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PRESENTATION OUTLINE

• Background

• WHO PEN and its components

• Evidence of implementing WHO PEN in different countries

• PEN and CNCDN activities

• Challenges of integrating WHO PEN

• Ways to overcome the challenges

• Adapting WHO PEN
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THE BURDEN OF NCD IS HUGE……
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*Estimates based on 18+ population in Bangladesh and division-specific prevalence estimates
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THE BURDEN OF NCD IS HUGE……
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*Estimates based on 18+ population in Bangladesh and division-specific prevalence estimates
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CANCER STATISTICS
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Summary statistic 2020

Males Females Both Sex

Population 83 259 108 81 430 275 164 689 383

Number of new cancer cases 88 075 68 700 156 775

Age-standardized Incidence rate (World) 119.3 92.4 106.2

Risk of developing cancer before the age of 75 yrs (%) 12.9 9.8 11.5

Number of cancer deaths 63 541 45 449 108 990

Age-standardized mortality rate (World) 78.1 62.9 75.3

Risk of dying from cancer before the age of 75 yrs (%) 9.7 7.0 8.4

5-year prevalent cases 139 147 131 719 108 990

Top 5 the most frequent cancers excluding non-
melanoma skin cancer (ranked by cases
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PROPORTION OF 18+ PARTICIPANTS SUFFERING FROM 
HYPERTENSION, DIABETES, AND BOTH HYPERTENSION 

AND DIABETES
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PREVALENCE OF RAISED BP AND DIABETES 
AMONG ≥35 YEARS WOMEN and MEN

7
*BDHS 2017-2018
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*BDHS 2017-2018

HYPERTENSION: POOR AWARENESS 
AND TREATMENT STATUS 
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5%

Men

Unaware

Aware, treated, controlled

Aware, treated, not
controlled

Aware, not treated

Percent distribution of women and men aged 18 and older

BDT 58.16 billion (692 million USD)  is needed to ensure 1 antihypertensive drug (amlodipine) per year
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DIABETES: POOR AWARENESS AND 
TREATMENT STATUS

*BDHS 2017-2018
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NCD RISK FACTORS 
BURDEN IN BANGLADESH

• More than 70.9% had one or two 
risk factors for NCD

• More than 26.2% had three or more 
risk factors for NCD

• 3% of the population have none of 
the NCD risk factor

Photo source: VectorStock
Non-communicable disease risk factor survey, Bangladesh 2018
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IS THERE A SOLUTION?
5X5 MODEL

11

Diseases Risk Factors

Cardiovascular 
Disease

Cancer

Chronic Respiratory 
Disease

Diabetes

Mental Health 
Problem

Unhealthy DietAir Pollution

Harmful Use Of 
Alcohol

Physical 
Inactivity

Tobacco Use
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IS THERE A 
SOLUTION? 
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WHO PEN

• WHO PEN for primary care is a prioritized set of cost-effective 
evidence-based interventions that can be delivered with an 
acceptable quality of care, even in low-resource settings. 

• WHO PEN is a conceptual framework for strengthening the equity 
and efficiency of primary health care in low-resource settings.

• It involves 
• a set of essential and evidence-based NCD service protocols, core 

technologies, medicines, and supplies

• risk prediction tools

• implementation procedure 

• monitoring and evaluation
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Vision Effective and equitable prevention and care for 
people with NCDs

Goals

Closing the gap between what is needed and 
what is currently available to reduce the burden, 
health-care costs, and human suffering due to 
major NCDs by achieving higher coverage of 
essential interventions in LMIC

Objectives

• Improve the efficiency of care of major NCD 
in primary care

• Improve the quality and equity of care for 
major NCD in primary care

• Have a beneficial impact on health

VISION, GOALS, AND OBJECTIVES OF PEN
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Integrated 
management of 
cardiovascular risk, 
report of WHO geneva 
meeting

2002

2007

CVD risk assessment 
chart

2010

PEN intervention for 
PHC in low resource 
settings

2016

Package for 
Cardiovascular 
diseases 
management in 
PHC 2017

List of ‘Best buys” 
and other 
recommended 
interventions

2020

HEARTS risk-based 
management
Revised PEN 
algorithms

DEVELOPMENT OF PEN INTERVENTION
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COMPONENTS OF PEN
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CARDIOVASCULAR DISEASES

• CVD is associated with multiple risk factors

• Current model of care 
• Does not account for synergistic relationship between the risk factors for CVD

• Does not identify individuals at high risk at early stage to ensure primary 
prevention of CVD

• May put people with low risk on lifelong and costly treatment

17
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6. Diabetes status 

5. Total blood cholesterol level 

4. Systolic blood pressure 

3. Smoking status 

2. Sex

1. Age

18
5. BMI

4. Systolic blood pressure 

3. Smoking status 

2. Sex

1. Age

Lab based Non-lab based

ESTIMATION OF TOTAL 

CARDIOVASCULAR RISK
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Green <5% Low Risk

Yellow 5% to <10% Low Risk

Orange 10% to <20% Moderate Risk

Red 20% to <30% High risk

Maroon ≥30% Very High Risk 

5 COLORS REPRESENT 5 RISK LEVELS 

The higher 
the risk, the 

more 
intensive the 
interventions 

should be

Lower Risk

Higher Risk

Low Risk

High Risk

Moderate Risk
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Risk Risk
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WHO CVD RISK CHART

20
In 2018, the Government of Bangladesh incorporated total CVD risk-based approach in the national 

guideline for the management of hypertension and diabetes 
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Known patient with 
previous  cardiovascular 

disease
Secondary Prevention

• Risk charts not needed
• Manage following 

national guidelines

Individuals
evaluated for
CVD and its
risk factors

No prior CVD (Heart attack 
& stroke)

Primary Prevention

Use risk charts to estimate 
risk & manage accordingly

Patients coming with acute symptoms: Managing Emergencies 

Patients presenting with acute symptoms or signs of possible heart attack or stroke 
should be screened immediately for angina, heart attack, transient ischaemic attack or 
stroke, stabilized, and referred urgently to the appropriate facility for care.

2

1

3

SORTING PATIENTS FOR CVD 
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Protocol for integrated management of hypertension, diabetes and 
cholesterol using a total cardiovascular risk approach

All patients aged over 40 years and no prior CVD:
Estimate total CVD risk (using CVD risk charts)

Very high Risk 
≥30%

High risk 
20% to <30%

Moderate
Risk 10% to <20%

Low
Risk < 10%

Healthy lifestyle
Advise & support all for behaviour change and selfcare on tobacco cessation, diet 

and physical activity

Nicotine replacement or 
other pharmacotherapy  

for tobacco users who fail 
to quit with counselling

Nicotine replacement or 
other pharmacotherapy 

for tobacco users who fail 
to quit with counselling

Offer specific counselling 
on tobacco cessation to 

all tobacco users

Offer specific counselling 
on tobacco cessation to 

all tobacco users 
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Very high Risk 
≥30%

High risk 
20% to <30%

Moderate
Risk 10% to <20%

Low
Risk < 10%

Blood pressure
Use BP algorithm

On first visit  SBP ≥160 mmHg and/or DBP ≥ 100 mmHg OR lower BP with end organ damage: 
start treatment based on one assessment, as per hypertension management protocol

On first visit SBP >130 
&/or DBP >80 mmHg: 
start antihypertensive 

based on one 
assessment

On first visit SBP 140-159 
&/or DBP 90-99 mmHg: 

healthy lifestyle counselling 
and follow up in 4 to 8 

weeks. 
Persistent BP ≥ 140/90, 

unable to lower through 
lifestyle strategies, start 

antihypertensive

On first visit SBP 140-159 
&/or DBP 90-99 mmHg: 

healthy lifestyle counselling 
and follow up in 4 to 8 

weeks. 
Persistent BP ≥ 140/90, 

unable to lower through 
lifestyle strategies, start 

antihypertensive

On first visit SBP 140-159 
&/or DBP 90-99 mmHg: 

healthy lifestyle counselling 
and follow up in 4 to 8 

weeks. 
Persistent BP ≥ 140/90, 

unable to lower through 
lifestyle strategies, start 

antihypertensive
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Very high risk 
≥30%

High risk 
20% to <30%

Moderate
Risk 10% to <20

Low
Risk < 10%

Cholesterol & 
aspirin

TOTAL CHOLESTEROL ≥ 8 MMOL/L: TREAT WITH ROSUVASTATIN
ADVISE ALL TO FOLLOW A LIPID LOWERING DIET AT ALL TIMES

Start ROSUVASTATIN 
10 mg ONCE DAILY irrespective 

of cholesterol level

Give ASPIRIN 75 mg ONCE DAILY 
if no contraindications and 

benefit outweighs risk

If total cholesterol >5.0mmol/l 
despite lipid-lowering diet for 3 
months: start ROSUVASTATIN 

5 mg ONCE DAILY

Give ASPIRIN 75 mg ONCE DAILY 
if no contraindications and 

benefit outweighs risk

Total cholesterol 
< 8.0mmol/l:

advise to follow a lipid 
lowering diet

Do NOT give aspirin

Total cholesterol 
< 8.0 mmol/l:

advise to follow a lipid 
lowering diet

Do NOT give aspirin
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Very high risk 
≥30%

High risk 
20% to <30%

Moderate
Risk 10% to <20

Low
Risk < 10%

DIABETES
Use diabetes algorithm

Diabetes: treat with hypoglycaemic agent per diabetes algorithm. Advise on foot care 
+ eye screening

Treat BP ≥ 130/80 mmHg:

Give ROSUVASTATIN 10 mg 
ONCE DAILY irrespective of 

cholesterol level

Treat BP ≥ 130/80 mmHg:

Give ROSUVASTATIN 5 mg 
ONCE DAILY irrespective of 

cholesterol level

Treat BP ≥ 130/80 mmHg:

Give ROSUVASTATIN 5 mg 
ONCE DAILY irrespective 

of cholesterol level

Treat BP ≥ 130/80 mmHg:

Give ROSUVASTATIN 5 mg 
ONCE DAILY irrespective 

of cholesterol level
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Very high risk 
≥30%

High risk 
20% to <30%

Moderate
Risk 10% to <20

Low
Risk < 10%

FOLLOW-UP
Follow up compliance with drug treatment (if applicable) and regular follow up per risk 

level

Monitor response to 
counselling and treatment as 

needed.

Reassess CVD risk every 3 
months

Monitor response to 
counselling and treatment as 

needed.

Reassess CVD risk every 3 
months until targets met, then 

every 3-6 months

Monitor response to 
counselling and treatment 

as needed.

Reassess CVD risk every 3 
months until targets met, 

then every 6-9 months

Monitor response to 
counselling and treatment 

as needed.

Reassess CVD risk every 
12 months
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• Identify individuals at high risk at an early Stage 

• Provide more intensive counseling, drug treatment, and follow-up to high risk than low 
risk individuals

• Prevent complications

• Avoid putting patients with low risk on lifelong and costly treatment/prevent over-
treatment.

• Harmonize and simplify management in low resource setting

• Promote adherence to treatment

• Reduce the chance of catastrophic health expenditure, a step toward universal health 
coverage 

THE BENEFIT OF CVD RISK-BASED 
MANAGEMENT
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HYPERTENSION

28



© BRAC James P Grant School of Public Health, BRAC University. This document can not be shared without prior permission.

DIABETES
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CHRONIC RESPIRATORY DISEASES
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CANCER

31



© BRAC James P Grant School of Public Health, BRAC University. This document can not be shared without prior permission.

32

LIFESTYLE 

COUNSELING 

Unhealthy Diet

Harmful Use Of 
Alcohol

Physical 
Inactivity

Tobacco Use
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2. ADVISE

3. ASSESS

4. ASSIST5. ARRANGE

1. ASK

Provide important 
key messages on 
the risk factor

Find out Patient 
ready for 
information & 
assistance

Provide in-depth 
counselling and 
assistance 

Provide guidance 
on referral and 
follow-up actions 

Ask important 
aspects of 
behavioural 
risk factor

Use 5R’s

If the patient 
does not want 

to change 
his/her 
lifestyle

Still does not 
want to change

End the counseling 
session positively 

If wants to change 
the lifestyle

1. Relevance
2. Risk
3. Reward
4. Roadblock
5. Repetition

5A’s
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HEALTHY LIFESTYLE COUNSELING
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SELF CARE
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PALLIATIVE CARE
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CORE LIST OF TECHNOLOGIES, 
TOOLS, MEDICINES

37

TECHNOLOGIES
• Thermometer
• Stethoscope
• Blood pressure measurement device*
• Measurement tape
• Weighing machine
• Peak flow meter**
• Spacers for inhalers
• Glucometer
• Blood glucose test strips
• Semmes-Weinstein 10 g monofilament
• Urine protein test strips
• Urine ketones test strips

Add when resources permit:
• Nebulizer
• Pulse oximeter
• Blood cholesterol assay
• Lipid profile
• Serum creatininine assay
• Troponin test strips
• Urine microalbuminuria test strips
• Tuning fork
• Electrocardiograph (if training to read 
and interpret electrocardiograms is
available)
• Defibrillator

TOOLS
• WHO CVD risk prediction charts
• Evidence-based clinical protocols
• Flow charts with referral criteria
• Patient clinical record
• Medical information register
• Audit tools

• Amoxicillin
• Angiotensin inhibitor (enalapril)
• Aspirin
• Beclomethasone
• Beta-blocker (atenolol)
• Calcium channel blocker (amlodipine)
• Codeine
• Dextrose infusion
• Diazepam
• Epinephrine
• Erythromycin
• Furosemide
• Glibenclamide
• Glucose injectable solution
• Glyceryl trinitrate
• Heparin
• Hydrocortisone

• Ibuprofen
• Insulin
• Isosorbide dinitrate
• Magnesium sulphate
• Metformin
• Morphine
• Oxygen
• Paracetamol
• Prednisolone
• Promethazine
• Salbutamol
• Senna
• Sodium chloride infusion
• Spironolactone
• Statin 
• Thiazide diuretic

Medicine
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EVIDENCE FROM PUBLISHED LITERATURE…1

Country 
(year)

Setting Key findings

South Korea
(2017)

2 poly clinics • Significant decline in behavioral risk factors
• Significant decline in risk factors such as 10 year CVD risk, FBG >7 mmol/L,
blood cholesterol >6.6 mmol/L, Blood pressure >140/90 mm of Hg, BMI>23 
kg/m2, waist circumference, urine albumin

Bhutan
(2014)

2 district 
hospitals and 
7 health units

• CVD risk score, alcohol and smoking consumption, proportion with high
blood pressure and urine albumin declined
• Medication adherence to antihypertensives and anti-diabetics improved

Myanmar 
(2020)

20 townships • Reduction of CVD risk score, blood sugar and systolic blood pressure was 
seen in 26%, 60% and 31% of cases

Palestine 
(2019)

One clinic • No statistical difference between pre- and post-intervention parameters for
systolic and diastolic blood pressure, waist circumference, weight, BMI, 
cholesterol, tobacco use and 10-year CVD risk, but FBS was significantly lower

38
Diabetes & Metabolic Syndrome: Clinical Research & Reviews 15 (2021) 102266



© BRAC James P Grant School of Public Health, BRAC University. This document can not be shared without prior permission.

Country 
(year)

Setting Key findings

Palestine
(2017)

14 primary 
care clinics

• Staff generally followed PEN protocols
• CVD risk miscalculation in 1/3 cases, urine testing not regularly done for 

96% diabetic patients, too frequent cholesterol test, no referral to higher 
centers, in 10% cases doctors did not take appropriate actions

Philippines
(2015)

All PHCs in 6 
provinces

• 100% of PHCs had PEN trained manpower and complete sets of essential 
equipment

• 44% of PHCs implemented PEN, 19% had complete sets of essential 
medicines

Moldova 
(2020)

20 PHCs • Improvements were seen in recording smoking status, measurement of 
HbA1c among diabetes patients and achieving control in HT treatment.

Kyrgyzstan 
(2017)

22 PHCs • Detection rate of CVD risk factors and diseases did not change
• Some changes in blood pressure control

39
Diabetes & Metabolic Syndrome: Clinical Research & Reviews 15 (2021) 102266

EVIDENCE FROM PUBLISHED LITERATURE…2
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Country 
(year)

Setting Key findings

Indonesia
(2016)

PHCs • PEN program is more cost-effective than a base case of no program in place
• Can be further improved through a targeted screening policy of high-risk 

groups of population aged 40 and above

Bhutan
(2014)

PHCs • Both the current PEN program and universal screening had lower lifetime
costs and higher health gains than no screening
• Cost effective id the prevalence of hypertension and diabetes is >3/10000 

people

Jordan
(2017)

2 MSF clinics • Correct CCVD risk estimation in 60% of cases
• 48% of people eligible for lipid lowering agents received them
• Providers favored lifestyle interventions over drug treatment

Samoa
(2019)

Community • More than 90% of target population has been screened for NCDs and 
nearly half of the screed had NCD risk factors

40
Diabetes & Metabolic Syndrome: Clinical Research & Reviews 15 (2021) 102266

EVIDENCE FROM PUBLISHED LITERATURE…3
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Service 
delivery

✓ Improve access to 
essential preventive 
and curative NCD 
interventions

✓ Provide equitable 
opportunities for 
early detection

✓ Define a core set of 
cost-effective NCD 
interventions

✓ Provide tools for 
their 
implementation

✓ Improve the quality 
of care

✓ Improve the gate-
keeper function of 
primary care

✓ Reduce costs due 
to hospital 
admissions and 
complications

Health 
workforce

✓ Provide training 
material to enhance 
knowledge and 
skills for NCDs 
prevention and 
control

✓ Audit performance

Health 
information

system

✓ Provide templates 
to gather reliable 
health information 
of people

Medical 
products and
technologies

✓ Define prerequisites 
for integrating a 
core set of essential 
NCD interventions 
into primary care

✓ Develop an 
affordable list of 
essential medicines 
and appropriate 
Technologies

✓ Improve access to 
essential medicines

Financing

✓ Prioritize NCD 
interventions to 
support raising of 
adequate funds for 
universal coverage

✓ Facilitate phased-
out provision of 
financial protection 
for NCDs

Leadership/ 
Governance

✓ Assess needs and 
gaps and facilitate 
the use of available 
resources for the 
prevention and 
control of NCDs 
efficiently and 
equitably

✓ Support 
government efforts 
to drive the agenda 
toward universal
coverage

People

✓ Develop tools for 
community 
engagement and 
empowerment of 
people for self-care

✓ Improve health 
outcomes

CONTRIBUTION OF WHO PEN TO 

HEALTH SYSTEM BUILDING BLOCKS
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PEN ACTIVITIES 

OF 

CNCDN
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▪ Year of Establishment: 2017

▪ Funded by: National Institute for 
Health and Care Research, UK

▪ Supported by: Global Health 
Research Unit (GHRU), Imperial 
College London, UK

43

CNCDN AT A GLANCE FOUNDING PARTNERS
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AIM OF THE CENTER

To prevent and control non-communicable diseases 
and malnutrition in Bangladesh and Global South

44
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Research: Conduct and facilitate discovery, development and delivery 
research on NCD and nutrition

45

OBJECTIVES

1

Education and training: Strengthen capacity of students, researchers,

health care providers, policy makers, program personnel, media

representatives and general population on prevention and control of

NCDs and malnutrition

Guidelines and quality standards: Develop and facilitate 
development of guidelines and quality standards for the prevention, 
treatment and control of NCD and malnutrition

2

3
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Evidence-based policy and programmes: Carry out advocacy and
provide technical support for evidence-based policy-making,
programme design and implementation aimed at prevention and
control of NCDs and malnutrition

46

Partnership and networking: Foster effective partnership among
government organizations, non-government organizations and
development partners working for prevention and control of NCDs and
malnutrition

5

4

OBJECTIVES
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PEN TRAINING ACTIVITIES..1

• Training on the World Health Organization (WHO) Package of
Essential Non-communicable Diseases (PEN) Interventions for
Primary Health Care Workers

• In 2019, in the 1st phase, the training was provided to 102 primary
health care providers (Doctors, Nurses, and Paramedics) and 305
community health team participants (Supervisors of Community
Health Workers, Community Health Workers) [407 total]

• In 2020, in the 2nd phase, PEN training was be provided to 157 PHC
providers and 127 community health team members

• In 2021, in the 3rd phase, PEN training was provided to 154 PHC
providers along with supportive supervision visits

• In 2022, in the 4th phase, PEN training is being provided to 150 PHC
providers and supportive supervision training is being provided to
193 community health care providers

47
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Developed/contributed to the development of training 
materials

• Training manual for i. Physicians, Nurses, Medical 
Assistants; ii. CHCP and HAs; and iii. Community Health 
Workers

• Participant workbook and health records for all training

• Flipchart for training Community Health Workers

48

PEN TRAINING ACTIVITIES..2
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PEN TRAINING ACTIVITIES..3

• CNCDN provided resource persons for “Training on NCD 
Management Based on WHO PEN Package” organized by 
DGHS, JICA, and WHO

• The training was provided to 48 persons (Physicians, 
nurses and SACMO)

• CNCDN staff members provided training to 629 
government staff of 6 sub-districts in Cox’s Bazar and 
Narsinghdi

49
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2008 (91%)

Screened at CHC

829 (41%)

Referred to NCD center

659 (79%)

Completed NCD center visit 

2232   
40+ people approached

2208 (99%)

Consented and Registered

Domain
Number of 
participant

Percentage

Diagnosed with NCD 639 97% of referred

Diagnosed with 
hypertension

552 84% of diagnosed

Diagnosed with 
Diabetes

222 35% of diagnosed

REGISTRATION, SCREENING AND ENROLLMENT

POC PILOT PROJECT IN PARBATIPUR



© BRAC James P Grant School of Public Health, BRAC University. This document can not be shared without prior permission.

COUNSELING OUTCOME
➢ 30% of those who wanted to quit tobacco could quit (163/542)

➢ 65% of those who wanted to reduce salt intake could reduce (150/230)

➢ 68% of those who wanted to increase physical activity could increase (84/123)

➢ 42% of those who wanted to increase fruits and vegetable intake could (90/213) 

Follow up visit: Completion and outcome

696
653 502

403

Followed up On medication Taken medicine
regularly

Controlled

77% 
of those on medication

80% 
of those on medication

94% on medication

327
298 221

156

Followed up On medication Taken medicine regularly Controlled

91% 
of those followed 

up 
74% 

of those on 
medication

71% 
of those on 
medication

Hypertension Type 2 Diabetes 



© BRAC James P Grant School of Public Health, BRAC University. This document can not be shared without prior permission.

CHALLENGES AND SOLUTIONS: DEMAND SIDE

52

Domain Challenges Ways to overcome 

Adherence and 
follow-up

• Lack of adherence to medication
• Reluctance for follow-up visits

• Regular supply of medicines
• Counseling on drug adherence and follow-up

Self-care • No awareness of self-care • Training of health care providers on self-care and 
counseling of the patients

Medicine 
shopping

• Patients come to health centers 
just to collect medicines

• Digital recording and use of NID 

High waiting time, 
transport cost

• Long wait, facilities are far away • Point of care tests at the NCD service delivery point, 
community-based services

Involvement of 
non-medically 
trained providers 
(NMTP)

• Patients frequently visit NMTP
• NMTP advise against regular 

medications and overmedicate

• Involve medically trained providers
• Awareness raising and counseling 

Counseling • Individual counseling is time 
consuming

• Brief intervention (5A-5R approach)
• Health education using audio-visual aids
• Use of posters/flip charts, community services
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CHALLENGES AND SOLUTION: SUPPLY SIDE

53

Domain Challenges Ways to overcome 

Human 
resources

• Shortage or acute shortage of trained HR
• Turn over, frequent transfer or no transfer

• At least one physician, one nurse/SACMO and one dedicated person for 
counseling in the PHC, fixed staff for PHC, Training and refresher training 

Drugs, supplies 
and 
equipment

• Irregular supply/oversupply/lack of 
supply/with close expiry dates

• Regular supply based on the need of the facilities 
• Local level coordination
• Digital BP machines, digital weighing scales and regular calibration

Service 
delivery

• Overload
• Lack of time for counseling
• Lack of home visits

• Decentralization of services (screening, medicine refilling)
• Involve lower level facilities, one stop services from the NCD service 

delivery point, options for home visits

MIS and 
record keeping

• Paper-based record, too many forms
• No use of data for local decisions
• Data not reported to national MIS

• Digital record keeping and use of data for decision making
• Reporting of NCD services regularly and inclusion of more NCD 

indicators in DHIS2/NCD display board/Registers and SS log

Financing and 
sustainability

• Inadequate and NCD services are not 
prioritized

• Lack of resources

• Adequate evidence-based financing and prioritization of NCD services
• Local level financing for drugs and supplies
• Health insurance, effective use of out-of-pocket expenses

Governance • Irregular supervision of NCD services • Implementation of regular supportive supervision
• Local level NCD prevention and control coordination committee
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ADAPTING WHO 

PEN
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ADAPTING WHO PEN

• A stepwise approach to the implementation of WHO PEN is presented 
in the subsequent slides.  

• The key advantage of a stepwise approach, whether to prevention, 
surveillance, or management, is that it offers a framework to help 
countries get started and to focus on what is practical, taking into 
account the available human, financial and other resources.
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DEVELOP A SERVICE DELIVERY MODEL FOR PHC03

MONITORING AND EVALUATION05

REVIEW AND PLAN FOR SCALE UP06

ASSESS CURRENT STATUS OF NCDs02

ENGAGE STAKEHOLDERS01 CAPACITY BUILDING04

ADAPTING WHO PEN…STEPS
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STEP 1
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STEP 2
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STEPS 3-5
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STEP 6
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THANKS!
Q&A

Email: cncdn@bracu.ac.bd
T: +880-2-48812213-18
Address:
BRAC James P Grant School of Public Health, BRAC University
6th Floor, Medona Tower,
28 Mohakhali Commercial Area,
Bir Uttom A K Khandakar Road, Dhaka-1213, Bangladesh.


