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Abstract 

India is witnessing a high rise in lifestyle disorders. Two decades ago, people above 40 years old were diagnosed or affected; now, 

teenagers, young adults, and the population in their 30s to 40s are also being affected. Modern healthcare diagnostic systems frequently 

use laboratory investigations to assess health status, but they often fail to account for the effects of habitual lifestyle factors, primarily 

diet, Sleep, Physical activity, and exposure to stress and anxiety, as well as the long-term health trajectory.  Individuals may temporarily 

alter their diet, physical activity, and sleep behavior before testing, resulting in biochemical values that appear normal but are not 

indicative of their ongoing living patterns. This gap is particularly evident in younger and midlife populations, while symptoms stay 

silent and lifestyle remains the dominant determinant of future health outcomes. And there is no specific classification system that can 

assess the Indian lifestyle and dietary pattern, which is crucial in preventive health care. The present framework addresses the key 

gaps in the existing system where lifestyle remains the dominant determinant of future health outcomes. 
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Objective: 

1. To develop a multidimensional, culturally adapted preventive framework 

2. To present the conceptual development and structural design 

3. A preventive framework intended to classify wellness risk based on sustained lifestyle patterns in the Indian population aged 

between 16 and 50 years. 

 

1. Introduction 

1.1 The Limits of Snapshot Health Assessment 

The healthcare system is experiencing rapid changes that mainly depend on laboratory investigations. 

 Although important for diagnosing and monitoring diseases, biochemical parameters such as lipid profiles, glucose levels, and 

inflammatory markers are only a temporary snapshot of physiological health that can be influenced by recent exposures.  

The results of laboratory tests can be drastically different based on recent lifestyle behaviors and may not always reflect long-term 

habit exposures over months or years. (Coskun A et al, 2023). 

These values may change within days or weeks in response to dietary restriction, physical activity, sleep modification, or medication 

adherence, as demonstrated in lifestyle intervention studies showing measurable changes in metabolic biomarkers over short periods. 

(Shin SW, et al.2020) 

In practice, individuals often engage in short-term lifestyle modification before testing and subsequently revert to previous habits once 

the results normalize. The lack of longitudinal behavioral context provided by laboratory tests makes it difficult to interpret laboratory 

tests without a lifestyle context, which can obscure true health status and delay preventive actions. (Chu J, et al., 2025) 

Creating false reassurance, delaying preventive intervention, and obscuring the true health trajectory are all consequences of this 

pattern. The need exists for a preventive framework that captures sustained lifestyle exposure instead of episodic biological states. 

1.2 Lifestyle Trajectory Versus Biological State 

Health outcomes emerge from behaviors practiced consistently over time, not from isolated actions. A meaningful preventive 

assessment must therefore reflect habitual dietary patterns, sleep regularity, daily movement, psychological stress, and baseline genetic 

vulnerability. Existing assessment tools often examine these elements in isolation or through constructs that inadequately reflect the 

cultural and behavioral context of Indian populations. (Sikaris KA, 2017) 
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2. Rationale for Population Scope (16–50 Years)  

The SLWCS classification framework is crafted for individuals between the ages of 16 and 50, as health outcomes are mainly 

determined by lifestyle and can be altered. Before midlife, the metabolic dysfunction, cardiometabolic risk, sleep, and psychological 

stress are largely shaped by behavioural exposure and environmental context. 

Beyond approximately 50 years of age, the aetiology of health outcomes increasingly reflects age-dominant biological processes, 

including hormonal transitions, sarcopenia, vascular aging, immune senescence, and cumulative medication effects. Interpretive 

precision would be reduced by applying a lifestyle-weighted classification beyond this stage. 

By focusing on the 16–50-year population, SLWCS maximizes preventive leverage, minimizes confounding from age-dominant 

pathology, and targets the period where diagnostic misinterpretation due to short-term behavioural modification is most likely to occur. 

 

3. Conceptual Foundation of SLWCS 

The foundation of SLWCS is the distinction between biological state and lifestyle trajectory. 

 The primary goal of diagnostic investigations is to answer the question 'What is the physiological state at this moment?' 

 What lifestyle choices have led to this current state, and where does it appear to be headed? 

The present framework is not designed or framed to diagnose disease or predict clinical outcomes; instead, it provides a structured 

classification of wellness risk based on sustained lifestyle exposure, supporting the early preventive action before irreversible 

pathology development. 

 

 

4. Framework Architecture 

4.1 Overview 

SLWCS is a point-based classification system with a maximum score of 120 points, distributed across five domains selected for their 

cumulative influence on metabolic, functional, and psychological health. Higher scores reflect healthier, more sustainable lifestyle 

patterns. 

 An age-stage stratified model is used to categorize dietary patterns, sleep architecture, physical activity matrix, family history load, 

and mental health spectrum. As a contextual interpretive layer, the framework incorporates non-scored symptom mapping into its 

cumulative wellness classification score. 

SLWCS is proposed as a preventive screening and wellness classification tool, complementary to clinical diagnostics, designed to 

support early risk identification, longitudinal lifestyle assessment, and targeted preventive interventions. 

 

5. Core Domains 

5.1 FOODS Framework – Dietary Patterns (50 Points) 

The framework's food-based classification is crucial due to significant changes in the population's diet over the past two decades. 

Availability and variety have increased a lot. 

The FOODS framework uses culturally relevant categories to capture dietary exposure instead of binary food labeling. 

A novel five-component system was developed to capture Indian dietary complexity: 

F - Fresh & Functional Foods (0-5 points): Minimally processed whole foods, including vegetables, fruits, whole grains, legumes, 

and fresh dairy consumed in traditional preparations. 

O - Oils & Fats Classification (0-10 points): A four-tier system addressing the Indian oil confusion epidemic: (O1) industrial refined 

oils with high omega-6 ratios, (O2) cold-pressed oils used inappropriately (heating destroying benefits), (O3) trans fats and partially 

hydrogenated oils, (O4) traditional fats used appropriately (ghee, coconut oil, mustard oil in balanced quantities). 

O - Organized Packaged Foods (0-10 points): Commercially processed, shelf-stable products subcategorized into: health-marketed 

foods (oats, muesli, protein bars often high in hidden sugars), snack foods (chips, biscuits, namkeen), ready-to-eat meals (instant 

noodles, frozen parathas), packaged beverages (juices, energy drinks), and processed dairy alternatives. 

D - Disruptive Street & Festive Foods (0-10 points): A culturally-specific category capturing high-palatability foods unique to the 

Indian context: street foods (chaats, pani puri, vada pav, samosas, pakoras), festival/celebration foods (biryani, haleem, mithai, fried 

preparations), and frequent restaurant/takeout consumption. Scoring emphasizes frequency and context rather than absolute 

prohibition. 

S - Sugar & Sweetness Spectrum (0-10 points): Comprehensive assessment of added sugars including: obvious sources (sweets, 

desserts, soft drinks), hidden sugars (condiments, bread, flavored products), artificial sweeteners (causing metabolic confusion despite 

zero calories), and natural sugars misused (fruit juices, excess dried fruits, honey/dates overconsumption). 

Scoring methodology: Higher scores indicate healthier patterns. Total possible: 50 points. Categories: Optimal (40-50), Good (30-

39), Concerning (20-29), Critical (0-19). 

Dimension 2: Sleep Architecture (15 points) 

Three components assessed: (S1) Duration (0-5 points) based on 7-9 hour optimal range with penalties for both insufficient and 

excessive sleep, (S2) Quality (0-5 points) evaluated through sleep latency, night wakings, and daytime restoration, (S3) Circadian 

Alignment (0-5 points) considering sleep timing relative to natural light-dark cycles, circadian rhythm consistency, and special 

penalties for night-shift work. 

Dimension 3: Physical Activity Matrix (15 points) 

Four components captured: (A1) Aerobic activity (0-4 points) based on WHO recommendations of 150 minutes moderate or 75 

minutes vigorous weekly activity, (A2) Strength/resistance training (0-4 points) assessing frequency and comprehensiveness, (A3) 

NEAT - Non-Exercise Activity Thermogenesis (0-4 points) evaluating daily movement through step counts and sedentary time, (A4) 

Recovery & flexibility (0-3 points) including yoga, stretching, and adequate rest days. Cultural adaptation: traditional activities 

(vigorous household work, farming, manual labor) counted toward activity targets. 
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Dimension 4: Family History Load (10 points, reverse scored) 

Burden calculation based on first-degree relatives with major chronic diseases: diabetes (+2 per parent, +3 if both, +1 sibling), 

cardiovascular disease (+2 if parental event <60 years), cancer (+2 per parent), autoimmune conditions (+1), mental health disorders 

(+1). Reverse scoring: minimal burden (0-2 points) = 10/10, moderate (3-5) = 7/10, high (6-8) = 4/10, very high (9+) = 1/10. 

Interpretation emphasizes risk awareness, guiding prevention intensity rather than genetic determinism. 

Dimension 5: Mental Health Spectrum (15 points) 

Three components assessed: (M1) Chronic stress load (0-5 points) evaluating stress intensity, coping mechanisms, and physical stress 

manifestations, (M2) Anxiety/depression symptoms (0-5 points) using validated screening questions, (M3) Social connection & 

purpose (0-5 points) assessing relationship quality, community involvement, and sense of meaning. Cultural considerations: joint 

family dynamics, societal pressures (marriage, children, career, appearance), and gender-specific stressors. 
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 FIGURE 1 — SLWCS FRAMEWORK 

Total SLWCS Score: 120 points possible 

6. Age-Stage Stratification 

Three life stages with distinct metabolic and lifestyle characteristics: 

Foundations (16-25 years): Peak metabolic flexibility, habit formation critical period, epigenetic programming window. Risk 

categories: Excellent foundation (90-120), Building with cracks (70-89), Foundation failure (<70). 

Crossroads (25-35 years): Metabolic decline onset, fertility peak/decline, maximum life stress, first disease manifestations. Make-

or-break decade for lifelong health trajectory. Risk categories: Navigating well (85-120), Dangerous crossroads (60-84), Wrong path 

(<60). 

Reckoning (35-50 years): Hormonal transitions, chronic disease crystallization, generational caregiving. Consequences are visible, 

but reversal is possible with intensive intervention. Risk categories: Aging gracefully (80-120), Disease crystallizing (55-79), Crisis 

mode (<55). 

Age-stage thresholds were established through expert consensus considering epidemiological data on disease onset patterns in Indian 

populations (30,31). 

6.1 Risk Stratification Levels 

Five wellness categories established across all age groups: 

Level 5 - Thrivers (90-120 points): Optimal across dimensions, low disease, risk, high predicted health span. 

Level 4 - Balancers (75-89 points): Generally healthy with 1-2 areas needing attention, low-moderate risk if corrected within 6-12 

months. 

Level 3 - Strugglers (55-74 points): Multiple problem areas with symptoms present, moderate-high risk requiring comprehensive 

lifestyle intervention. 

Level 4 - Clingers (35-54 points): Severe multi-dimensional dysfunction, diagnosed diseases likely present, high risk requiring 

intensive medical and lifestyle intervention. 

Level 1 - Critical (0-34 points): Crisis state with multiple diagnoses and rapidly declining health, very high risk requiring immediate 

comprehensive intervention. 
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These categories are for interpretation and prevention, not diagnosis. 

 

7. Symptom Mapping as a Non-Scored Interpretive Layer 

Non-scored contextual component SLWCS includes symptom mapping. Symptoms are not included in the scoring process because of 

their transient and subjective nature. Instead, they serve to: 

 Explain how lived experience is not reflected in numerical scores. 

 Detect early dysfunction before diagnostic abnormalities occur. 

 Guide clinical discussions and referral decisions. 

The practical relevance is enhanced while maintaining scientific rigor with this design. 

 

 

8. Preventive Application 

SLWCS is intended for use in: 

 Preventive screening 

 Lifestyle counseling intake 

 Community and corporate wellness programs 

 Longitudinal self-monitoring 

Using the framework alongside diagnostic testing provides behavioral context that enhances the interpretation of laboratory findings 

and decreases false reassurance from short-term normalization. 

 

 

9. Ethical Considerations 

SLWCS: 

 Is not a diagnostic or treatment tool 

 Does not replace medical evaluation 

 Uses mental health items strictly at a screening level 

Individuals identified as high risk should be referred for appropriate clinical assessment. 

 

10. Limitations and Future Directions 

Only the conceptual framework and classification architecture are included in this manuscript. Empirical validation, reliability testing, 

and outcome correlation are planned as subsequent research phases. In the future, it is possible to adapt the framework for older 

populations with age-specific weighting. 

 

11. Conclusion 

A preventive health assessment approach that is culturally grounded, age-aware, and behavior-anchored is introduced by the Serene 

Life Wellness Classification System. By moving away from episodic diagnostics and towards sustained lifestyle patterns, SLWCS 

addresses a significant gap in modern healthcare and offers a structured way to intervene early in younger and midlife populations. 

 

 

 

REFERENCES 

1. India State-Level Disease Burden Initiative CVD Collaborators. The changing patterns of cardiovascular diseases and their 

risk factors in the states of India: the Global Burden of Disease Study 1990-2016. Lancet Glob Health. 2018;6(12):e1339-e1351. 

2. Anjana RM, Deepa M, Pradeepa R, et al. Prevalence of diabetes and prediabetes in 15 states of India: results from the ICMR-

INDIAB population-based cross-sectional study. Lancet Diabetes Endocrinol. 2017;5(8):585-596. 

3. Unnikrishnan R, Pradeepa R, Joshi SR, Mohan V. Type 2 Diabetes: Demystifying the Global Epidemic. Diabetes. 

2017;66(6):1432-1442. 

4. Gupta R, Rao RS, Misra A, Sharma SK. Recent trends in epidemiology of dyslipidemias in India. Indian Heart J. 

2017;69(3):382-392. 

5. Mohan V, Deepa R, Rani SS, Premalatha G; Chennai Urban Population Study (CUPS No.5). Prevalence of coronary artery 

disease and its relationship to lipids in a selected population in South India: The Chennai Urban Population Study (CUPS No. 5). J 

Am Coll Cardiol. 2001;38(3):682-687. 

6. Misra A, Singhal N, Khurana L. Obesity, the metabolic syndrome, and type 2 diabetes in developing countries: role of dietary 

fats and oils. J Am Coll Nutr. 2010;29(3 Suppl):289S-301S. 

7. Radha V, Mohan V. Genetic predisposition to type 2 diabetes among Asian Indians. Indian J Med Res. 2007;125(3):259-274. 

8. Monteiro CA, Cannon G, Levy RB, et al. Ultra-processed foods: what they are and how to identify them. Public Health Nutr. 

2019;22(5):936-941. 

9. Juul F, Martinez-Steele E, Parekh N, Monteiro CA, Chang VW. Ultra-processed food consumption and excess weight among 

US adults. Br J Nutr. 2018;120(1):90-100. 

10. Lloyd-Jones DM, Hong Y, Labarthe D, et al. Defining and setting national goals for cardiovascular health promotion and 

disease reduction: the American Heart Association's strategic Impact Goal through 2020 and beyond. Circulation. 2010;121(4):586-

613. 

11. Pronk NP. A health promotion framework for employers. ACSM Health Fit J. 2014;18(6):28-32. 

https://ijnrd.org/
http://www.ijnrd.org/


INTERNATIONAL JOURNAL OF NOVEL RESEARCH AND DEVELOPMENT (IJNRD) 
© 2026 IJNRD | Volume 11, Issue 1, January 2026 | ISSN: 2456-4184 | IJNRD.ORG 

 

IJNRD2601044 IJNRD - International Journal of Novel Research and Development (www.ijnrd.org)  

 

a347 

12. Monteiro CA, Cannon G, Moubarac JC, Levy RB, Louzada MLC, Jaime PC. The UN Decade of Nutrition, the NOVA food 

classification, and the trouble with ultra-processing. Public Health Nutr. 2018;21(1):5-17. 

13. Pagliai G, Dinu M, Madarena MP, Bonaccio M, Iacoviello L, Sofi F. Consumption of ultra-processed foods and health status: 

a systematic review and meta-analysis. Br J Nutr. 2021;125(3):308-318. 

14. Srour B, Fezeu LK, Kesse-Guyot E, et al. Ultra-processed food intake and risk of cardiovascular disease: prospective cohort 

study (NutriNet-Santé). BMJ. 2019;365:l1451. 

15. Ghosh M, Sharma A, Talukder G. Relative contribution of edible oils of omega-3 and omega-6 essential fatty acids in Indian 

diets. Nutr Hosp. 2014;29(5):1166-1172. 

16. Simopoulos AP. An Increase in the Omega-6/Omega-3 Fatty Acid Ratio Increases the Risk for Obesity. Nutrients. 

2016;8(3):128. 

17. D'Agostino RB Sr, Vasan RS, Pencina MJ, et al. General cardiovascular risk profile for use in primary care: the Framingham 

Heart Study. Circulation. 2008;117(6):743-753. 

18. Hippisley-Cox J, Coupland C, Vinogradova Y, et al. Predicting cardiovascular risk in England and Wales: prospective 

derivation and validation of QRISK2. BMJ. 2008;336(7659):1475-1482. 

19. Misra A, Khurana L. Obesity and the metabolic syndrome in developing countries. J Clin Endocrinol Metab. 2008;93(11 

Suppl 1):S9-30. 

20. Yajnik CS, Fall CH, Coyaji KJ, et al. Neonatal anthropometry: the thin-fat Indian baby. The Pune Maternal Nutrition Study. 

Int J Obes Relat Metab Disord. 2003;27(2):173-180. 

21. Clegg A, Young J, Iliffe S, Rikkert MO, Rockwood K. Frailty in elderly people. Lancet. 2013;381(9868):752-762. 

22. Barker DJ, Osmond C, Forsén TJ, Kajantie E, Eriksson JG. Trajectories of growth among children who have coronary events 

as adults. N Engl J Med. 2005;353(17):1802-1809. 

23. Gluckman PD, Hanson MA, Cooper C, Thornburg KL. Effect of in utero and early-life conditions on adult health and disease. 

N Engl J Med. 2008;359(1):61-73. 

24. Soubry A, Hoyo C, Jirtle RL, Murphy SK. A paternal environmental legacy: evidence for epigenetic inheritance through the 

male germ line. Bioessays. 2014;36(4):359-371. 

25. Fleming TP, Watkins AJ, Velázquez MA, et al. Origins of lifetime health around the time of conception: causes and 

consequences. Lancet. 2018;391(10132):1842-1852. 

26. Garaulet M, Gómez-Abellán P. Timing of food intake and obesity: a novel association. Physiol Behav. 2014;134:44-50. 

27. Ng M, Fleming T, Robinson M, et al. Global, regional, and national prevalence of overweight and obesity in children and 

adults during 1980-2013: a systematic analysis for the Global Burden of Disease Study 2013. Lancet. 2014;384(9945):766-781. 

28. Kuh D, Ben-Shlomo Y, Lynch J, Hallqvist J, Power C. Life course epidemiology. J Epidemiol Community Health. 

2003;57(10):778-783. 

29. Harlow SD, Gass M, Hall JE, et al. Executive summary of the Stages of Reproductive Aging Workshop + 10: addressing the 

unfinished agenda of staging reproductive aging. J Clin Endocrinol Metab. 2012;97(4):1159-1168. 

30. Pradeepa R, Mohan V. Epidemiology of type 2 diabetes in India. Indian J Ophthalmol. 2021;69(11):2932-2938. 

31. Gupta R, Gupta VP. Meta-analysis of coronary heart disease prevalence in India. Indian Heart J. 1996;48(3):241-245. 

32. Mohan V, Radhika G, Vijayalakshmi P, Sudha V. Can the diabetes/cardiovascular disease epidemic in India be explained, at 

least in part, by excess refined grain (rice) intake? Indian J Med Res. 2010;131:369-372. 

33. Craig CL, Marshall AL, Sjöström M, et al. International Physical Activity Questionnaire: 12-country reliability and validity. 

Med Sci Sports Exerc. 2003;35(8):1381-1395. 

34. Buysse DJ, Reynolds CF 3rd, Monk TH, Berman SR, Kupfer DJ. The Pittsburgh Sleep Quality Index: a new instrument for 

psychiatric practice and research. Psychiatry Res. 1989;28(2):193-213. 

35. Kroenke K, Spitzer RL, Williams JB, Löwe B. An ultra-brief screening scale for anxiety and depression: the PHQ-4. 

Psychosomatics. 2009;50(6):613-621. 

36. DeSalvo KB, Bloser N, Reynolds K, He J, Muntner P. Mortality prediction with a single general self-rated health question. 

A meta-analysis. J Gen Intern Med. 2006;21(3):267-275. 

37. Saleem SM. Modified Kuppuswamy socioeconomic scale updated for the year 2021. Indian J Forensic Community Med. 

2021;8(1):1-3. 

38. Poti JM, Braga B, Qin B. Ultra-processed Food Intake and Obesity: What Really Matters for Health-Processing or Nutrient 

Content? Curr Obes Rep. 2017;6(4):420-431. 

39. Chakravarty I, Sinha RK. Prevalence and sociodemographic determinants of consumption of street foods among slum 

dwellers of Patna, India. Int J Community Med Public Health. 2017;4(10):3850-3854. 

40. Goyal R, Faizy AF, Siddiqui SS, Singhai M. Evaluation of TNF-α and IL-6 Levels in Obese and Non-obese Diabetics: Pre- 

and Postinsulin Effects. N Am J Med Sci. 2012;4(4):180-184. 

41. Choe E, Min DB. Mechanisms and factors for edible oil oxidation. Compr Rev Food Sci Food Saf. 2006;5(4):169-186. 

42. Depner CM, Melanson EL, Eckel RH, et al. Ad libitum Weekend Recovery Sleep Fails to Prevent Metabolic Dysregulation 

during a Repeating Pattern of Insufficient Sleep and Weekend Recovery Sleep. Curr Biol. 2019;29(6):957-967.e4. 

43. Reutrakul S, Van Cauter E. Sleep influences on obesity, insulin resistance, and risk of type 2 diabetes. Metabolism. 

2018;84:56-66. 

44. Garaulet M, Gómez-Abellán P, Alburquerque-Béjar JJ, Lee YC, Ordovás JM, Scheer FA. Timing of food intake predicts 

weight loss effectiveness. Int J Obes (Lond). 2013;37(4):604-611. 

45. Dashti HS, Gómez-Abellán P, Qian J, et al. Late eating is associated with cardiometabolic risk traits, obesogenic behaviors, 

and impaired weight loss. Am J Clin Nutr. 2021;113(1):154-161. 

https://ijnrd.org/
http://www.ijnrd.org/


INTERNATIONAL JOURNAL OF NOVEL RESEARCH AND DEVELOPMENT (IJNRD) 
© 2026 IJNRD | Volume 11, Issue 1, January 2026 | ISSN: 2456-4184 | IJNRD.ORG 

 

IJNRD2601044 IJNRD - International Journal of Novel Research and Development (www.ijnrd.org)  

 

a348 

46. Hewagalamulage SD, Lee TK, Clarke IJ, Henry BA. Stress, cortisol, and obesity: a role for cortisol responsiveness in 

identifying individuals prone to obesity. Domest Anim Endocrinol. 2016;56 Suppl:S112-S120. 

47. Kyrou I, Chrousos GP, Tsigos C. Stress, visceral obesity, and metabolic complications. Ann N Y Acad Sci. 2006;1083:77-

110. 

48. Halaris A, Myint AM, Savant V, et al. Does escitalopram reduce neurotoxicity in major depression? J Psychiatr Res. 2015;66-

67:118-126. 

49. Ben-Shlomo Y, Kuh D. A life course approach to chronic disease epidemiology: conceptual models, empirical challenges and 

interdisciplinary perspectives. Int J Epidemiol. 2002;31(2):285-293. 

50. Lynch J, Smith GD. A life course approach to chronic disease epidemiology. Annu Rev Public Health. 2005;26:1-35. 

51. Greaves CJ, Sheppard KE, Abraham C, et al. Systematic review of reviews of intervention components associated with 

increased effectiveness in dietary and physical activity interventions. BMC Public Health. 2011;11:119. 

52. Uribarri J, Woodruff S, Goodman S, et al. Advanced glycation end products in foods and a practical guide to their reduction 

in the diet. J Am Diet Assoc. 2010;110(6):911-16.e12. 

53. Galgani JE, Moro C, Ravussin E. Metabolic flexibility and insulin resistance. Am J Physiol Endocrinol Metab. 

2008;295(5):E1009-E1017. 

54. Spiegel K, Leproult R, Van Cauter E. Impact of sleep debt on metabolic and endocrine function. Lancet. 

1999;354(9188):1435-1439. 

55. Bass J, Takahashi JS. Circadian integration of metabolism and energetics. Science. 2010;330(6009):1349-1354. 

56. Qian J, Scheer FAJL. Circadian System and Glucose Metabolism: Implications for Physiology and Disease. Trends 

Endocrinol Metab. 2016;27(5):282-293. 

57. Biswas A, Oh PI, Faulkner GE, et al. Sedentary time and its association with risk for disease incidence, mortality, and 

hospitalization in adults: a systematic review and meta-analysis. Ann Intern Med. 2015;162(2):123-132. 

58. Conroy RM, Pyörälä K, Fitzgerald AP, et al. Estimation of ten-year risk of fatal cardiovascular disease in Europe: the SCORE 

project. Eur Heart J. 2003;24(11):987-1003. 

59. Mendis S, Lindholm LH, Mancia G, et al. World Health Organization (WHO) and International Society of Hypertension 

(ISH) risk prediction charts: assessment of cardiovascular risk for prevention and control of cardiovascular disease in low and middle-

income countries. J Hypertens. 2007;25(8):1578-1582. 

60. Pronk NP, Kleinman DV, Goekler SF, et al. Promoting Health and Well-being in Healthy People 2030. J Public Health Manag 

Pract. 2021;27(Suppl 6):S242-S248. 

61.   Coskun A, et al. Physiological Rhythms and Biological Variation of Analytes: Implications for Laboratory Interpretation. 

International Journal of Molecular Sciences. 2023. 

(Supports: Laboratory values are influenced by biological rhythms and short-term variation.)  

62.  Shin SW, et al. Effects of a Lifestyle-Modification Program on Blood Glucose and Obesity Indicators. PMC. 2020. 

(Supports: Short-term lifestyle changes can alter biomarkers such as glucose control.)  

63.   Chu J, et al. Efficacy of Lifestyle Modification Combined with GLP-1 on Cardiometabolic Biomarkers. (2025) 

(Supports: Lifestyle changes influence lipid and glucose markers over weeks/months.)  

64.  Sikaris KA. Enhancing the Clinical Value of Medical Laboratory Testing. The Clinical Biochemist Reviews. 2017. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://ijnrd.org/
http://www.ijnrd.org/


INTERNATIONAL JOURNAL OF NOVEL RESEARCH AND DEVELOPMENT (IJNRD) 
© 2026 IJNRD | Volume 11, Issue 1, January 2026 | ISSN: 2456-4184 | IJNRD.ORG 

 

IJNRD2601044 IJNRD - International Journal of Novel Research and Development (www.ijnrd.org)  

 

a349 

 

 

 

                                   ANNEXURE A 

The Serene Life Wellness Classification System (SLWCS) 

Complete Framework Description 

I. Overview 

The Serene Life Wellness Classification System (SLWCS) is a comprehensive, culturally-adapted framework for holistic health 

assessment in Indian populations. The system integrates five weighted dimensions with age-stage stratification to provide a total 

wellness score ranging from 0 to 120 points. 

II. Core Dimensions and Scoring 

Dimension 1: FOODS Framework (50 points) 

A culturally-specific dietary assessment comprising five components: 

Component Points Description 

F - Fresh & Functional Foods 0-5 Minimally processed whole 

foods (vegetables, fruits, whole 

grains, legumes, fresh dairy) are 

consumed in traditional 

preparations. Scoring based on 

daily servings: 0-1 servings (0 

pts), 2-3 servings (2 pts), 4-5 

servings (4 pts), 6+ servings (5 

pts). 

O - Oils & Fats Classification 0-10 Four-tier system: (1) Refined 

oils/trans fats (0 pts), (2) Cold-

pressed oils used inappropriately 

for high heat (3 pts), (3) Oils 

appropriately matched to cooking 

temperature (7 pts), (4) Balanced 

traditional fats with optimized 

omega-3:6 ratio (10 pts). 

O - Organized Packaged Foods 0-10 Commercially processed 

products (chips, biscuits, ready 

meals, packaged beverages, 

processed dairy). Frequency: 

Daily (0 pts), 4-6x/week (3 pts), 

2-3x/week (7 pts), ≤1x/week (10 

pts). 

D - Disruptive Street & Festive 

Foods 

0-10 Culturally-specific high-

palatability foods (street foods: 

chaat, samosa, momos; festival 

foods: biryani, mithai, fried 

preparations). Frequency: 

Daily/5+x/week (0 pts), 3-

4x/week (3 pts), weekly (7 pts), 

occasions only (10 pts). 

S - Sugar & Sweetness Spectrum 0-10 All added sugars, including 

obvious sources (sweets, 

desserts), hidden sugars 

(condiments, packaged foods), 

artificial sweeteners, and natural 

sugars misused. Daily intake: 6+ 

tsp equivalent (0 pts), 3-5 tsp (3 

pts), 1-2 tsp (7 pts), 

minimal/none (10 pts). 

Dimension 2: Sleep Architecture (15 points) 

Three components assessing sleep quantity, quality, and circadian alignment: 

Component Points Scoring Criteria 

Duration 0-5 <5 hours (0 pts), 5-6 hours (1 pt), 

6-7 hours (3 pts), 7-9 hours (5 

pts) 

Quality 0-5 Very poor with frequent waking 

(0 pts), Poor (2 pts), Decent (4 
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pts), Excellent with refreshing 

sleep (5 pts) 

Circadian Alignment 0-5 After 2 AM or night shift (0 pts), 

12-2 AM (1 pt), 11 PM-12 AM (3 

pts), Before 11 PM (5 pts) 

Dimension 3: Physical Activity Matrix (15 points) 

Five components capturing structured exercise, daily movement, and recovery: 

Component Points Scoring Criteria 

Aerobic Activity 0-4 Weekly minutes: <30 (0 pts), 30-

75 (2 pts), 75-150 (3 pts), 150+ (4 

pts) 

Strength Training 0-3 Frequency: Never (0 pts), 

Once/week (1 pt), 2-3x/week (3 

pts) 

Daily Movement (NEAT) 0-4 Daily steps: <3,000 (0 pts), 

3,000-5,000 (1 pt), 5,000-8,000 

(2 pts), 8,000+ (4 pts) 

Functional Fitness 0-3 Stair climbing capacity without 

breathlessness: Cannot climb 1 

floor (0 pts), 1 floor (1 pt), 2-3 

floors (2 pts), 4+ floors (3 pts) 

Recovery & Flexibility 0-2 Yoga/stretching practice and rest 

days: None (0 pts), Occasionally 

(1 pt), Regular (2 pts) 

Dimension 4: Family History Load (10 points - Reverse Scored) 

Genetic disease burden in first-degree relatives. Higher burden results in lower scores, indicating increased risk requiring more 

aggressive prevention: 

Family Disease History Score 

Diabetes: Both parents (0 pts), One parent (2 pts), 

Sibling only (3 pts), None (5 pts) 

0-5 points 

Heart disease/Cancer/Autoimmune: Multiple 

family members/conditions (0 pts), One or two 

members (2 pts), None (5 pts) 

0-5 points 

Dimension 5: Mental Health Spectrum (15 points) 

Three components assessing psychological well-being and social connections: 

Component Points Scoring Criteria 

Chronic Stress 0-5 Burnout with physical symptoms 

(0 pts), High stress/poor coping 

(2 pts), Moderate with coping (4 

pts), Manageable with effective 

coping (5 pts) 

Anxiety/Depression 0-5 Severe affecting function (0 pts), 

Moderate (2 pts), 

Mild/occasional (4 pts), No 

significant symptoms (5 pts) 

Social Connection & Purpose 0-5 Isolated/no purpose (0 pts), 

Limited connections (2 pts), 

Some good relationships (4 pts), 

Strong connections/clear purpose 

(5 pts) 

III. Age-Stage Stratification 

The framework recognizes three distinct life stages with different metabolic vulnerabilities and intervention potentials: 

Life Stage Age Range Characteristics & Interpretation 

Foundations 16-25 years Peak metabolic flexibility, 

critical habit formation period, 

epigenetic programming 

window. Score thresholds: 

Excellent ≥90, Concerning 70-

89, Critical <70. This stage 

establishes lifelong metabolic 

patterns. 
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Crossroads 25-35 years Metabolic decline onset, fertility 

peak/decline, maximum life 

stress, and first disease 

manifestations. Make-or-break 

decade for long-term health 

trajectory. Thresholds: Excellent 

≥85, Concerning 60-84, Critical 

<60. Highest intervention 

potential. 

Reckoning 35-50 years Hormonal transitions, chronic 

disease crystallization, and 

generational caregiving stress. 

Consequences of decades 

manifest, but reversal is still 

possible with intensive 

intervention. Thresholds: 

Excellent ≥80, Concerning 55-

79, Critical <55. 

IV. Risk Stratification: Five Wellness Levels 

Total SLWCS scores stratify individuals into five wellness categories with distinct risk profiles and intervention recommendations: 

Level Score Range Interpretation & Recommended 

Actions 

Level 5: THRIVERS 90-120 Status: Optimal wellness across 

multiple dimensions, low disease 

risk, high predicted healthspan. 

Action: Maintain current 

practices, reassess every 6 

months, optimize any dimension 

below 80%, and consider 

mentoring others. 

Level 4: BALANCERS 75-89 Status: Generally healthy with 1-

2 specific areas needing 

attention. Low-moderate risk if 

weaknesses are addressed within 

6-12 months. Action: Target the 

lowest-scoring dimensions, goal 

to reach Thriver status within 6 

months, reassess every 3 months. 

Level 3: STRUGGLERS 55-74 Status: Multiple problem areas 

with symptoms likely present. 

Critical intervention window 

where significant improvement is 

achievable with comprehensive 

lifestyle changes. Moderate-high 

disease risk. Action: 

Comprehensive multi-

dimensional intervention 

required, professional guidance 

recommended, goal to reach 

Balancer within 3-6 months, 

monthly reassessment. 

Level 2: CLINGERS 35-54 Status: Severe dysfunction across 

multiple dimensions. Diagnosed 

health conditions are likely 

present or imminent. High 

disease risk. Action: Intensive 

medical and lifestyle intervention 

urgently needed, join a structured 

wellness program, and bi-weekly 

monitoring for the first 3 months. 

Likely requires both 

pharmacological and lifestyle 

approaches. 

Level 1: CRITICAL 0-34 Status: Crisis state with multiple 

diagnoses likely present, quality 
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of life severely impacted, health 

rapidly declining. Very high risk. 

Action: Immediate 

comprehensive medical 

intervention required, coordinate 

with the healthcare team, 

intensive support essential, 

weekly monitoring for the first 

month. Requires multi-

disciplinary crisis management. 

V. Scoring Methodology 

Total Score Calculation 

SLWCS Total Score = Dimension 1 (0-50) + Dimension 2 (0-15) + Dimension 3 (0-15) + Dimension 4 (0-10) + Dimension 5 (0-15) 

Maximum Possible Score: 120 points 

Percentage Calculation by Dimension 

For each dimension: Percentage = (Actual Score ÷ Maximum Possible Score) × 100 

Example: FOODS score of 35/50 = (35 ÷ 50) × 100 = 70% 

Interpretation Guidelines 

 Dimension scores below 60% indicate priority intervention areas 

 Overall score combined with age-stage classification determines wellness level 

 Family history (Dimension 4) contextualizes risk but doesn't modify intervention threshold 

 Single dimension deficiency can drive overall poor health despite other dimensions being adequate 

VI. Unique Features 

 Disruptive Street & Festive Foods category: Captures episodic high-exposure events unique to Indian dietary patterns not 

addressed by Western classification systems. Recognizes cultural significance while quantifying metabolic impact. 

 Oils & Fats complexity: Four-tier system addressing widespread confusion about oil selection and usage, particularly regarding 

cold-pressed oils marketed inappropriately. 

 Context-dependent scoring: Acknowledges that occasional consumption of culturally important foods (festivals, social 

gatherings) is healthier than daily consumption that displaces nutrient-dense foods. 

SLWCS™ - Serene Life Wellness Classification System 

Developed by Dr. Anagha Tulasi, PhD (Food Science and Nutrition) 
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