ob-
foi b il jects with fingers

Do you have cloudy or blurmed
vision? Loss of sensation forcold/

hot objects in palm or sole

Cioyou havedifficulty in hearing?




B2:Womenonly Y/N YN
T Bleeding after
Lumpin the breast Menopause
Blood-stained discharge from the Bleeding afterinter-
nipple Courss
: : Foul smeliing vagi-
Changeinshape andsizeof breast naidischarge
Bleeding between periods
B3: Elderly Specific ¥IN Y/N

Doyou feelunsteadywhilestand-
ing orwalking?

Areyou suffering from any physical

disability that restricts your mowe-

ment

Doyou nead hetp from
others to perform
everyday activities
suchas eating, getting
dressed, grooming,
bathing, walking, or
using thetoilet?

In cose of ingwidwal answers Yes taany one of the above-menbioned symploms, refer the patientmmediatedy to the
nearest facility where o Medicol Officeris ovariable

"Ifthe respoise is Yes- oction sggested: Spatum sample coffection snd transpart fo nearest TB testingoenter

** Ifthe answeris yes, frocingofal famify members tobe done by ANM/MPI

Part C: Risk factors for COPD

Circle afl that Apply

Type of Fuel used for cooking - Firewood / Crop Residue (Cow dung cake / Coal / Kerosane / LPG

Occupational exposure - Crop residue buming/burning of garbage - leaves/working in indus-
tries withemoke, gas and dust exposure such asbrick kilnsand glass factories atc.

PartD:PHQ2

More
. Say- than

Over the last 2 weaks, how often have you Mot at _

been botherad by the following problems? all 5";;.5 ['I.?éf Neartyevery day
days

Little interest or pleasureindoing . o
& things? i B 2 i
2. | Feelingdown,depressedorhopeless? | @ +1 +2 +3

Anyone with tofol scove greater than 3 should be refermed o CHOL




Annexure 4

Reporting Form 1A
Mational Programme for Prevention & Control of Non Communicable Diseases (NP-NCD)
Village
Mame of the Viltage Sub-centre/ SC-HWC PHC
Bhock) Mandal District
Population of Village (Projected for current yiar)
REporting Manth Year
Part A : Enroliment & CBAC
Indicators hale Female

Total eligibe populstion {Ags 10+)

fio. af CBALC filled up out of eligible population (reporting manth}

Cumulative no. of CBAC filed up out of eligibie populaticon (current finandal year)

Part B - Sereening, Suspected & Referral

Mo, of Parion Screenad (reporting menth)

Hypertensian Mo, of Suspected & Relerred [reporting month)

(Blood Pressure} Curmulative o, of Persan Screensd (cunrent inandal year)

Curmulative no. of Suspected & Refered (current tinancial year)

Mo, of Persen Screencd [reporting manth)

Mo, of Suspected & Aeferred (reporting month)

[habetas
{Blond Sugar) Curmulatiee no, of Persan Screened (current finandal year)
Curmulative no. of Suipected & Rederred (current financial year )
Mo of Persen Screenad [reporting manth)
¥l Canear Mo of Suspected & Referred (reporting month)
{Patches/lumps in Mowuth) Curnulative no. of Person Screened (current financial year)
Curmulative no, of Suspected & Referred (aurrent financial year)
Mo of Parson Screenad [reporting manth)
Briidt Cafesi Mo, of Suspected & Aeferred (reporting month)
{Lurrps in Breast) Curmlative o, of Persan Screared (current Tnandial year)

Curmudative no. of Suspected & Relerred (eurrent financial year)

Ma. of Persen Screened (reporting month)

Mo, of Suspected & Aeferred (reporting month)

Cendical Cancer
Curmslarive no. of Persan Screened (current finandal year)

Curnulathee no. of Suspected & Referred (eurrent financial year)

Mo, ol Person Scresned (reporting manth)

e s Mo, ol Suipected & Relered (reporting month)

{shartness of Breath/ Coughl Curmulathe no. of Person Screened (current finandal year)

Currslarive no. of Suspected & Relerred (eurrent finandisl year)

Mo of Person Screened [feporfing mdnth)

WAFLD) Mo, of Suspected & Referred [reporting rmonth)

(Otesity (BMI >301 Curmlathee o, of Persan Screaned [eurrent Rnandal year)

Curmulative no. of Suspected & Raferred (current tinancial year)

Mo, of Person Screened (reporting month)

KD Mo of Suspected & Aeferred (reporting maonth)

{nL A paramper INpARiCk Toety Curmlathve no, of Person Screened (eurrent financial year)

Curmudative no. of Suspected & Relerred (ourrent Anancial yeor)




Part C : Diagnosed, Standard of Care {On life style modification & Treatment) & Follow-up

Indicators

Female

Total

Hypertension (HTM)

Curmniiative nio. of cases Diagnosed from higher kevel facility

Mo. of cases on followup for Standard of Care (reporting month)

Mo. of patients for refill of drugs {reporting month)

Cumuiative nio. of patients lost to followup

Diabetes (D)

Cumnuiative mo. of cases Diagnosed from higher fevel facility

Me. of cases on followup for Standard of Care [reporting month)

Me. of patients for refill of drugs {reporting month)

Cumuiative no. of patients lost to followup

COPD

Cumnudative no. of cases Diagnosed from higher level facility

Mo. of cases on followup {reporting month)

Cumulative no. of patients lost to followup

Oral Cancer

Cumutative no. of cases Diagnosed from higher fevel facility

Mo. of cases on followup [reporting month)

Cumuiative no. of patients lost to followup

Breast Cancer

Cumuiative no. of cases Diagnosed from higher fevel fadility

Mo. of cases on foliowup [reperting month)

Cumuiative no. of patients lost to followup

Cervical Cancer

Curmnuiative mio. of cases Diagnosed from higher kevel facility

Mo. of cases on followup [reporting month)

Cumuiative no. of patients lost to followup

Signature:

Name and Designation

Date of Reporting

*The Report should be filled by ASHA and sent to SHC on last working day of the reporting month.




Reporting Form 1

Hational Programme for Prevention & Control of Non Communicable Diseasas (NP-NCD)

Sub Centre/ Sub Centre - Health & Wellness Centre

Rarme of the Subi-centre) SC-HWC PHL
Biock Mandal District State
Popudlation of Sub Cemtre {Projected for carrent year)

Reporting Month Year

Ha. of Villxges under the Subrentre’ Headth £ Wellness

=t e 2
Lt Ma. of ¥iflages reported in the current month_

Part &: Enroliment & CRAC

Imdicators Male| .| Toal
Total sfhigible population (Age 3H
o, of CBAL fifled up owt of eligible popuiation {reporting morth)
Curnulatiee no of CEAC Rlled wp out af eligible population (carment fimanciad year)
Part Bt Screening, Suspected & Referral SHC Report {A) Cumulative Report of Willages (B} | Total Report (A+B)
Total | Male | Female | Total Male Female | Total | Male | Female

Ho. of Person Soreened [reporting month)

Yo. of Suspected & Beferred {reporting month)

HypertEnsian
."EE:HE;_.;F Curmulative ro of Person Scresned (ourrent fimancal
surel year)
Cumulative na. of Suspected & Referred {ourrent
finamcial year)

o, of Person Screened [reporting neonth)

Ho. of Suspected & Aeferred {reporting month)

[Habet
-|;|m,;= Curnulzative na. of Persen Scresned [oarrent financisl
Sazgar) year)

Cumnulative no. of Suspected & RBeferned {current
financial year])

%o. of Persoa Screened [reportimg month)

Oral Cancer | Mo af Suspected & Referred {reporting month]

(Patches) | Cumulative fo.of Person Screered (carrent financial
lumgsin | year]

Mauth; Cumulatnes no of Suspected & RBefered [ourrent
finarcial year)

Hao. of Person Screened [reporting meonth)

Breast Ha, of Suspected & Hzfemdlm-pnrﬁnﬁmﬂ'l.l

':““':E_ Curmulative reo of Person Screered [curment finamcial
fLumpsin year]
Breasth

Curmulative na. of Suspected & Refered {ourrent
financial year)

Ya. of Berson Screened [reporting meonth)

o, of Suspected & Beferred [reporting month)

Cervcal Curmlative mao. of Person Screered [carment finamcial
Camozr year]

Cumulaties noe of Suspected & Refened {ourrent
financial year]

Ha. of Person Screened [reporting month)

CoOPD Ho. of Suspected & Beférred {reporting month)

[Shoriness Curmulative ro. of Person Screered [cerrent finascial
of Breathy year|

ught
Coughi Cumulative na of Suspected & Referred foorrent

finamcial year]

. of Person Screened [reporting month)

Hao. of Suspected & Heferred {reporting month)

HAFLD
IOty [EMI | Surmalative pooof Person Screered (carrent financial
Ehe 1] year]
Lumnulative noe of Suspected & Refened {ourrent:
finamcial year)

Ho. of Person Screened [reporting month)

CED Ya. of Suspecied & Beferred (reporting month)

fhattiparam- | Cumulative ro. of Person Screered [cerrent financial
eber Dipstick year]

Te=y Cumulative no of Suspected & Refermed {oumrent

finamcial year)




Part C : Bhagnosed, Standard of Care (On life style modification & Treatment) & Follow-up

Imndicators

SHL Report (A}

Cumutative Report of Willages (B)

Total Report (A+8)

Total

Mal=

Femmale

Total

Ma ks

Female

Tkl

Fermnale

Hyperienssan
[HTH}

Curnulative po. of cases Diagnosed from hegher leeed
fciliby

Ha. of cases on follownsp for Standard of Care
Ire.pu-rtin-; manth]

Wao. af patients for refill of dnags {reporting month)

Curnulative o of patients lost ba fallowup

Diabetes
[

Curmulative oo of cases. Diagnossd from begher level
Excility

Ha. af cases an felloesg for Standard of Care
{reporting moath)

Ha. af patents for refill of dnags {reporting month|

Cumulative no of patients lest to followup

COPD

Curmulative na. of cases Diagnosed from hegher leved
tcility

Ho. of cases on followisp {reporting month)

Curnulathes na of patients lost to fallowup

Ozl Canoer

Curmnulative ma. of coses DHagnosed from higher level
tcility

Mo, of coses an folicwusn -IT-:;p-:-rI:ing imucnith}

Curnulative no. of patients lost to followup

Bt
Cances

Curmulative po. of coses Diagnosed from hegher level
fcility

Ho. of zases on followwp {reperting menth)

Cumulzative na. of patierts lost to foliowup

Cervical
Canoes

Lupmulative po. of ceses Diagnosed from higher level
Excility

Yo, of cazes on followsp (reporting month)

Cumulative no.of patients lost to followup

Signature:

Name and Desigration
e of Beporting

*The Report should bee filled by CHOMANM of HWCSub centre and sent to PHC on last working day of the reporting manth.




Reporting Form 2

Hational Programme for Prevention & Control of Hon Communicable Diseases (HP-NCD)

Primary Health Cantre/ Primary Health Centre- Health & Wellness Centre/ UPHC- HWC

Rame of the PHC PHL- HRCT UPHC- HWC

Block! Mandal District State
Population of Primary Health Lentre (Prejected for current year) Vear
Reporting Month
Ha. of Sub-pentre)’ Headth & 'Wellness Cepdre under the PHC ! PHC.HWE | No. of Susbooentref Health & Wedlress Centre reported in the cusrene
UPHC.HWC mceth_
Male Female Total
Total efigible populabon [Ege 3H]
Cumnulative no. of CEAC filled wup out of eligible population {current financial year)
Part & - Screening. Suspected & Referral PHC Report [B) Cumulative Report of SHC (B] | Total Report (A+B)
Indicators Male | Female | Total Male Female Total | Make | Female | Total

Ma. of Person Screened [reporting month)

= Mo. of Suspecied & Refered {reporting month)
Hyperension =
(Blood Pres. | Curmulaties no. of Peson Soreered (cnment

e financial year)

Curmulatiee nio. of Suspected & Refered [current
financial year}

Ma. of Person Scresned {reporting month

Ma. of Suspecied & Refermed (reporting momth]

Diaketes Curmilztoee no._of Person Screened {cument
{Blood Sugar] | inancial year)

Cumulatree no. of Suspected & Refered {curnent
financial year)

Ma. of Person Screened [reporting month)

Mo of Suspected & Refered (reporting momth]

Oeal Cancer: [ —
[Patches/Tumps Curmulatres nao. of Paman Soreenad {cwrrent

in Mouth) financial year)

Cumulatiee no. of Suspeched & Refemed [ourment
fimancial year}

Mao. of Person Scresned {reporting month)

Mo of Suspecied & Refered {reporting momth)

Breact Carcer
{Lumg=in
Eraas)

Curmulative no. of Persan Soreered {cwment
fimancial year)

Curmulative no. of Suspeched & Refered {ournemt
financiad year)

Ma. of Person Screened (reporting month)

Ma. of Suspecied & Refered (reporting miomth)

. Curmulatree no. of Pemon Soreensd {owmrent
Carvical Cancer | figancial year)

Curmulatree no. of Suspected & Refered [current
financial year}

Mo of Person Screened [reporting month}

corn M. of Suspecced & Refermed (reporting momth]

o e R | Cursalatve no. of Persan Screered {ewmrent

Breathy Cough | financial year)
Cumulative nio. of Suspected & Referred {curmnemt
financial year}

Ma. of Person Screened [reporting month)

Mo. of Suspecied & Refered {reporting month)

MAFLD Cumalatres ro. of Peman Screened {cwment
{Dbesity BM1 | financial year)

=33
0 Curmulatiee no. of Suspeched & Refered [ourment
fimancial year)
Mo of Person Screened [reporting month}
KD Ma. of Suspecied & Refermed (reporting momth]

[Multipararmeter Curmilatove no.of Person Screened {cument
Dipstick Test) | finantial year)

Curmuilatwe no. of Suspected & Refered [current
financial year)

STEMI Ma. of Suspected & Refered {reporting mosth]

(Chestdiscom- | Cymulative no of Suspected & Relered [curremt
fort! Pasin fimancial year)

) Fea of Suspected & Refered {reporting momth)
Stk

BE FASTY Cumulatee no. of Suspeched & Refemed [ourment
i fimancial year}




Part B : agmosed, Standard of Care | Dn tife style modification & PHC Report (&)

Treatment) & Folbow-up

Camaulaties Report of SHE (B)

Total Report
(A+E]

Indicators Male

Femals

Total

Mal= Famnale Taotal

Mate | Female | Total

o of New Cases Disgnosed (reparting month) (4]

Mo, af Mew Cases Put on B style medification
{‘Withowt Medication)(reporting month} (Out of A}

Mo of Hew Cases Put on trestment {reporting
month) {Butof A)

Cusmudative na. of casas disgnosed {B)

L =
ypertension 2 =
= HTH! Cumulatrve mo. of cses Put on life style modfcation

{Without Medication]

Cusmulafive na, of casas Put on treatment {Chit of B)

Yo of mses on followup for Standard of Care
{reporting month)

o of patients for refill of drugs | reperting monthj

Cmulative ra. of patients lost to ollowup | Owt of B)

Yo of New Cases Diagnosed (reporting month) (A]

Mo, aof Mew Cazes Put on il style medification
{Without Medication){reporting manth| {Out of &)

Wo. of Mew Cases Put on trextment {reporting
menthp { Qut of &)

Cumulative ra, of cases diagnos=d {B)

Uiabetes (DM} | Tumulative no. of cases Put an e style modification
Witk Medication)

Cumulative ro, of cases Put on treatment { Tt of B)

o of cazes on foflowup for Standard of Care
|reporting manth )

o, of patients for refill of drugs {reporting month)

Cumulative ra. of patents lost to followuop { Dut of B)

Cumulativee po. of cases Diagnosed from higher fevel

facilty
I Py ]
Cumulative na. of patients fost to follosup
Camulative no. of cases Diagrosed from higher bevel
facility
Oral Cancer

o of m=es on followup [reporting maonth)

L Laftive . of patients lost to followsp

Cumulative o, of cases Diagnased from higher bevel
facikty

Bermast Cancer L 3
= Wo. af ceses on followup (reporting month)

Cismulative ro. of patets lest ta follosun

Cumulative ra, of cases Diagrosed from higher fevel

facility

Cervicul -anpes Ho. of s on followup [reporting menth)

Cumulative mo. of patesmis lost o Tedlowen

Part C 1 Co-morbidities PHL Report{hl

Comulative Report of SHC [B)

Mo, of knoam TH cases on ATT |0t of Hew
Diagriosed + Foblow up DM Cases)

Total Repart [A+E)

oM+ T8 ho. screerved for TR Symptoms

Mo suspected for TH & refensd o DMCTP

Signatare:

Hame ard Designation

Diate of Heporting

*The Report should be verified and signed by Medical Officer Uic PHL and sent to Blodk PHLC/CHC on Sth day of every month.




Reporting Form 3

Mational Programme for Prevention & Control of Hon Communicable Diseases {NP-HCD)

Community Health Centraf Sub District Hospital

Hame of tha CHCT SDH,

Block! Mandal Disirkct Sdata
Population of Community Health Centra | Projected for current year)
Ruporting Month Year
iz, of PHC unidee tha CHCISDH Mo, of PHC reportsd in the current manth
Wals Famals Tetal
Total eligible popofation (tge 20|
Cermredative no. of CEAC flled up out of shigble popuiaton {curment finarcial year)
Part & ; Screaning, Suspacted & Refermal CHC! 5D Repart{a] | Cwmulathes Repart of PHC [B) Total Report [&=B)
Irdicators Mals | Fomale | Total | Male Female | Total | Wak | Femalo | Total

¥o. of Ferson Sreenad {reparting month)

Hypentanson | we of toencctod & Bofemsd ireporting monsh]

Blood Fres.
o s Cormativa ne. of Person Screaned [murrent financlal year)

=)
Cunubative ne, of Suspacted & Roderred {ourrent Pnancial year)

Ko, of Ferson Soreened {reporting month)

Mabates Yoo, of Suspected & Referrsd {reporting month)

{Blocd Sugar) | Curmolativa ne. of Person Screaned [current financlal year}

Oumulztive no, of Suspacted & Roferrod {oument financlal year)

Mo, of Parson Soresned {reporting manth)

Ol Careeor 2 > r
W, of Suepected & Refamsd {raporting month
(Fatches fumps mii i

I Mouth| Curmiativa no of Person Screaned [ourrent financlal year}

Oumulztive no, of Suspacted & Referrad {cumsnt Binanclal ysar)

Yo, of Parson Soresnad {reporting month)

Preast Cancor | M. of Suspected & Refamed {roporting month)

ILumpz i | Cormdaiive no. of Person Sowaned [ooment financial year)

Bre) Cumulathee ne. of Suspected & Feferred {current financial year)

Yo, of Parson Scresnad (reporting month)

Wi, of Sumpected & Refomed {raporting month)

Carvical Cameer | Curmdative no. of Person Screancd [current financial year}

Oumulzthe no. of Suspected & Aeferred {coment financlal year)

Wi of Ferson Scroenad {ruporting month)
LoFD ] > =il
O, Mo. of Suspected & Refomsd \reporting manth)

Ercath) Coeush) | Dumdativa ne. of Ferson Screened {curment financial year}

Cumulzthe no. of Suspecied & Feferred {oument financlal year]

Yc. of Parson Soeened (reporting month)

HEFLD ¥o. of suspected & fefomed {roporting manth)

10besity (EMI | pumwdattes e, of Person Screancd [curment financial year

s Cumulathe no. of Suspected & Rederred {oument finamncial year)

Y. of Ferson Screcnad (reporting month)

o Mo of Suspected & fcfomed {roporting monthy)

Curmdathes ne of Ferson Sceenad [ourmest finandlal year}

Cormaativa ne. of Suspecind & Referrad |ourment financial yeark

STEMI Y. of Sampected & Refamsd {raporting manth)

(Chest dscoen
Fort) Pareyl | Comubztive no, of Suspacted & Roferned {oument fisancial year)

Stenke W of Suzpected & Rofomed |reporting month|

{EE FAST) Oumulethe no. of Suspected & Aoferred {ooment financlal year)

Part B : Dlagnosed, Standard of Care (n bife style modification & Treatmant) CHC! S0H Reportia] | ¢ i R sofFHCIE) | Toral R £ [A+B)

& Fodbowe ug

Imdicators Male | Female | Total Hala Famals | Total | Mala

Y. of Sow Casos Dagnosed (reporting reomth] (A}

Yo, of Mew Cases Put on e shds maodfication {wWithout
Medication){reportng month) | Out of &)

Y. of New Cases Puton trestmant [ reporting month) [Dut of A]

Cumedattve no. of s disgnessd (BY

e I.HT:,ﬂDn Oumulathve no. of cases Pot on o shde modificatfon [Without
g Madication|

Curmedattve ne. of mees Pubon troatmant { 0wt of B]

*o. of cases on fofowop for Standard of Care { reporting month)

Y. of mtlents for refll of dngs [reporting month)

Conulative ro. o patients kost o ioliowan (Dut of B}




Diabetes (DM)

Wi, of Mew Cases Diagnosed [eporting month] {41

Mo of Mew Cases Put on e style modification [Witheut
Madicathen]ireporting meomnth} (Ot of &)

4o of New Cases Put on trestment (reporting monthf (Dut of &)

Cormd athve no. of cases disgncssd (B

Camulsthea no. of coses Pot on e sylo modifeation (Withoart
Madkcation]

Carmilabfen no. o cases Put on reatmend | Owt of BY

4. of cases on folowon for Standard of Care (reponting momth)

4. of patients for reflll of drugs [reporting month]

Comdxthve no.of patkents kot to doilowp | Ot of B)

COFT

s of Mew Cases Dlagrosed Imp-uq'lmg maathl {Al

Moo of How Cases Puton frestment (reparting month) {Owt of &)

Corredathve no. of crses dlagnosed [B)

Curmulathee no. of casos Put o reatmerd | Owt of B)

Ho. of czsas on followup [reporting monthi]

Mo of pattants for refill of drogs (reporting month]

Curmulathes no. of patiesis lost to followan (0wt of B

Yo, of How Cases Dlagnosed [reporting monti]

Yo of Mew Cases Put on rextment [reporting month]

Cormuabieo no. of cazos deagnosed

Camulathen ni. of cases Put on freatmeni

RAFLD

Y. of Haw Cases Diagnosed (reporting modth]

Carmulabhes no. of cases Fagnosed

Oral Camcer

Curmulathes no. of cases Dlagnossd from highar leval factiity

Y. of cases on folloeup [reporting mondth)

Cumulathee nio. of patienits st to foflowsp

Broast Cancer

Cornulathe no of cases Magnosed from Mphsr lavel faclity

Wi, of casos on follosup (reporting monthi

Carnulsther no. of patients ot 1o followan

Carvical Cances

Curmulatioe no. of cases Dlagnosed from higher level facility

i, of cazs on fellowup (reporting moath]

Carmnulathoe na. of patioris lost 1o followsp

Part C : Co-morbiditias

CHC! S0 Raport | &)

Cumulathes Report of PHC (B}

Totad Report {£+B)

DNl + TH

%o, of knowan T8 czses on ATT [Dut of Hew Magnosed + Follow
up DM Cases)

W, zoreened for TE Symptoms

No. specied for T & referad bo DMCT PI

Signatare:

Hamw and Designation
Dats of Reporting

*The Report should be wertfied and sigmed by Medical officer iic CHC! S0H and sent to Block HQ'CHC on St day of cvery meonth.




Reporting Form 4

National Programme for Prevention & Control of Hon Communicable Diseases (NP-HCD)

District Hospital
Rame of the District Hospital
Block] Mandal Distract State.
Population of District {Projected for current year) Reporting Month Year
Total eligible population |Age 30+) | Mate | Femate | Temat |
Part & Screening, Suspected & Refemal District Hospital Report
Indicators Male Female Tatal
Hypertensian Wo. of Person Screened {reporting month)
(Blood Prezsurel | Cymulative no. of Berson Screened [oarrent financial year}
Dizbetrs Ha. of Person Screened {reporting month)
[Elood Zugar] Curmulative na. of Person Scresned [ourment fimancial year)
Oral Cancer Ha. of Person Screened {reporting month]
:P-a:mh::'i::hr:npsln Cumulative na. of Person Screened (oarrent financial year)
Breas: Capoer Na. of Person Screened {reporting month)
fLumpsinBreast! | Cymulative no. of ferson Screened [oarrent financial year)
. Mo, of Perscn Screened | reporting month)
Cerdical Capcer  [———— ;
Cumulative na. of Person Screened (ourrent fimancial year)
COFD Ha. of Person Screened {reporting month)
[Shortness of
Sreathy Cough) | Cumulative o, of Person Screened [current financial year
WMAFLD #o. of Person Screened {reporting month)
{Obesity [BM =30 | Cumulative no. of Person Screened [carrent financial year)
KD Hao. of Person Screened (reporting month
Cumulative no. of Person Scresned [ourrent financial year)
STEMI Ha. of Person presented with sign & sympioms (reporting month )
(Ches g::?m*m- Cumulative pa. of person presented with sign & sympioms {current financial year)
Sénake Ha. of Person presented with sign & sympioms [reperting month )
{BE FAET) Cummulative no. of person presented with sign & symptoms {carrent financial year)
Part B : Diagnosed, Standard of Care {On life style modification & Treatment) & Follow-up District Hospital Report
Indicators Male Female Total

Hypertersion (HTH)

Ha. of New Cases Diapnozed [reporting month) (4]

Ha. of Hew Cases Put on lifs syle modifiztion (Without Medication] {reporting
imaznahy { Dt of &)

Ho. of New Cases Put on treatment {reporting momth) { Ot of A)

Cumulative pa. of cases dagnosed (B)

Cumulative na. of cases Put on Be style modificxtion (Without Medication)

Cumulatnes po. of cases Put oo treatment {Gut of B)

Ha, of cames on followsp for Standard of Care (reporting monith)

Ho. of pateents for refiil of dnsgs -In:-pm-l:in! month)

Lurmulative pa. of patients lost to followup | PutoFB)

Dizaive e (DRI

Ho. of Hew Cases Diagnosed [reporting monit j (4]

Ho. of New Cases Puton life shyle modification (Witheut Medication] (reporting
mangh) (Out of A}

Ha. of Hew Cazes Put on treatment {reporting momth) {Dut of A)

Cumnulative na. of cases diagnosed (B)

Curnulative ra. of cases Put on ife style modification (Without Medication)

Curnulative pa. of cases Put on treatment {0ut of B)

Ha, of mses on followup for Standand of Care freporting monthi

Wa. of patients for refill of dnags {reporting meonth)

Cumnulative ra. of patients lost to followup | Owt of B)

COFD

Ha. of Hew Cazes Diagnosed (reporting menthk (4]

Na. of Hew Cases Put oo treadment ireporting momth) | Dut of &)

Cumulative na. of cases diagnosed {B)

Cumulzeres po. of cases Put cen trestment (Gt of B)

o, of mases on fellewup |reporting menth )

Ha. of patients for refill of dnags {reporting month)

Lumulative pa. of patients lost to followup | DutoFB)

KD

Wa. of New Cases Diagnozed (reportimg, month) (A]

Ha. of Hew Cases Put on treadment (reporting momth] | Dut of &)

Cumulative no. of cases disgnosed

Curnulative ro. of cases Put on treatrent




Mo of New Cases Diagnosed [reporting month)

iz Cumulative no. of cases diagnosad
Ho. of New Cases Diagnosed (reporting month ) (A]
Ha. of New Cases Put on treatment {reporting month) (0wt of A)
Curmulative ro. of cases dagnossd {B)
Oral Cancer

Curmulatve no. of cases Put on trestmesnt [(Dwt of B

Ha. of rases on followep {reporting month)

Curmulative oL of patients lest to followup {Dut of B)

Breast Carcer

Hao. of Mew Cames Diagnosed [reporting monthl (&)

Wa. of New Cases Put oo Erestonent I:repu;mE mioeth) {Dut of &)

Cumulative no. of cases diagnosed {B)

Cumulative noe of cases Put on treatmens {Qut of B)

o of @ses an followup {reporting menth )

Curmulative no. of patients kst to followup (0wt of B)

Cmrgical Cancer

Ho. of New Cases Diagnosed [reporting month) (A)

Ho. of Hew Cases Puton treatment {reporting, mosth) { Dt of A)

Cumulative ro. of cases diagnosed {B)

Curnulztive no. of cases Put on tregtment (Dot of B)

Ho. of cxses on followup {reporting menth)

Curmulative no. of patients lost ta kllowup { Dut of B)

M. of New Cases Diagnosed [reperting month| (A)

Ha. of New Cases Thrombalysed {reporting meonth} { Ourt of A}

Cardiovascalar

Curmulative no. of cases dagnosed {B)

Disoxses

Curnulative no of cases Thrombolysed (Oat of B}

lirechsding STEMI}

Ho. of rases on followup Irq:m'rin;i man ik

Hao. of patients for refill of dnegs {reporting month)

Curnulative no. of patierts kst ta followup {Dut.of B

Ho. of Hew Cases Diagnosed [reporting montfh) (&)

Hao. of Mew Cames Theombaolysed (Hon-Hemorrhagic] (reporting month ) (Oat of &)

Cumulative no. of cases diagnosed {8)

SFRORE

Cumulative no. of cases Thrombolysed (Ot of B)

Ho. of cames maraged withowt Thrombaolysed [Hm-‘l-i-l:m::rrrh:g':l

Ha. of mses an followup {reperting month)

Ho. of patesnts for refill of dnogs {reporting monit)

Cumulative ro. of patients lost to ollowep {Qutof B)

Pare C - Co-morbdditi

L3

District Hospital Report

Ho. of known TH cases cn ATT {Dwt of Rew Bilpmﬂ. + Follows wp DM Cases)

DM+ TE Hao. soreensd for T2 Sympdoms
Mo. suspecied for TH & nefered o D8 P
Sigmatwre:
Harme and Designation
Date of Reparting

*The Report should be verified and signed by Medical 0fficer L of DH ROD Climic and sent to District MCD Cell by Tth day of every month.




Reporting Form &

Mational Programme for Prevention & Controf of Hom Communicable Diseases (HP-NCD)

District MCD Division

Mama of the District
Wamae of Stata Reporting Month Wear

MO Call Report

Mala | Female | Total

Population of Mstrict (Projected forcurrent year|

Total sligble popolation [Age 30+|

Mo of CHC NED Chinlos ta B DistTict

Moo of N the: District

Mo, of Day Cace Cancer Centra In tha Destrict

o, of Faclilties providing NCD Senvices | Indisding SHC! PHC ! NG CHOSOH]

Part A : Scroening, Suspacted & Raforral District Hospttal Roport (8] | Cunslythe Reportof CHOUSDH [B] | Total Report [A+B)

Indicators Mals | Fomals Total Make Femala Total | Mala | Femak | Totd

Mo of Farson Screenad (reperting month)
HF_";;";'“" Cumedative na. of Ferson Sorsened [curment financial yuar]

Praszyrg] | MO of Suspocted & Feferrod [reporting month)

Currsslatees no. of Suspocted & Refered fosrmant finamcial yaar]

Mo, of Person Screensd [reporting month)

Tabotes Cumedatve no. of Ferson Soreened [curment finandial year

(Bfiood Sugaal | g of Suspected & Feferred [ eporting month)

Currsdlatees no. of Suspocted & Referred [oermant financial yaar]

e Mo. of Ferson Screanad [reporting momth)

Patchas/ | Curmssiattve no. of Preson Sorsened [current financlal yuar]

lumps Mo of Suspocted & Feferod {reporting month)

Mt Curmsesiatevs no, of Suspected & Referred [osrmant financial yaar)

Mo. of Fersen Soreaned [reporting mnthi
Braast Cancar | pye datse no. of Porson Screanod fourront financial yoar]
{Leenps

Erast] Mo, of Suspaced & Relemed {reporting month)

Curmasatios no. of Suspocted & Referred bosrrent finamcial yoar)

Mo. of Ferson Screened (reporting month)

Corvical Curmadlative no. of Ferson Screenad (curment financial year

Canger Ho. of Suspeched & Refemed {roporting month)

Curreslatave no. of Suspected & Referred (cerrent financial yaar)

Ho. of Ferson Screoned [roporting meomth)

COPD [ Curresdative no. of Ferson Screaned {current financial year)
IShortness of

Ersathy Cowshy | Mo, of Susmectsd & Reforsd (reporting month

Curratative no. of Suspocted & Reforred (osmmant finamcial year)

o, of Fersen Scraened [reporting mearnth)

HAFLD Currattatiee no. of Person Screened [curmnt financlal year]

iObesity (BMI [ by of Suspected & Refesred {reporting monthj

S imetate no. of susperied & #efared (oarment financial year]
Mo, of Ferson: Screanad [reporting neomnth}

it Cumalattve no. of Ferson Soreen ed [curment finandal year
Mo. of Suspected & Rafemad {reporting month)
Curmalative no. of Suspected & Referred (osnrant fimamcial year]
Mo. of Ferson presented with sign & symptoms (reporting month)

STEMH Cumiative no. of Peeson preseniied with sign & symptoms (osmest

fchest financial year)

discomicrt)

Fainl Mo, of Suspected & Faferred {reporting month)

Currailattvs no. of Suspocind & Refarred (oerment finamscial year)

Mo. of Ferson prasented with wgn & symptoms (reporting month)

e Curresiateds no. of Person presomind with sign & sympborme (ourment
Stroks financial year]

{BE FAST]
Mo. of Suspedted & Refamed {reporting manth)

Curmedlative no. of Suspectod & Referred (rurment fimamclal yaar)

Part B : Magnosed, Standard of Care (On Iife styl Sfcation & Treatment] & Follow-
up

Dastrict Hospita] Roport (4] | Comwdlative Roportof CHOOSDH (B] | Total Report [&+B)

Indicators Male | Femals | Total Wale Femala Totnl | Mala | Fersade | Totad

Mo. of Mew Cases Diagnosad {reporting montth) {a)

Mo, of Kew Cases Fut on life sbde modiication {Without Medicatian)
{reparting month} [Dut of &)

Mo. of Mew Cases Put on breatrmert {reporting month) (Outof &)

Curnetiats no. of cases diagnosed (B)

Hypsertension

{HTH) Curmesiative no. of cses Fut on e style modHication {Withoot

Medication)

Curresatis no. of cases Put on treatment (Out of B}

Ho. of cases on followup for Standard of Care {reporting month)

Mo. of pattents oo rofil of drugs {reporting month)

Currealattve no. of patients lost to followup [Dart of B]




Dlabetes (D)

Mo, of Neiw Cases Magnosed (reporting month) (&)

Mo. of Mow Cazas Put on life shyle modification (withoart Medication)
{reporting manth} [Dut of &)

Mo. of Maw Cases Put on ireatment {reperting momth) { Dut of &)

Curmaative no. of cazos diagnosed [8)

Currsdiative no. of cases Put on le style modification {withaost
Modization)

Cumeatative no. of cases Put on treabment { Out of B)

Mo. of cases on followup for Standard of Care {reporting month)

Mo. of patiens o relil of drugs {reporting month)

Cumetative no. of patients fost bo followuep (Dwt of B}

CoFD

Mo. of Kew Cases Magnosed {reporting month) (a)

Mo. of Now Cases Put on ireatment {reperting momth) { Dut of &)

Cumsdative no. of case dlagnosed [B)

Cumetstive no. of cases Put on reatrment | Dut of B

Mao. of rases on followup {reporting month)

Mo, of pattens for rofill of dugs | reporting month

Curmulativeno. of patlants kost o followup [0t of Bl

Mo. of New Cases Dizgnosed {reporting morths) (A)

Mo, of Mow Cases Put on reatment {raparting month) { Dut.of &)

Cumslative no. of cases diagresed

Curresfico na. of mases Ful on traalrmnent

NAFLD

Mo. of Rew Cases Mzgnosed {reporting mowsth)

Curredative no. of ases diagrosed

Oral Camcex

Mo. of Rew Cases Mzgnosed {reporting mowsth) (A)

Mo, of New Cases Put on reatment {reporting month) {Dut of &)

Cumedattvo no. of cases dlagnosed (B

Curmalative no. of cases Pul on troabment (Dut of B)

Mo. ef cazes on followup {reporting month)

Curmeaiative no. of patients fost o followep [Dut of B]

Breast Cancey

Mo, of Kow Cases Magnosed {reporting month) (&)

Mo. of Naw Cases Pot on reatment {reparting momth) {Dut of &

Cumeiatten no. of cases diapgrosed (Bf

Curmlative no. of cases Fut on treabment [Dut of B}

Mo. of tazes on followup {reporting month)

Curredative no. of patents kot to followup [Dut of 8]

Canviml
Cancer

Mo. of Now Cazas Magnosed {reporting mon) (4]

Mo. of New Cases Put on fraztment {reparting momth) {Dut.of &}

Cumetaiten no. of cases diagrosed [B)

Currealative no. of cases Fut on treatment [Dut of B}

Mao. of rases on followup {reporting month)

Cumsative no. of paticrts kest o followup (Dt of B)

Candioascular
Coiraasps
{induding
STEMI]

Mo. of Kew Cases Magnosad {reporting month) (4)

Mo. of Maw Cases Thrombabysed (reporting month] {Owt of &)

Curmiative no. of cazos diagnosed B}

Cumulative ro. of s Thrombotysed | Dut of B)

Mo. of cases on foliowup {reporting month)

Mo of patiants for rofill of drugs {reperting manth]

Cumsdative no. of patierts fost o followep [Oart of B)

STROKE

Mo. of New Casas Magnosad {raporting months) (A)

Mo. of Mew Cases Thrombolysed [Non-Hemarrhagic) |reporting moath]
fonrt of &)

Curmaiative no. of casos diagnosed [B)

Cumiative no. of cases Thrombolyzed {Mon-Hemorrhagic] (0w of B)

Mo. of cases on foliowup {reporting month)

Mo, of pattonts for rafil of dnsgs { mporting month)

Cumsdative no. of patierts fost o followep [Oat of B]

Part C : Co-marbidities

District

Cornulatiee Foport of CH

o S50 |B)

Del + T

Mo of known TB @ses on ATT [Dut of New Dlagnosed + Follow up DM Casas)

Mo. soreened for TE Symptoms

Mo. suspectnd for TB Erefanad to DG PI

Signaturs:

Hame and Deslgnation
Date of Raportng

*Tha Report should be vertfiod and signed by Bodal Officer and sant to State RCD Cedl by 10th day of every manth.




Reporting Form &

Mational Pregramme for Prevention & Control of Hon Communicable Diseases (MP-HCD)

State NCD Mvision

Hams of State Baporting Month Year.

HLD Coll Report

Parsmwter
" Malke | Female | Total

Fopulation of State {Projected for cusmant year)

Tonad cligible population (&g 30+)

Mo of Ttrick NCD Cells e the State

Mo, of District MCD Clnics in the Swie

Ha. of CHE KOO Clindcs In the State

Ho. of CCU In the State

Mo, of Cay Care Cancer Centro In the Sate

Ha. of fadlities providing NCD Sarvices $ncluding SHC FHE! HWE, CHCSDH)

Currelxtiva Raport
Part A: Scroening, Suspectsd & Refarral Raporting HomthBapert | (o o0 Einancial Foar]

Total | Male |Femals | Fotal | Malke | Femake

Ho. of Person Screened [mporting manth]

HypanEsien | Cumulative no. of Person Scrooned [currant financial year)

{Bloy

Frescurg] | Mo, of Suspocted & Reforred {neporting menth]

Cumuslativa no of Suspacted & Referrsd (osment finamcial year

Ko. of Person Sorecned [mporting month)

Dlabetes | Curmulative no of Person Screersd [current financtal yuar)

1Bleed Sumr | yo, of Suspectad & Referred (reporting month)

Curmulative no. of Suspected & Fefarred (coment financlal year)

Ko, of Person Scroenad | manth]
oraf Cancer o. of Person Screened [reporting

matches) | Cumulative no.of Person Soreored |current financial yoar)

burgss in Ho. of Suspectod & Reforred (reporting month)

Currulative no of Suspoctod & Referred (osment financial year}

Mo. of Persan Screaned (neporting month]

Breast Camere | Curmuslativa no. of Person Screened [current finandial year)

s i | o of Suspected & Sefored (reporting month)

Broast)
Curmulative no. of Suspected & Refarrsd (oumrent financlal yeart
Mo, of Person Screened (mporting monthl

raretcal Curmulative no. of Person Screened [ourrent financial yoar]

Cancar | yp. of Suspected & Referred (reporting month)

Cumulative no. of Sespedted & Refered (osment firanclal year}

Ho. of Person Screened (reparting momnth|

{Shodness | Currulative no. of Person Scrooned [current financlal yoar)

o Breatty' | pn of Seespocted & Rcfored (reporting month)

Cumislative no. of Suspected & RFeferrid {osment finamcial year

K. of Person Screonied [eporting month)

SAFLI Curmdathve o of Person Screened [current financial yoar)

\hesley IBM | o, of Suspected & Beferred (reporting menth)

i Currulative no.of Suspocted & Referred {osmont finamclal year)
Ko, of Person Screonad [nporting maonth]
Cumilative ma. of Person Screered |current financial yoar)
b Ho. of Suspected & Referred (reporting menth]
Currulative no of Suspoctod & Referred (osment financlal year}
i Ko. of Person presanded with sign & symptoeres (reperting month)

(Chsast Comudathee no. of Parson presenied with sign & symphoes [current financiad year]

discomfort! [ pg of tumpectud & Befared (reporting month)

Fain
. Cumuslative no. of Suspocted & Reforrod (oument finandcial yearf

Mo, of Person presented with =ign & symptoens (reparting manth)

Sereka Curmlzttva no. of Farson presented with skan & sympioms (current financial yeark

[BEFAST] | N, of Suspected & Sefored freporting month)

Curmulative no. of Sempedted & Refered (omment financlal year}

Fart B : Dagrosad, Standard of Care {0n I styls modificstion & Treatment] & Follow.up Reporting Month Report [ﬁm:m]
mdlcators Mals | Femalz | Total | Make | Female | Tetal

Mo, of Mew Cases Disgnosad (reporting month) (&)

Ko of ew Comes Put on (e shyle medication [Withowt Medication] [reporting month} (0wt of &)

Hao. of Mew Cases Put on treatmaent {reporting month) (Duwt of &)

Cumulative oo of cases dizgnosed (B

Hypariershon [ dotous min, of czeses Pt onif srvle modiEcaton (Withoart Madication]

IHTH]
Curmulative no. of cases Put on dreatment fout of B}

Mo of cases on Sollowep for SRandard of Care (reporting mamth)

K. of patients for seffl of drugs freporting month)

Curmulative no. of patients |ost to followep {Owt of B




Ho. of ew Cases Dlgnesod {reporting month) (&}

No. of Now Caees Put on [Ho styis modiication (withoot Madication] [reporting monthi [Dwt of &)

Ho. of §aw Cases Put on teatment {reporting month) (Dut of A1

Cumulative o of cases dizgnosed (B

Habetes (D)

Cumulatve rvo. of cames Fut on I stvle modication Piathowt Medication]

Curmuslative mo of cases Put on treatrment (Dt of B}

Ho. of cases on followap for Standand of Care (mporting month)

No. cfpatients for redil of dougs freporting month)

Cumadative oo of patients lost to fellosup | Owt of B)

Ho. of Mew Cases Dignosad {reporting month) (&)

Ho. of §ew Cases Put on triatment {reporting montth) (0wt of A]

Curmuslative mio- of caces disgnosed (B}

COPD

Cumalative mo ol cxses Put ontrestment (0wt of B

Ho. of cases on Slioweap {reporting month)

Ho. of patknts for refil of drugs {reporting month)

Curmud athve nio. of patients lost to followup | Owt of B)

o, of New Cases Dignesad {reporting month) (A}

o, of New Cases Futon treatrment {reporting month) (0wt of &1

CKD

Commusl athvee v, of coses diagnosed

Curmuslative mo of cases Put on treatrment

KAFLID

o, of Mew Cases Dbgnosad {reporting month)

L urmurlative mo of ceses diagnosed

Ho. of Mew Cases Dignesad {reporting month) (&)

o of New Cases Puron troatrment {reporting month) (0t of &)

Cumulsthee o of cases dizgnesed (B}

Oiral Canicer

Curmulative no. of ceses Put on ieatment (0wt of B

o of cases on folioweap (reporting month)

Cumulative nio. of patkents lost o followup | Owt of B)

Ko, of Bew Cases Dlagnosed {reporting month] (&)

No. of New Cases Puron troatrmen {reporting month) (0wt of &)

Cumulathee o of cases dizgnosed (B}

Sracest CanCRT

Curmulative mo. of ceses Puf on ieatment (0wt of B

o of cases on Solioweap {reporting month)

Cumuslative mo. of patients lost bo followup | Owt of B

Ho. cf dew Cazer Dignesad {roporting month) (&)

o, of New Cases Put on reetmiest {reporting moenth) (ot of &)

Carvical

Curmdative nin of cxces disgnosed (B

Cancar

Curmsative nio: of czses Fut on treatmeant (0wt of B

Ho, of cases on Soliowap (reporting mamth)

Cumadatie mioc of patients lost to follosup | Owt of B)

Ho. of New Cases Dignosad {reporting month) (&)

0. of Mew Cases Thrombolyzed {reporting month) (Dut of &)

Cardl v so-

Curmulative nio. of cses diagnosed [B)

Lar Dlseasas
(inchsding

Cumul athve o of cases Thrombolysed fout of B)

STEWDL

Mo, of cases on followesp (reporing month)

Ho. of patkents for rofil of drugs dreporting monih)

Curmal attwe o, of patients lost to followup {Owt of B)

Ho, of Sew Cases Dlgnosad {reporting month (4}

Ho. of Mo Cases Thrombolysed {Ren-Hemarrhagic) (reporting moath] {out of &)

Cumuslative nio of cases disgnosed (B}

STROHE

Curmalative oo of cases Thrombobysed {Hon-Bemorrhagicl (out of B}

o, of cases on foliowap (reporting meonth)

Ho. of patkents for red of drugs {reporting month)

Cumud athve nio. of patkents lost to followup | Owt of BI

Part € @ Co-mio

rhldtties

Faporting Month Report

Curmmillathve Report

[Current Finam

lal Year]

Ko, cfknown TE cases on ATT [Dut of New Dagnosed = Followwp DM Cazes)

DM+ TB

Ho. screened dor T8 Sympbos

No. suzpactod for TE & rafercd to DECH P

Signature:

Nare and De

Date of Reporting

sigration

*The Report should be verified and signed by State Modal Officer and sent to Rational NCD Division by 15th day of every month.
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