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Foreword

The National AIDS Control Programme (NACP) launched Prevention of Parent to Child Transmission
(PPTCT) of HIV in the year 2001-02. This provided access to HIV lesting services to all pregnant women
enrolled for Ante-natal Care (ANC) along with provision of ARV prophylaxis with single dose of Nevirapine
(SD-NVP) at the time of delivery; and rapidly scaled-up this intervention across India during the NACP-1Il
(2007-12)

in September, 2012, NACP as a policy adopted the more efficacious multi drug ARV regimen for PPTCT,
based on the recommendations of WHO (2010).

‘Government of India is committed to work lowards achievement of the global target of “Elimination of
new HIV infection among children” by 2015. Based on the new Guidelines from WHO (June 2013),
Department of AIDS Control (DAC) has decided to initiate lifelong ART (triple drug regimen) for all
pregnant and breast feeding women living with HIV, regardiess of CD4 count or WHO clinical
stage, both for their own health and to prevent vertical HIV transmission and with additional HIV
prevention benefits. This would also help in maximum coverage for those needing trealment for their
own health, avoid stopping and starting drugs with repeat pregnancies, provide early protection against
mother-to child transmission in future pregnancies, reduce the risk of HIV transmission to HIV sero
discordant partners and improve maternal health.

Thus these “National Guidelines for PPTCT (2013)" have been updated lo incorporate global
recommendations and also provide Operational Guidelines for nationwide implementation of Multi Drug
Regimen for PPTCT with immediate effect

It is crucial that for efficient PPTCT, all the States /UTs strengthen the convergence between NACP and
National Reproductive & Child Health (RCH) including STI/RTI, to improve access of HIV awareness,
counseling and screening testing services to detect HIV infection amongst pregnant women on their
very first contact with health system. This will promote birth of HIV free children and improve longevity
with guality life of people living with HIV infection with supportive environment. It is important that
synergies with National Health Mission (NHM) and the General Heallh Care Syslem are sustained for
efficient delivery & management of PPTCT services with well functioning referrals and linkages.

The meticulous efforts made by the Basic Services Division with support from all concerned
stakeholders and pariners are appreciated for bringing out these *PPTCT Technical Guidelines, 2013,
and surely tha PPTCT services will rapidly scale up and strive towards elimination of mother-to-child
transmission of HIV (e-MTCT]) in our country

Varma)

6th Floor, Chandralok Building, 36 Janpath, New Delhi -110001. Pht:-nas 011-25325331. Fax . 011-23731746
E-mail ' secy dac@gmail com
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Preface

India had an estimated 2.1 million persons living with HIV in 2011. The HIV prevalence among adull
population in India has consistently declined over the last one decade from 0.4% in 2000 to 0.27% in
2011, This decline is due to reduction in the new HIV infections among adults, from 2.7 lakh in 2000 to
1,17 lakh in 2011, a drop of aboul 57%. Wider access to ART has resullted in 29% reduction in estimaled
annual deaths due to AIDS related causes between 2007 and 2011. This decline reflects the impact of
scaled up HIV prevenfion interventions under NACP,

Mother to child transmission of HIV is the primary route of transmission for HIV amang children. This
Iransmission is known o occur during pregnancy, delivery and breast-feeding period with equal
frequency. It is estimated that without any intervention the risk of transmission of HIV from infected
mother to her child is between 20 to 45%. Global evidences suggest that although ARV prophylaxis with
gifgle dose Nevirapine is useful, it offers only partial protection against the vertical HIV transmission.
Therefora more efficacious multiple drug ARV regimens are recommendead, to be started early during the
pregnancy and continued throughoul pregnancy and until cessation of breastfeeding. These regimens
have potential to dramatically reduce HIV transmission from mother-to-child to less than 5%.

In India, the PPTCT intervantions under the NACP started in 2001- 02 using single dose Nevirapine
prophylaxis to HIV (+ve] pragnant women during labor and her new bom child immediately after the birth

The PPTCT interventions globally, over the past few years, have transitioned from the use of the
single dose Nevirapine (administered to HIV positive Ante-natal women and their exposad babies), to the
multi-drug Anti Retro Virals (ARVs) to efficiently bring down the rate of transmission of HIV from mather-
to-child to the level of less than 5 parcent

With the Department of AIDS Contro!l / Gol adopting “Option B” of the WHO Recommendations (2010),
India has also transitioned from the single dose Nevirapine strategy to that of multi-drug ARV
prophylaxis from September 2012 To begin with, this strategy was execuled In the three southem
high HIV prevalent states of Andhra Pradesh, Karnataka and Tamilnadu

The new Guidelines of World Health Organization (June 2013) recommends that instead of previous
terms "Options A, B and B+, only following option{s) be practiced, viz,

1. Providing lifelong ART to all the pregnant and breastfeeding women living with HIV regardless
of CD4 count or clinical stage,
OR

2 Providing ART (ARV drugs) for pregnant and breastfeeding women with HIV during the mother
to child transmission risk period and then continuing lifelong ART for those women efigible for
treatment for their own health

Based on Ihe suggestions from the Technical Resource Groups during December 2013, the
Department of AIDS Control | Gol decided to implement the latest WHO Guidelines (2013) vide
which lifelong ART will be initiasted for all pregnant and breastfeeding women with HIV
irrespective of CD4 count, in India with immediate effect

Thus the present updated PPTCT Technical Guidelines-2013 are contained in this document for
implementation of PPTCT Services in our country.
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Introduction




There are an estimated 2.1 million (2011) People Living with HIV (PLHIV) in India, with National adult
HIV prevalence of 0.27% (2011). Of these, women constitute 39% of all PLHIV while children less than
15 years of age constitute 7% of all infections. As on March 2013, 0.1 million HIV positive children
had been registered under the antiretroviral therapy (ART) programme and 38,579 are receiving free
ART. There has been a significant scale-up of HIV counselling & testing, Prevention of Parent-to-Child
Transmission (PPTCT) and ART services across the country over last five years. Between 2004 and 2013,
the number of pregnant women tested annually under the Prevention of Parent-To-Child -Transmission
(PPTCT) programme increased from 0.8 million to 8.83 million and reach of the services has expanded
to the rural areas to a large extent. Concurrently, there has also been a significant decentralisation and
scale-up of the ART services, with 7.34 Lakhs PLHIV receiving free ART across the country through 409
ART centres and 860 Link-ART centres (LAC).

Mother-to-child-transmission of HIV is a major route of HIV infection in children. However, out of
an estimated 27 million pregnancies in a year, only about 52.7% attend health services for skilled
care during child birth in India. Of those who availed health services, 8.83 million ANCs received
HIV counselling and testing (March 2013) out of which 12,551 pregnant women were detected to be
HIV positive. To enhance this coverage, a joint directive from the National AIDS Control Programme
(NACP) and the National Rural Health Mission (NRHM) regarding convergence of the two programme
components was issued in July 2010, explicitly stating that universal HIV screening should be included
as an integral component of routine ANC check-up. The objective was to ensure that pregnant women
who are diagnosed with HIV would be linked to HIV services for their own health as well as to ensure
prevention of HIV transmission to newborn babies under the PPTCT programme.

In the absence of any intervention, a substantial proportion of children born to women living
with HIV, acquire HIV infection from their mothers either during pregnancy labour/delivery or during
breastfeeding. Without any intervention, the risk of transmission of HIV from infected pregnant
women to her children is estimated to be around 20-45%. Use of ART and sd NVP/Sy NVP to
mother-baby pairs has shown to be quite effective in reducing this transmission as low as 10 per
cent. Use of single dose Nevirapine (sd-NVP) at the onset of labour significantly reduces pre-partum
HIV transmission. However, it is less effective than other available ARV prophylaxis and it does not cover
the risk of HIV transmission during the antenatal or breastfeeding periods. Further, it also adds to the
risk of acquiring drug resistance to nevirapine (NVP) as well as cross resistance to Efavirenz (NNRTIs). WHO
in 2010 had recommended two more efficacious regimen, option A & option B, to further reduce the chances of
HIV transmission from mother-to-child.

Further in 2013, consolidated ART guideline, WHO has recommended moving away from the previous
terms “Options A, B and B+". Instead, the WHO new guidelines (June 2013) ! recommend two options:

1. Providing lifelong ART to all the pregnant and breastfeeding women living with HIV regardless of CD4
count or clinical stage OR

2. Providing ART (ARV drugs) for pregnant and breastfeeding women with HIV during the mother-
to-child transmission risk period and then continuing life-long ART for those women eligible for
treatment for their own health.

'World Health Organization, Consolidated guidelines on the use of Antiretroviral drugs for treating and preventing HIV infection,
Recommendations for a public health approach, June 2013.
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Government of India is committed to work towards achievement of the global target of “elimination of
new HIV infections among children” by 2015. Based on the new guidelines from WHO (June 2013),
Department of AIDS Control has decided to provide life-long ART (triple drug regimen) for all pregnant
and breast feeding women living with HIV, in which all pregnant women living with HIV receive a triple-
drug ART regimen regardless of CD4 count or WHO clinical stage, both for their own health and to
prevent vertical HIV transmission from mother-to-child. This would also help in maximising coverage for
those needing treatment for keeping them alive and for their own health, avoiding stopping and starting
drugs with repeat pregnancies, provide early protection against mother-to-child transmission in future
pregnancies and avoiding drug resistance.

These recommendations have the potential to reduce the risk of mother-to-child-transmission to less
than 5 per cent in breastfeeding populations. These guidelines shall be implemented across the country
from 1st January 2014.
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PPTCT-Policy, Essential Package and Guiding Principles




2.1 The Goals of the PPTCT Programme

In line with WHO standards for a comprehensive strategy, the National PPTCT programme recognises
the four elements integral to preventing HIV transmission among women and children. These are:

Prong 1: Primary prevention of HIV, especially among women of child bearing age.
Prong 2: Preventing unintended pregnancies among women living with HIV.
Prong 3: Prevent HIV transmission from pregnant women infected with HIV to their child.

Prong 4: Provide care, support and treatment to women living with HIV, her children and family in
women in child bearing age.

4 prongs for PPTCT

Prong 4:

Prong 1: Prong 2: )
Primgary Prevent PP rong 3: Carevt
prevention unintended ;:‘;\:_'I‘_ggn supp:r
of HIV pregnancies an
treatment

general
population,

e.g. ARSH

The National PPTCT programme adopts a public health approach to provide these services to pregnant
women and their children. This approach seeks to ensure equitable access to high-quality PPTCT
services at the grass-root level while taking into account what is feasible on a large-scale within
available health infrastructure, human and financial resources.

Goals of National PPTCT Programme in India are:
1. Primary prevention of HIV, especially among women in child-bearing age.

2. Integration of PPTCT interventions with general health services such as basic Ante-natal Care
(ANC), Natal and Post —Natal Services, Sexual Reproductive Health and Family Planning, EID,
Paediatric ART and Adolescent Reproductive and Sexual Health (ARSH), TB and STI/RTI services.

3. Strengthening post-natal care of the HIV-infected mother and her exposed infant.

4. Provide the essential package of PPTCT services (see Figure 1 on next page).

---------- National Guidelines for Prevention of Parent-to-Child Transmission of HIV — 15



2.2 The Essential Package of Services under the PPTCT Programme

The PPTCT services provide access to all pregnant women for HIV diagnostic, prevention, care and
treatment services. As such, the key goal is to ensure the integrated PPTCT services delivery within
existing Reproductive & Child Health (RCH) programme.

The Essential Package of PPTCT Services includes:

16

Routine offer of HIV counselling (Group/Individual counselling) and testing to all pregnant women
attending ante-natal care, with ‘opt out’ option.

Ensure involvement of spouse & other family members and move from an “ANC centric” to a
“Family centric” approach.

Provide ART to all HIV infected pregnant women regardless of WHO staging and CD4 count
results. Preferred regimen is TDF+3TC+ EFV.

Promote institutional delivery for all HIV infected pregnant women (ANMs/ASHAs, Community
workers to accompany to institutions; reduction of stigma and discrimination amongst health
care providers through sensitisation and capacity building).

Provision of care for associated conditions (STI/RTI, TB & other Opportunistic Infections (Ols).

Provide nutrition counselling and psychosocial support for HIV infected pregnant women
(Linkages with ANM, ASHAs, Community outreach workers, DLNs to advise them on the right
foods to take and to go to Anganwadi Centres for nutritional support and to the district level
network of Positive People for peer counselling and psycho-social support).

Provide counselling and support for initiation of exclusive breastfeeds within an hour of delivery
as the preferred Option and continue for 6 months. After 6 months, complementary feeding
should be given along with breastfeeds. A small number of babies born to HIV infected mothers
who have serious illness or have died and a few reluctant mothers (who at their own risk despite
counselling) may decide not to breastfeed but adopt exclusive replacement feeding (ERF).

Provide antiretroviral prophylaxis to infants from birth up to a minimum period of 6 weeks.

Integrate follow-up of HIV-exposed infants (HEIs) into routine healthcare services including
immunization.

Ensure initiation of Co-trimoxazole Prophylactic Therapy (CPT) and Early Infant Diagnosis (EID)
using HIV DNA PCR at 6 weeks of age onwards as per the EID guidelines.

Strengthen follow-up and outreach through ANMs, ASHAs and District level networks and other
outreach workers to support HIV infected pregnant women and their family.

Figure 1: Essential Package of PPTCT Services
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Offer of HIV Counselling and Testing Services to all Pregnant Women

v
v v

HIV Negative HIV Infected Pregnant Women

Pregnant Women

Safe sex counselling
Couple counselling.

Linkages to family
planning services. sdl etires s

Free condoms. » Screening and treatment for STls.

Behaviour change
communication
(BCC) for high risk
women and her
partner.

Repeat HIV testing,
considering window

counselling.

¢ Ante-natal Care (ensure at least 4 visits)

Counselling on choices of continuation or medical termination of
pregnancy (MTP)-to undertake with in the first 3 months of pregnancy
only.

* Screening for TB (40 Gene-Xpert testing sites is being launched shortly)

WHO clinical staging and CD4 testing.

Counselling on positive living, safe delivery, birth-planning and infant
feeding options.

* Couple and safe sex counselling and HIV testing of spouse and other
living children.

Linkage to ART services.

period if spouse is * Provide ART regardless of clinical stage and CD4 count

positive or s/he have  «  Nutrition counselling and linkages to Government/other nutrition
high risk behaviour. programmes.

Infant feeding * Family Planning Services.

and nutrition

e EBF reinforcement/Infant feeding support through home visits.

e Psycho-social support through follow-up counselling, home visits and
support groups.

HIV Exposed Infant (HEI)

Exclusive breastfeeds up to 6 months (preferred Option-| WHO/NACO Guidelines 2010-11) and
continued breastfeeds in addition to complementary feeds after 6 months up to 1 year for EID
negative babies and up to 2 years for EID positive babies who receive Paediatric ART.

Postpartum ARV prophylaxis for infant for minimum 6 weeks.

Early infant diagnosis (EID) at 6 weeks of age; repeat testing at 6 months, 12 months & 6 weeks
after cessation of breastfeeds.

Co-trimoxazole prophylaxis from 6 weeks of age.

HIV care and Pediatric ART for infants and children diagnosed as HIV positive through EID.
Growth and nutrition monitoring.

Immunizations and routine infant care.

Gradual weaning after 6 months and introduction of complementary feeds from 6 months
onwards along with continuation of BF for at least 1 year for adequate growth & development of
the child..

Confirmation of HIV status of all babies at 18 months using all 3 Antibody (Rapid) Tests.

Figure 2: Components of PPTCT Programme
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The first and foremost important step for all pregnant women attending health services is to know their
HIV status as part of the routine ante natal screening blood tests. This has been clearly stated a directive
jointly issued by both NRHM and NACO! (Annexure 1).

Four typical scenarios where pregnant women may attend the counselling and testing services include:

2.3

Women attending ante natal clinics.
Pregnant spouse of HIV-positive men, or those with high risk behaviour.

Pregnant women screened at the Sub centre level by ANM/Nurse (whole blood finger prick
test) & Confirmation at ICTC.

Women presenting directly-in-labour (un-booked cases, require a HIV screening test before
delivery).

General Principles

Informed consent as per guidelines to be taken for all ANCs.

Counselling to inform all pregnant women about the ante natal routine screening tests haemoglobin
(Hb %), Urine albumin/sugar, VDRL/RPR, blood grouping & typing and the benefits of testing for
HIV.

Nurse/Counsellors to provide information on the ante natal screening comprehensive package
including HIV testing through both individual counselling and group counselling information
sessions.

Pregnant Women who opt-out of HIV testing should be offered repeat counselling to explore
the reasons for opting out, address any misunderstandings and encourage her to reconsider her
decision. These women should be offered routine HIV testing at each subsequent clinic visit.

Post-test counselling for all pregnant women is very important so as to educate those with
negative tests to remain un-infected; while for those with confirmed HIV positive tests-further
counselling, support and referrals to care & treatment services.

Pregnant women who have been referred by ANMs after whole blood screening tests must
undergo pre-test counselling and follow the usual HIV testing protocol similar to the regular ante
natal cases at the stand-alone ICTCs for confirmatory tests.

Disclosure of HIV status is to be done only at stand-alone ICTCs after appropriate confirmatory
testing as per laboratory guidelines (post-test counselling) and only by trained health staff (MO,
Nurse or Counsellor).

All pregnant women referred to other HIV services including ART Centre, should be tracked to
ensure that they actually reach the services, and have been registered at the respective centres.

Partner/Spouse and family (other children) testing for HIV to be done as per ICTC guidelines.

Partner (Husband) involvement during the pregnancy and thereafter. PPTCT interventions and FP
methods to be encouraged e.g., couple counselling for mutual psycho-social support, mother to
ART and baby to ARV, Family planning counselling etc.

'Guidelines for rolling out NACP and NRHM Convergence plan in the state. No X-19020/17/2009-NACP(IEC), 10
August 2010
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Ensure allreferred pregnant women actually reach the ART center and are started on ARTwithout delay or
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Figure 3: Services to Pregnant Women during Antenatal Period
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2.3.1 Sexually Transmitted Infections and Reproductive Tract Infections

Sexually transmitted infections and reproductive tract infections (STIs/RTls) are important public health
problems in India. Studies suggest that around 6 per cent of the adult population in India is infected
with one or more STIs/RTlIs. Individuals with STIs/RTIs have a significantly higher chance of acquiring
and transmitting HIV. Moreover, STIs/RTls are also known to cause infertility and reproductive morbidity.
Controlling STIs/RTls helps decrease HIV infection rates and provides a window of opportunity for
counselling about HIV prevention and reproductive health.

The implementation framework of National Rural Health Mission (NRHM) provides the directions for
synergizing the strategies for prevention, control and management for STI/ RTI services under Phase Il of
Reproductive and Child Health Programme (RCH II) and Phase Il of National AIDS Control Programme
(NACP III). While the RCH programme advocates a strong reference “to include STI/RTI and HIV/AIDS
preventions, screening and management in maternal and child health services”, the NACP includes
services for management of STls and ART as a major programme strategy for prevention of HIV.

Syndromic Case Management (SCM) is the cornerstone of STI/RTI management, being a comprehensive
approach for STI/RTI control endorsed by the World Health Organization (WHO). This approach classifies
STI/RTI into syndromes, which are easily identifiable group of symptoms and signs and provides treatment
for the most common organisms causing the syndrome. Treatment has been standardized as given in
Table 1. SCM achieves high cure rates because it provides immediate treatment on the first visit at little
or no laboratory cost. However, it goes hand-in-hand with other important components like counselling,
partner treatment, condom promotion and referral for HIV testing.

Table 1: Syndromic Management of STI/ RTls

Colour-coded Kits for STI Treatment

Urethral Discharge (UD), Tab. Azithromycin 1 G (1) and Grey
Cervicitis (CD) Ano-rectal discharge Tab. Cefixime 400 mg (1)

(ARD)Painful Scrotal Swelling (PSS)

Presumptive Treatment (PT)

Vaginitis (VD) Tab. Secnidazole 2 g (1) and Green
Tab. Fluconazole 150 mg (1)

Genital Ulcer Disease- Non Herpetic Inj. Benzathine penicillin 2.4 MU (1) and  White

(GUD-NH) Tab. Azithromycin 1 G (1) and Disposable
syringe 10 ml with 21 gauge needle (1)
and
Sterile water 10 ml (1)
Genital Ulcer Disease- Non Herpetic Tab. Doxycycline 100 mg (30) and Blue
(GUD-NH)—for patients allergic to Tab. Azithromycin 1 G (1)
penicillin.
Genital Ulcer Disease- Herpetic Tab. Acyclovir 400 mg (21) Red
(GUD-H)
Lower Abdominal Pain (LAP/PID) Tab. Cefixime 400 mg (1) and Yellow

Tab. Metronidazole 400 mg (28) and
Cap. Doxycycline 100 mg (28)

Inguinal Bubo (IB) Tab. Doxycycline 100 mg (42) and Black
Tab. Azithromycin 1 G
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STI/ RTI Service Package

The syndromic approach is the foundation of STI/RTI services at all facilities. Laboratory tests can be
used wherever available. The minimum package of STI/RTI services (Table 2) to be provided at different

facilities are tabulated below:

Table 2: Level of Care Service Provider Modalities Package of Services

Level of Care Modalities Package of Services

Village ASHA/Link worker/
Health worker
(M/F)

Sub-centre ANM/Health worker

PHC/Mobile Medical
Unit/Dispensary/CHC/

Medical Officer/
Staff Nurse/

Urban Health post/ LHV/Laboratory
Rural Hospital/Sub Technician
divisional

Hospital

Medical Officer
Staff nurse

District hospital,
Medical College

hospitals, select Rural  Counsellor,
Hospital/Sub divisional Laboratory
Hospital). Technician

“SURAKSHA CLINIC”

Pregnant Women and STI/ RTI Services

Through their
outreach
meetings and

observance of village

health and
nutrition days

Through ANC
clinics, group
meetings and
household
contacts

Routine OPDs,
ANC Clinics/
Camps

STI/RTI clinic
Gynaecology/
Obstetrics clinics
ANC Clinics
General OPD

Information

Condom provision and promotion
Screening for STI/RTI

Referral for treatment

In addition to above,

Provide counselling
Referral to ICTC

In addition to above,

STI/RTI treatment through
syndromic approach and partner
management

Simple diagnostic tests (including
Syphilis screening)

ARSH services

Referral to ICTC

Reporting to district RCH Officer

Syndromic case management of
STI/ RTI (provision of directly
observed treatment for single
dose regimen)

Minimal laboratory testing
Counselling

Condom Promotion

Partner treatment

Syphilis screening

Referral to ICTC

Linkage with other services

All pregnant women should be screened for syphilis. Syphilis is one of the easily treatable Sexually
Transmitted Infection (STI/RTI) caused by Treponema pallidum, which can be transmitted to sexual
partners as well as from infected pregnant woman to her new born child. Untreated syphilis is
responsible for multisystem complications and other sickness among infected patients and may cause
miscarriages, low birth weight and premature delivery in the pregnant woman. Many patients of syphilis
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are asymptomatic and do not manifest any symptoms of the disease. The National STI/RTI prevention
and control programme mandates a screening test to detect hidden syphilis among all pregnant women
attending Antenatal Clinics. The Rapid Plasma Reagin test (RPR Test) or Venereal Diseases Laboratory
Test (VDRL Test) are the most commonly used screening tests to detect syphilis. The programme
recommends treatment of all RPR reactive patients.

Process of Screening ANC Women

ANM at the village/subcentre level will do screening test for HIV and Syphilis using whole blood finger
prick test.

If the Syphilis test is reactive then the pregnant woman would be referred to designated STI/RTI clinics
or PHC with RPR testing availability for Syphilis confirmation.

If the HIV test is reactive then the pregnant woman will be referred to stand alone ICTC for confirmation
of HIV by rapid tests. The patient then undergoes pre-test counselling at the ICTC by the ICTC counsellor.
The ICTC collects 5 ml blood for HIV rapid tests and RPR test.

After HIV and RPR testing, the patient returns to the ICTC counsellor for post test counselling. During
post-test counselling the ICTC counsellor provides the HIV and syphilis test report and counsels the
patient to go to the STI/RTI clinic for further follow-up and advice from the STI/RTI counsellor and
Medical officer for treatment if required.

2.3.2 HIV-TB Collaborative Activities

Tuberculosis (TB) is responsible for about 25% of all deaths among HIV infected individuals. The risk of
active TB is approximately 10 times higher in HIV-infected pregnant women compared to HIV uninfected
women. Active TB in HIV-infected pregnant women can contribute to increased risk of maternal mortality,
and is also associated with prematurity, low birth weight, and perinatal tuberculosis among infants. A
recent study in India found that maternal TB increases the risk of HIV transmission from mother -to child
by 2.5 times. The key TB prevention interventions recommended by World Health Organization at HIV
care settings include airborne infection control at HIV care settings and Isoniazid Preventive Therapy
(IPT). NACP is currently implementing airborne infection control measures like fast tracking of cough
symptomatic patients, promotion of cough hygiene etc. at ART centres. Further, the National Technical
Working Group (NTWG) on TB-HIV collaboration, at NACO endorsed IPT as a strategy and recommended
its implementation at all ART centres in the country. This activity is planned for roll-out in 2014-15.

Along with TB prevention, early detection and treatment of HIV-TB are also important for reducing
mortality. The NACP and Revised National TB Control Programme (RNTCP) implement various activities
jointly to ensure early detection and treatment. These include:
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Activities for Early Detection of HIV Associated TB
* HIV testing of presumptive TB cases
e HIV testing of diagnosed TB patients
* Intensified TB case finding (ICF) at ICTC
* ICF at ART centres
Activities to Ensure Early Treatment of HIV
* Linkage of HIV-TB cases to ART
* Initiation of HIV-TB cases on ART

HIV testing of presumptive TB cases: Detection of HIV by offering HIV tests to diagnosed TB patients is
being implemented by NACP and RNTCP jointly since

2007-08. NACP and RNTCP decided to offer HIV test upstream during evaluation of patients for TB
when they present with TB symptoms. This activity is expected to expedite detection of HIV by 2-4
weeks, leading to early linkage to treatment and hence reduction in mortality.

Intensified TB case finding at ART centres: ICF at ART centres is implemented since 2010 and it is now
implemented at all ART centres, Link ART centres and Link ART plus centres. Gene-Xpert testing is being
proposed by the TB programme in 40 sites soon for early screening and testing for TB.

Process of Screening ANC Women

Women registered for ANC care would be screened for TB along with HIV and Syphilis by ANMs at sub
centre level.

ANM checks for TB symptoms (Refer Pregnant women to designated microscopic centre (DMC) at PHC
if there is a persistent cough of any duration. It may be accompanied by one or more of the following
symptoms such as weight loss, chest pain, tiredness, shortness of breath, fever, particularly rise of
temperature in the evening, in some cases there can be blood in the sputum, loss of appetite and night
sweats).

Refer all HIV positive pregnant women to RNTCP for TB diagnosis and treatment at the earliest.
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Stand Alone ICTC

Sub-centre level Whole Blood Finger

Prick Test (WBFPT centre)

*  Three Rapid test for
Confirmation of HIV
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Coordination for institutional
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Figure 4: PPTCT Services for Pregnant Women at Different Levels

2.4 Guiding Principles for Use of ART in PPTCT

The guiding principles for the use of ART to prevent HIV transmission from mother-to-child are:

* HIV infected pregnant women, in need of ART for their own health should receive life-long ART

e Postpartum ART initiation to mother and ARV Prophylaxis to child are aimed at improving HIV-
free child survival by reducing HIV transmission through breastfeeding.

* HIVexposed infants should be followed-up and managed as per the National Guidelines on “Care
of HIV exposed infants and children”.

In India, the PPTCT programme has been in place for many years, and recommended ARV prophylaxis
was sd of Tab Nevirapine (200mg) to mother during labour and single dose of Sy Nevirapine to the

infant at birth.
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However, with evolving evidence, the National technical guidelines have been revised and, it is
recommended that:

1. All HIV infected pregnant women should be initiated on life-long ART (on triple ART) regardless
of WHO clinical stage or CD4 cell count.

2. HIV infected pregnant women should preferably be initiated on ART at ART centre and should
not be delayed for want of CD4 cell count report.

The summary of the technical guidelines Multi Drug Anti-retroviral Regimen for PPTCT is provided in
Figure 5.

Care for the HIV-infected pregnant women begins on the first contact with health services during the
ante natal period. Establishing a relationship or a rapport with the HIV infected pregnant woman is
fundamental in providing a continuum of care involving prevention, care, support, and treatment for
the mother and child. This requires the involvement of the clinical and para-medical team at the health
facility — the Obstetricians, Paediatricians, Physicians, Medical Officers, Nurses, ANMs, ASHAs, Lab
Technicians, Counsellors and Outreach Workers. District Level Positive Networks, Local Community
Based Organizations and Self-Help Groups (SHGs) should help support the HIV infected mother and
her family.

Establish HIV status of Pregnant Women

g
J v v 8
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ART centre will collect sample for baseline and other
investigations

Y

Mother: Continue ART during Labour,
Delivery and thereafter lifelong

Y
Mother: Continue ART life long

Infant: Daily NVP from birth until minimum 6 weeks of age,
then stop (irrespective of choice of infant feeding)

Postpartum

Exclusive Breastfeeds or Exclusive Replacement Feed

Figure 5: The Summary of the Technical Guidelines and Options for the
More Efficacious PPTCT Regimen
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PPTCT Services under NACP




3.1

Existing Facilities

Under the National AIDS Control Programme, various HIV related services are provided through public
and private health care providers depending on the programme need and the availability of health
infrastructure, human resource and their expertise.

The PPTCT services are provided through the Integrated Counselling and Testing Centres (ICTCs)
which are of the following types:

1.

Stand-Alone ICTCs: These are HIV counselling and testing facilities supported by NACP in the
form of staff (Counsellor & Lab Tech) and necessary logistic support. These centres perform
confirmatory tests for HIV. Typically these centres are located in Medical Colleges, District
Hospitals, Taluk Hospitals and Community Health Centres.

Facility-Integrated ICTCs (F-ICTCs): These are facilities where the staff — (Staff Nurses and Lab
Technicians) from existing health facilities are trained in counselling and testing, and service
delivery is ensured with provision of HIV test kits from the NACP. though it would be best to be
purchased from NRHM budget. The centres perform only screening tests for HIV using Whole
Blood Finger Prick test kits and any client found positive on screening is referred to a stand-alone
ICTC for confirmation. Typically, these centres are located at PHCs. The private/NGO facilities
also function under this model.

Screening Centres: These are health facilities where the Auxillary Nurse Midwives (ANMs; now
called Jr. Health Assistant (F)) at existing health facilities are trained in counselling and screening
for HIV by whole blood finger prick test. These centres perform only screening test for HIV through
whole blood finger prick test (WBFPT) and any client found reactive through this screening test
is referred to Stand-Alone ICTCs for confirmation. Typically, these centres are located at PHCs
and Sub Centres.

The 5 tier structure of public health system and HIV related services at different levels is detailed below
in the Table 3:

Table 3: HIV Services at Different Level of Health Facilities

Level of Health Infrastructure Available HIV Facilities Available HIV Services

Medical College Stand -Alone ICTC, ART Centre ICTC, PPTCT, HIV-TB, ART

Centre of Excellence (CoE) in HIV care including
Paediatric Centre of Excellence (pCoE) Paed. ART, Ol, STI, EID

District Hospital Stand- Alone ICTC, ART Centre ICTC, PPTCT, HIV-TB, ART, OI, STI,
Link ART Centre, Blood Bank EID services, Linkages to DLNs/
DIC for psycho-social support and
services

Sub-district/Community Health  Stand- Alone ICTC, Facility-ICTC ART/  ICTC / HIV Screening, PPTCT, HIV-

Centre Link -ART Centre Blood storage centre  TB, ART, Ol, STI, DIC, EID Services
Primary Health Centres/ Stand-Alone ICTCs HIV Screening, PPTCT, HIV-TB, STI
24x7 PHCs Facility integrated ICTCs
Sub-Centres Screening Centre (Whole Blood Finger  HIV Screening Test

Prick Test)
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3.2.

Continuum of care under PPTCT

With the revision of PPTCT guidelines that recommend use of the more efficacious Multi Drug ART regimen,
it is important to consider Prong-3 of National PPTCT programme as a continuum of interventions
rather than a one-time activity (Fig6). This requires close coordination between various implementing
components for PPTCT-ART linkage, Early Infant Diagnosis (EID), Paediatric ART services etc.

The continuum of care involves the following steps:

1.
2.

10.

11.
12.

13.

Increasing uptake of PPTCT services by pregnant women.

Counselling and Testing of pregnant women as an integral part of ANC Comprehensive Services
package.

Detection of HIV infected pregnant women.
Linking HIV infected pregnant women to Care, Support and Treatment services.

Initiating ART for all HIV infected pregnant women regardless of CD4 count, starting it as soon as
diagnosed and continued for life. However, make sure to obtain samples for CD4 cell count and
baseline tests at the time of initiating ART or soon after initiating ART.

Counselling on birth-planning and institutional deliveries of identified HIV infected pregnant
women.

Screening emergency labour room deliveries (un-booked cases) for HIV. If HIV positive, providing
ART and obtaining sample for CD4 cell count as soon as possible.

Linking of HIV infected pregnant women identified through emergency labour-room care services
to Care, Support and Treatment services.

Provision of Syrup Nevirapine for the new born infant from birth till 6 weeks of age (minimum).
At the end of 6 weeks, CPT should be initiated and baby to be linked to the EID programme.
CPT continued to baby from 6 weeks up to 18 months or until the confirmatory test of the baby
is done using all three Rapid Antibody Tests. If baby is confirmed positive, then CPT will be
continued.

If the infant is detected positive in EID programme (DBS+WBS tests are positive), then ensure
initiation of Pediatric ART for the baby through ART centre as per ART guidelines as soon as
possible.

Follow-up of HIV infected mother and baby until breastfeeding period is over.

At six weeks of age of baby, do DBS test and confirm with WBS test. If the age of baby is more
than 6 months, then do antibody (rapid) test first, if found positive then only DBS sample should
be sent. If DBS comes positive then do a WBS test If WBS is positive, start Paediatric ART as
soon as possible.

Confirmation of diagnosis of child using 3 anti-body tests (Rapid) at ICTCs at 18 months of age.
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Figure 6: PRONG 3: Continuum of Care for HIV Infected Pregnant Women
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Care and Assessment of HIV Infected Pregnant Women




4.1 Care during the Antenatal Period

HIV infected pregnant women may present to ICTCs and ART centres at various stages of pregnancy
(Refer to Table 4).

* Pregnant Women who are detected to be HIV infected during ante natal care should be initiated
on ART (TDF+3TC+EFV) regardless of clinical stage or CD4 count. However, it is important to
obtain sample of blood for CD4 count and for baseline tests before initiating ART. The initiation
of ART should not be delayed for want of CD4 test results.

* Pregnant women who are detected to be HIV infected by screening test (by one test kit) during
active labour should be initiated on ART but should be referred for confirmation of HIV status at
the earliest and linked to ART centre, if confirmed positive.

* Thetable below (Table 4) provides summary of maternal ART (life long) and infant ARV prophylaxis
for different clinical scenarios.

Scenario 1

Scenario 2

Scenario 3

Scenario 4

Scenario 5

Scenario 6

Different Clinical Scenarios

Different Clinical Scenarios Maternal ART Infant ARV Duration of
prophylaxis Infant ARV prophylaxis

Mother diagnosed with HIV
during pregnancy

Mother diagnosed with HIV
during labour or immediately
postpartum and plans to
breastfeed

Mother diagnosed with HIV
during labour or immediately
postpartum and plans
Exclusive Replacement
feeding(ERF)

Infant identified as HIV
exposed after birth (through
infant (at 6 weeks or after) or
maternal HIV antibody testing))
and is breastfeeding

Infant identified as HIV
exposed after birth (through
infant or maternal HIV
antibody testing) and is not
breastfeeding

Mother receiving ART but
interrupts ART regimen

while breastfeeding (such as
toxicity, stock-outs or refusal to
continue)

Initiate maternal ART

Initiate maternal ART

Refer mother for HIV
care and evaluation
for treatment

Initiate maternal ART

Refer mother to ART
Centre after CD4 tests
and baseline test and
treatment

Determine an
alternative ART
regimen or solution;
counsel regarding
continuing ART
without interruption

NVP

NVP

NVP

NVP

No NVP

(No drugs)

NVP

Table 4: Summary of Maternal ART (Life Long) and Infant ARV Prophylaxis for

6 weeks

Extending NVP prophylaxis to 12
weeks

6 weeks

Perform infant DNA/PCR test if child
is 6 weeks old or older Immediately
initiate 6 weeks or longer of NVP-
strongly consider extending this to 12
weeks

Do HIV DNA/PCR test in accordance
with national recommendations on
early infant diagnosis; no infant ARV
prophylaxis; initiate treatment if the
infant is infected

Until 6 weeks after maternal ART
is restarted or until 1 week after
breastfeeding has ended
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HIV infected pregnant women require joint management from both the HIV care team (for her HIV
condition) and the Obstetric team (for successful outcomes of pregnancy). HIV infected pregnhant
women require all components of good antenatal care, including iron-folate supplementation, anaemia
management, baseline CD4 count, screening of TB, prevention and management of Ols, STI treatment,
special Obstetric practices especially during labour and delivery, ART initiation and its continuation,
counselling for infant feeding options, post natal care, follow-up, family planning and contraception.
Postpartum care and follow-up for the well- being of mother and infant, as well as adherence to ART and
other care, to prevent HIV transmission during breastfeeding is important.

""""""" Good antenatal care ensures that pregnancy and delivery: |
* Is a safe experience for the mother.

* Builds the foundation for the delivery of a healthy baby (minimal risk of HIV
transmission to the baby)

______________________________________________________________________________________________

4.2 Initial assessment

All HIV infected pregnant women should have routine ante natal care for the well-being of her baby
including:

* Atleast 4 ANC check-ups during pregnancy (registration and 1st check-up within 12 weeks, 2nd
between 14-26 weeks, 3rd between 28-32 weeks and 4th between 36-40 weeks) as per RCH/
NACP guidelines.

* History, physical and abdominal examination.
* Antenatal routine blood screening:

o Hb, blood group & Rh typing, urine routine at 1st visit; including tests for syphilis, Hepatitis
‘B’ and HIV.

o Urine routine to be done at all visits, and Hb% to be re-checked at the 3rd visit at 28-32
weeks gestation.

e 2 Doses of Tetanus Toxoid (TT) to prevent maternal and newborn tetanus:
o First dose: at ANC registration.

o Second dose: 4-6 weeks after the first dose, preferably at least one month before the expected
date of delivery (EDD).

* Antenatal drug supplementation:

o IFA tablet (100mg iron + 0.5 mg folic acid) daily for 100 days, after 1st trimester to prevent
anaemia.

o Double the dose if anaemia persists.
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Counselling on nutrition, rest, warning signs, ART linkages-CD4 testing if HIV positive and ART, birth
planning, institutional delivery, exclusive breastfeeding within an hour of delivery, safe sex, HIV-specific
advice and contraception.

From the HIV care aspect for pregnant women, the initial assessment follows standard adult ART
guidelines including:

WHO clinical staging.

Clinical screening for TB and STl symptoms: Screen for TB at each visit: Intensified Case Finding
(ICF) as per TB-HIV guidelines for screening TB in all HIV-infected individuals.

o Clinical screening—ask for cough (of any duration), cough with blood in sputum, unexplained
fever or weight loss, fatigue, night sweats, loss of appetite, pleuritic chest pain; glands/nodes
in neck, armpits/axilla or groin.

o The normal weight gain in a normal pregnancy is around 11 kg. Most of it occurs in the
second and third trimester (approximately 5 kg in each trimester), while the first trimester
is usually 1-2 kg. The weight gain patterns should be co-related clinically and other factors
like twin pregnancy, hyperemesis gravidarum during the first trimester etc. A failure to gain
weight should arouse the suspicion for further evaluation. Weight loss during pregnancy
requires detailed assessment, because it can be a sign of underlying Opportunistic Infections
(Ols) in HIV infected individuals.

Screen and treat any STls: any concurrent STIs may increase the risk of HIV transmission from
mother-to-child, and may adversely affect the pregnancy. Treat STIs according to the national
guidelines. Baseline laboratory investigations as per national adult guidelines.

CD4 cell count (baseline):

o  Women who do not return for results should be actively traced back and brought to the
continuum of care through the help of grass-root level health functionaries — ANMs/ASHAs/
Community health workers.

Initiate adherence counselling (antiretroviral treatment for mother and ARV prophylaxis for infant)
and it is re-emphasized that the initiation of ART for the pregnant women should not be withheld
for want of the above laboratory investigations and clinical staging. Initiate Co-trimozaxole
Prophylactic Therapy (CPT) if CD4 < 250 cells/mm?.

Nutritional counselling for the mother: good food, rest and exercise.
Adherence to iron-folate and vitamin/mineral supplements.

Counsel for regular ante natal check-up and institutional delivery.
Counsel for exclusive breastfeeding within an hour of delivery.

No MIXED FEEDING (No breast feeding and other milk feeds during the first 6 months) under
any circumstances.
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4.3 Criteriafor ART Initiation

Initiation of ART in pregnant women needs to be done at the earliest and after adequate treatment
preparedness for adherence to maintain her own health and also to prevent HIV virus transmission to
the unborn baby.

In HIV infected pregnant women the dictum should be “do not delay ART initiation”. The eligibility
criteria for initiating ART in HIV positive pregnant women are as below:

_________________________________________________________________________________________

ART eligibility in pregnant women:

* Initiate lifelong ART in all pregnant women with confirmed HIV infection
regardless of WHO clinical stage or CD4 cell count. TDF + 3TC + EFV
is recommended as first-line ART in pregnant and breastfeeding women, i
(including pregnant women in the first trimester of pregnancy and women
of childbearing age) i

* ART shall be initiated only at ART centre

______________________________________________________________________________________________

4.4 Indications for Co-trimozaxole Prophylactic Therapy (CPT) in
Pregnancy

The indications for co-trimozaxole initiation in pregnant women are same as those for other adults
(CD4 <250 cells/cmm). Co-trimoxazole prophylaxis is helpful in reducing morbidity and mortality as it
prevents Opportunistic Infections (Ols) such as Pneumocystis jiroveci pneumonia (PCP), toxoplasmosis,
diarrhoea as well as other bacterial infections.

_________________________________________________________________________________________

Starting Co-trimoxazole in pregnancy

* Co-trimoxazole should be started if CD4 count is < 250 cellsyfmm3 and
continued through pregnancy, delivery and breastfeeding as per national
Box 3 guidelines (Dose: Double strength tablet — 1 tab daily).

* Ensure that pregnant women take their folate supplements regularly.

______________________________________________________________________________________________
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ART for HIV Infected Pregnant Women




All HIV infected pregnant women (irrespective of CD4 count/Clinical stage) should receive lifelong ART.
This treatment serves two key purposes:
1. Improves health and prolongs survival of the mother.

2. Reduces the risk of HIV transmission from mother-to-child during pregnancy, labour, delivery, and
throughout the breastfeeding period.

5.1 HIV Infected Pregnant Women being Newly Initiated on ART

HIV-infected pregnant women who are initiated on ART should be referred for routine baseline clinical
and laboratory evaluation as per national guidelines for adults and adolescents. The absence or delay of
laboratory investigations should not prevent the initiation of ART.

Box 4 All HIV infected pregnant women should be seen on a priority in the ART
Centre.

________________________________________________________________________________________

______________________________________________________________________________________________

5.2 Principles of management

5.2.1 All HIV-infected Pregnant Women should Start ART

» Start ART as soon as possible and continue ART throughout pregnancy, delivery, breast feeding
period and thereafter lifelong.

* Even if the pregnant women presents very late in pregnancy (including those who present after
36 weeks of gestation), ART should be initiated promptly.

5.2.2 Choice of ART Regimen for HIV-infected Pregnant Women

There are several regimens recommended for use as first-line ART regimen for adults in India.
However, in case of HIV infected pregnant women requiring ART, the recommended first-line regimen is
Tenofovir (TDF) (300 mgs) + Lamuvidine (3TC) (300 mg) + Efavirenz (EFV) (600 mg).

________________________________________________________________________________________

The recommended first-line regimen for HIV infected Pregnant Women is
Tenofovir (TDF) (300 mg) + Lamuvidine (3TC) (300 mg) + Efavirenz (EFV)
(600 mg) (if there is no prior exposure to NNRTIs (NVP/EFV) at any gestational
age

______________________________________________________________________________________________
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First line ART for pregnant and breastfeeding women and ARV drugs for their infants

* A once-daily fixed-dose combination of TDF + 3TC + EFV is recommended as first-line ART in
pregnant and breastfeeding women, including pregnant women in the first trimester of pregnancy

and women of childbearing age.

* Infants of mothers who are receiving ART and are exclusively breastfeeding or doing exclusive
replacement feeding should receive atleast six weeks of infant prophylaxis with daily Syp Nevirapine.
Infant prophylaxis should begin at birth or when HIV exposure is known.

The recommended first-line regimen for pregnant and breastfeeding women, is available as a fixed
dose combination (FDC), is safe for both pregnant and breastfeeding women and their infants, is well
tolerated, has low monitoring requirements, is compatible with other drugs used in clinical care, and is
harmonised with the new recommendations for non-pregnant women as well as for men. The algorithm

for ART for pregnant women and their infants is described in Figure 7 below

HIV — EXPOSED INFANTS

Y

Exclusive Breastfeeding
for first 6 months. Daily
NVP for minimum
6 weeks (or maximum
if maternal ART
started late)

]

Exclusive Replacement
feeding for first 6 months

6 weeks of NVP

Y

Early infant diagnosis (EID) at 6 weeks, 6 months; 12
months (or after 6 weeks of stopping
breast-feeds completely)

Final infant diagnosis at 18 months (3 rapid tests)

(=) PREGNANT AND BREASTFEEDING
g WOMEN WITH HIV
Ll
o
x
(2}
[
5 \ 4
=
=
Initiate lifelong ART:
TDF + 3TC + EFV
b‘) (Assess CD4 baseline but do not
x withhold ART while waiting for results)
=
‘E" (ART Initiation to be done only at ART centre)
L
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=z
=}
=
%)
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LINKAGE TO ART TREATMENT AND CARE FOR BOTH WOMAN AND INFANT

Figure 7: Algorithms for the 2013 Recommendations for Pregnant and Breastfeeding Women
Lifelong ART for all Pregnant and Breastfeeding Women with HIV
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The alternate regimen if the pregnant women are unable to tolerate preferred first-line regimen are as
below:

First-Line ART for Preferred First-line Regimen Alternate First-line Regimens

HIV positive pregnant women TDF + 3TC+ EFV AZT+ 3TC+EFV
AZT+3TC+NVP
TDF+ 3TC+NVP

5.2.3 Safety of Efavirenz (EFV) in Pregnant Women

Safety is a critical issue for pregnant and breastfeeding women and infants as well as women who might
become pregnant. Although data on EFV and TDF use in pregnant women remain limited, more data have
become available since 2010 and provide increased assurance for recommending TDF+3TC+EFV as
the first-line ART regimen for pregnant and breastfeeding women (Ford. N et. a/, 2011, Ekouevi DK et.al
2011, Use of Efavirenz during pregnancy: a public health perspective, Technical update on treatment
optimisation, Geneva, World Health Organization, 2012). Based on evidence available, EFV has been
recommended for use in pregnant women in all trimesters of pregnancy including first trimester.

5.3 ART Regimen for Pregnant Women having Prior Exposure to
NNRTIs for PPTCT

HIV infected pregnant women who have had previous exposure to Sd NVP (or EFV) for PPTCT prophylaxis
in prior pregnancies, an NNRTI-based ART regimen such as TDF+3TC+EFV may not be fully effective
due to persistence of archived mutation to NNRTIs. Thus, these women will require a protease-inhibitor
based ART regimen viz:

TDF + 3TC + LPV/r (Lopinavir/ritonavir)
The dose will be TDF+3TC (1tabletdaily)+ LPV (200mg)/r (50mg) (2 tablets BD)

5.4 Pregnant Women Already Receiving ART

Pregnant women who are already receiving ART for their own health, should continue to receive the
same regimen throughout pregnancy, labour, breast-feeding period and thereafter life-long. If a woman
is on an EFV based regimen, there is no need to substitute with nevirapine (this was done as per
earlier guidelines). She must continue on whatever regimen she is stabilized on and is responding to
adequately.
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5.5 Clinical and Laboratory Monitoring of Pregnant Women
Receiving ART

Clinical and laboratory monitoring of HIV infected pregnant women on ART should be done as per
national ART guidelines for adults and adolescents.

Key points to be noted in pregnant women in monitoring ART in pregnant women are:

* Look for clinically significant anaemia among HIV-infected pregnant women, since anaemia
during pregnancy is common (usually developing around 28-34 weeks of gestation).

* WHO clinical staging will help in monitoring the patient clinically, potential disease progression
or treatment failure.

*  Weight loss is one of the indicators used to determine deteriorating clinical stage, but this can be
difficult to assess during pregnancy. When defining the clinical stage of a pregnant woman, it is
necessary to take into consideration her expected weight gain in relation to the gestational age of
the pregnancy and her potential weight loss from HIV (see section 5.1).

* ART-related side-effects may overlap with that of common pregnancy conditions eg. nausea and
vomiting. Minor symptoms should be controlled symptomatically with medicines. Consult the
Obstetrician for drugs that are safe for use in pregnancy.

* Due to pregnancy-related haemo-dilution, absolute CD4 cell count decreases during pregnancy.
After delivery, body fluid changes normalise to the non-pregnant state, and CD4 levels may rise
by 50-100 cells/ul. Therefore, a decrease in absolute CD4 count in a pregnant woman receiving
ART in comparison to CD4 values prior to pregnancy may not necessarily indicate immunologic
decline and should be interpreted with caution (ref to SACEP in case of any doubt).

The recommended clinical and laboratory follow-up schedule for pregnant women is similar to that
recommended for non-pregnant adults, and is detailed in Table 5. Additional assessments of hemoglobin
or Liver Function Tests (LFT), Renal Function Tests (RFT) should be performed when warranted by
clinical signs & symptoms.

HIV care and follow-up of pregnant women should be scheduled to coincide with their antenatal visits,
as far as possible. Document all investigation results in the RCH/MCH card (Antenatal & Child) also, so
that the Obstetric team is aware of test results. Inform patient to ensure that other health care providers
in the team eg. Obstetricians & their support staff are updated on the progress of their HIV care.

After 6 months of pregnancy, in case a pregnant woman is unable to go to the ART centre, the ART drugs
can be given to an authorised member of her family. The drug dispensing to an authorised member can
continue for 2 more months after delivery. ( Refer Annexure-17)
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Table 5: Recommended Clinical and Laboratory Follow-up of Pregnant Women Receiving ART

Baseline 8 Weeks | 12 Weeks Every 6 Comment
Months

Clinical evaluation

Adherence counselling \/
Weight v
*Haemoglobin v
\/
ALT (LFT)
Urinalysis* v
CD 4 count v
Blood Urea / Sr. Creatinine v
Blood Grouping and Typing v
HBV, HCV v
screening
RPR/ VDRL* v
Blood Sugar* v
Lipid profile v

L L <<

<

LS <<
LS <<

>
>

* Normally part of standard ante-natal routine screening.

L L <L <

Thereafter every 6 months as per guidelines

L L <L <

<

\/**

Every month

Every month

Every month
Re-check at 28-32
weeks

As and when required
clinically
**Specifically for
TDF-based regimen.
Urinalysis dipsticks is
routinely done in
follow-up

Screening should
be performed in

States where ANCs
are being tested
routinely or based on
the risk profile (e.g.
IDUs, through blood
transfusion)

Repeat every 6 months
if started on LPV/r
based regimen

A baseline Blood urea and serum creatinine should be undertaken before starting Tenofovir based regimen, wherever available
(ART should not be withheld in pregnant women for want of these baseline investigations that could be carried out over time,
as soon as possible).

Lipid profile and Blood Sugar at baseline, 6 months and one year, if started on LPV/r based regimen.

Table 6: Dosage Schedule and Common Side-Effects with ART Drugs

] Name of ARV | Do | Major side-effects

Tenofovir Disoproxil Fumarate (TDF)

1

2 Lamivudine (3TC)
3 Efavirenz (EFV)

4

40

Lopinavir/Ritonavir (LPV/r)

300mg Once Daily
300mg Once Daily

600 mg Once Daily

400/100 mg Twice Daily

Nephrotoxicity, Hypophosphaetemia

Very few side effects: Hypersensitivity,
rarely Pancreatitis

Neuro-psychiatric symptoms like
hallucinations, suicidal ideations,
nightmares, vivid dreams etc

Gastro-intestinal disturbances, glucose

(Dose of FDC tablet of LPV(200mg)/r intolerance, Lipo-dystrophy and

(50mg) — 2 tabs BD)
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5.6 ARV Prophylaxis for Infants Born to Mothers Receiving Life-long ART

Infant ARV prophylaxis is required for all infants born to HIV infected women receiving ART to further
reduce pre-partum and postpartum HIV transmission, in addition to the protection received from
the mother's ART regimen. Infant ARV prophylaxis provides added protection from early postpartum
transmission, particularly in situations where women started ART late in pregnhancy, have less than
optimal adherence to ART and have not achieved full HIV viral suppression.

The infant ARV prophylaxis where mothers are receiving ART is: Daily NVP for 6 weeks (i.e. till the first
immunization visit for the infant), regardless of whether the infant is exclusively breastfed or receives
exclusive replacement feeding.
Dose and duration of infant daily NVP prophylaxis is given below in Table 7.

Table 7: Dose and Duration of Infant Daily NVP Prophylaxis

(based on WHO Guidelines)

Birth Weight NVP daily dose (in mg) NVP daily dose (in ml)* Duration
Birth to 6 weeks:
Infants with birth weight < 2000 gm 2 mg/kg once daily. 0.2 ml./kg. once daily Up to 6 weeks
In consultation with a irrespective of whether
paediatrician trained in HIV exclusively breast fed or
care. exclusively replacement
. . . fed. (may be extended
Birth ht 2 -2 1 . I 1 ml.
irth weight 2000 — 2500 gm 0 mg. once daily ml. once a day to 12 weeks, f mother
has not received ART for
adequate duration
Birth weight more than 2500 gm 15 mg. once daily 1.5 ml. once a day i.e atleast 24 weeks

*Considering the content of 10 mg Nevirapine in 1ml suspension
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Interventions for Women Diagnosed with HIV
Infection in Labour and Postpartum




There is a significant percentage of pregnant women with unknown HIV status presenting directly-

in-labour for delivery (un-booked cases). Any pregnant woman who presents in active labour with

unknown HIV status should be offered the routine screening of HIV, with opt-out option as per
National Guidelines. Screening using Whole Blood Finger Prick Test in the delivery/labour ward should
be undertaken.

6.1

1.

Pregnant Women in Labour Who are Found Positive in
HIV-screening Test should be:

Initiated on ART (TDF+3TC+EFV) immediately.

2. The next day the Counsellor should visit the post-natal ward offer pre-test Counselling, counsel

and advise for exclusive breast feeding for first 6months, if she has already started breast feeds; if
not she must be counselled on option for breast vs replacement feeding but must adhere to either
exclusive breast feeding or exclusive replacement feeding the first six months. Thereafter, the Lab
tech will confirm the HIV status by 3 rapid anti-body tests. Blood sample for CD4 testing shall be
drawn of all HIV confirmed cases by Lab tech and S/he will personally carry the sample to CD4
lab and bring the report along with a month’s supply of ART taking her spouse or buddy along
with her/him under extreme circumstances when the post-partum mother is unable to reach
the ART Centre within the next 2 days for Pre-ART Registration and Adherence Counselling.
However, she should be motivated and followed- up for ensuring she reports to the ART Centre
within 30 days. The ICTC Counsellor and Lab Technician after confirming her status the next
day will ensure no interruption in the continuation ART once the first dose was given to the HIV
positive pregnant women in the labour-room and the next day in the post-natal ward.

The broad principle is “as far as possible direct-in-labour women must be seen by ART Medical Officer”
at the earliest opportunity but this should not lead to delaying in ART initiation. All efforts should be
made that at least she is seen by the facility Medical Officer.

[

________________________________________________________________________________________

Women who are screened and found HIV Infected during labour or just after
delivery should be given a Top Priority for Clinical Management and CD4 '
Assessment in the ART Centre. '

___________________________________________________________________________________________
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Protocol for Women Presenting Directly-in-Labour (Unbooked Cases)

'

Pregnant women coming directly-in-labour

'

Found HIV positive using Whole Blood Finger Prick testing in labour room/ delivery ward

'

Collect blood sample for CD4 and send the sample next day to ART centre
Initiate maternal ART (TDF+3TC+EFV)

v

Next morning:
Counselling and confirmation of HIV status and blood sample collection for CD4 testing

Postpartum

Mother: Continue ART after delivery
Y

Infant: Daily Sy. Nevirapine from Mother: Link with ART centre to
birth until 6 weeks (minimum) continue ART as soon as possible.

Figure 8: Protocol for Women Presenting Directly-in-Labour (Unbooked Cases)

6.2 ARV Prophylaxis for Infants Born to Women Presenting in
Active Labour

All infants born to women who present directly-in-labour and receiving intra partum ART and regularly
thereafter, should be started on daily NVP prophylaxis at birth and continued for a minimum of 6 weeks.
These needs to be extended to 12 weeks as mother has not received adequate duration of ART to
suppress viral replication. However, EID should be carried out at 6 weeks as per guidelines.

6.3 ARV Prophylaxis for Infants Born to Women who did not
Receive Any ART (Home Delivery)

In case of infants who are born to HIV infected mothers who did not receive any antenatal or pre-partum
ART, or in cases where maternal HIV infection is detected after the birth of the infant (home delivery):

* Infants should be started on daily Sy NVP prophylaxis at their first contact with health services.
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* Daily infant NVP prophylaxis can be started even if more than 72 hours have passed since birth.

* Daily infant NVP prophylaxis should continue for atleast 12 weeks, by which time the mother
should be linked to appropriate ART services.

The duration of daily infant NVP prophylaxis will depend on whether the mother is to be initiated on
life-long ART and infant feeding practices (see Chapter 12).

5 Do’s for infants at 6 weeks

It is important to do the following for infants at 6 weeks:

* Do re-inforcement for Exclusive Breastfeeding for the first 6 months

(Continuation of breastfeeds with introduction of complementary feeds
Box 7 thereafter)

e Do Immunization

* Do CPT initiation and continue until baby is 18 months old
or longer if baby is confirmed positive

* Do stop NVP Prophylaxis for baby at 6 weeks (maternal ART is not of
adequate duration)

______________________________________________________________________________________________

« Do EID testing
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Special Considerations




/.1 Pregnant Women with Active TB

The risk of active TB is approximately 10 times higher in HIV-infected pregnant women compared
to HIV uninfected women. Active TB in HIV-infected pregnant women can contribute to increased
risk of maternal mortality and is algo associated with prematurity, low birth weight, and perinatal
tuberculosis. A recent study in India found that maternal TB increases the risk of HIV transmission
from mother-to-child by 2.5 times.

* Intensified Case Finding (ICF) as per national TB-HIV protocols must be instituted for all HIV
infected pregnant women.

* Al HIV-infected pregnant women presenting with a cough, fever, night sweats and weight loss
should be evaluated for TB and started on TB treatment when indicated.

* HIV-infected pregnant women with active tuberculosis should start ART, irrespective of CD4 cell
count.

* The tuberculosis treatment should be started first, and followed by ART as soon as feasible
(usually after 2 weeks)

* Drug interactions between Rifampicin and some of the antiretroviral drugs, including NVP
complicate simultaneous treatment of the two diseases. EFV is the preferred NNRTI for
pregnant women which can be used in those with concurrent TB treatment also.

e For those HIV-TB co-infected women not able to tolerate EFV, a NVP-based or a boosted PI
regimen can be considered after expert clinical consultation. With the use of a boosted PI
regimen, Rifampicin should be substituted with Rifabutin.

/.2 Pregnant Women with HIV-2 Infection

Although the great majority of HIV infections in India are due to HIV-1, there are small foci of HIV-2
infection as well, primarily in western India. HIV-2 will also progress to AIDS, although progression is
generally much slower. HIV-2 has the same modes of transmission as HIV-1 but has been shown to be
much less transmissible from mother-to-child (transmission risk 0-4%).

DETECTION OF HIV-2 INFECTION SHOULD BE DONE ACCORDING TO NACO'S TESTING GUIDELINES for HIV-2

NNRTI drugs, such as NVP and EFV, are not effective against HIV-2 infection. Therefore, for women who
are infected with HIV-2 alone should:

* Follow standard adult guidelines for HIV-2 treatment which consists of 2NRTIs + LPV/r.

* Prophylaxis NVP with AZT (instead of Syp NVP) to be given to babies in mothers with HIV -2
(Dosage details are given in Table-8)

2Maternal Tuberculosis: A Risk Factor for Mother-to-Child-Transmission of Human Immunodeficiency virus. Gupta A, Bhosale
R, Kinikar A, et al for the Six

Week Extended-Dose Nevirapine (SWEN) India Study Team. JID 2011:203 (1 February)
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Table 8: Dose of AZT for Infants of Mother with HIV-2 Infection

Birth Weight AZT Daily Dosage in mg. AZT Daily Dosage inml. |~ Duration |

Infant with birth weight of

< 2000 gms Bbmg/dose twice daily 0.5 ml twice daily 6 weeks
<2500 gms 10mg/dose twice daily 1 ml twice daily 6 weeks
2500 gms and > 15 mgs/dose twice daily 1.5 ml twice daily 6 weeks

Source: WHO Guidelines

If a pregnant woman is detected to have BOTH HIV-1 and HIV-2 infections, she .
should receive standard first ART Regimen (TDF+3TC+EFV) recommended '
for women with HIV-1 infection :

/.3 Pregnant Women with Hepatitis B or Hepatitis C Virus
Co-infection

The HIV epidemic in India is driven by injecting drug use in some regions of the Country. Hepatitis B
and Hepatitis C may be a concern in these areas.
For Women Co-infected with HIV and HBV

« |ftreatment is required for HBV infection®, ART should be started irrespective of the CD4 cell
count or the WHO clinical stage:

* The regimen preferred is TDF + 3TC + EFV.

* An elevation in liver enzymes following the initiation of ART may occur in HIV-HBV co-infected
women because of an immune-mediated flare in HBV disease secondary to immune reconstitution
(IRIS) with therapy, particularly in women with low CD4 cell counts.

* HBV infection may also increase the risk of hepatotoxicity with certain antiretroviral drugs,
specifically NVP and protease inhibitors.

*  Pregnant women with HIV-HBV co-infection should be counselled about signs and symptoms
of liver toxicity.

* Forwomen who do not require HBV treatment, ART general recommendations for HIV-infected
pregnant women should be followed.

3(Anti-HBV therapy should be considered for all women co infected with HIV and Hepatitis B virus with evidence of severe
liver disease)
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For Women Co-infected with HIV and HCV
* No specific changes in treatment are recommended in the adult ART treatment guidelines.

* Pregnant women co-infected with HIV and HCV should receive ART according to the general
recommendations for HIV-infected pregnant women.

* Those women on ART require careful clinical and laboratory monitoring.

Co-infection with HIV and HBV or HCV is common among Injecting Drug Users (IDUs). Hence, all
women living with HIV who are recognized to be IDUs should routinely be offered testing for Hepatitis
B and Hepatitis C infections and monitored.

________________________________________________________________________________________

Provision of treatment for Hepatitis B & C for HIV co-infected pregnant women
(with Hepatitis B or C) will be the responsibility of the general health systems

______________________________________________________________________________________________
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Labour and Delivery in the
HIV Infected Pregnant Women




8.1 Intra-partum Management

The women’s sero-status should be recorded in the RCH/MCH Card (Antenatal card) and maternity
register Health care workers should check the woman's HIV status and details of the ART drugs
during pregnancy. If her HIV status is unknown and she is in the first stage of labour, offer HIV counselling
and testing using Whole Blood Finger Prick Testing. If found positive, she should be administered the first dose of
ART and advised for confirmation of tests through ICTC Counsellor and Lab technician the following day. She should
be counselled on Exclusive Breast Feeds (EPF) to the baby for the first six months and the baby should be given Sy
Niverapine for a minimum of 6 weeks and another 6 weeks continuation if need be.

8.2 Intra-partum Anti Retroviral Therapy

Women on life-long ART should continue to receive ART as per the usual schedule including during
labour and delivery.

8.3 Special Circumstances: Caesarean Section

Caesarean section is not recommended for prevention of mother-to-child-transmission and only if there
is an Obstetric indication for the same.

Use of ARV drugs during Caesarean Sections
* For planned (elective) Caesarean sections, ART should be given prior to the operation.
*  Women on life-long ART should continue their standard ART regimen.

* In case of an emergency Caesarean section in pregnant women who are not on ART, ensure that
the women receive ART prior to the procedure and continues thereafter.

All HIV-infected women who undergo Caesarean section should receive the standard prophylactic
antibiotics. Complications of Caesarean section are higher in women with HIV, with the most frequently
reported complication being post-partum fever.

(v

I. Box 1 0 Caesarean sections in HIV positive pregnant women should be performed for

________________________________________________________________________________________

Obstetric indications only.

______________________________________________________________________________________________

8.4 False Labour

In the case of false labour or mistaken ruptured membranes, for women taking ART should continue
with normal dosing schedule of the combination regimen.
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8.5 Safer Delivery Techniques

Mother-to-child transmission risk is increased by the prolonged rupture of membranes, repeated P/V
examinations, assisted instrumental delivery (vacuum orforceps), invasive foetal monitoring procedures
(scalp/foetal blood monitoring), episiotomy and prematurity. Thus, when delivering HIV-infected women,
observe:

Standard/Universal Work Precautions (UWP)
Do NOT rupture membranes artificially (keep membranes intact for as long as possible).

o The membranes should be leftintact as long as possible and artificial rupture of membrane
reserved for cases of foetal distress or delay in progress of labour.

Minimize vaginal examination and use aseptic techniques.
Avoid invasive procedures like foetal blood sampling, foetal scalp electrodes.
Avoid instrumental delivery as much as possible.

o Unless required in cases of foetal distress or significant maternal fatigue to shorten labour or
the duration of ruptured membranes.

o Ifindicated, low-cavity outlet forceps is preferable to ventouse, as it is generally associated
with lower rates of foetal trauma than ventouse.

Avoid routine episiotomy as far as possible.

Suctioning the newborn with a nasogastric tube should be avoided unless there is meconium
staining of the liquor.

Safer surgical techniques are useful in conducting any operative procedures such as the Caesarean
section, repairing wounds/lacerations etc.

Use of ‘dry’ haemostatic techniques to minimize bleeding; i.e. good observation and following of surgical
fascial planes during dissection, judicious use of electro-cautery during Caesarean section etc.

During Caesarean section, wherever possible, the membranes are leftintact until the head is delivered
through the surgical incision. The cord should be clamped as early as possible after delivery;

Use of round-tip blunt needles for Caesarean section
Do not use fingers to hold the needle;
Use forceps to receive and hold the needle

Observe good practice when transferring sharps to surgical assistant eg. holding container for
sharps.

For disposal of tissues, placenta and other medical/infectious waste material from the delivery of
HIV-infected deliveries Standard waste disposal management guidelines should be followed.
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Care during the Postnatal Period




9.1 The Post-partum Period

e Within an Hour of Delivery

O

Infants born to HIV-infected mothers should receive NVP prophylaxis immediately after
birth.

Infants after delivery should be put on the mother's abdomen for skin contact to be
established which helps in bonding and maintenance of baby's body temperature as well
as helps initiation of breast milk within 1 hour of birth.

Infants should be given exclusive breastfeeds for the first six months preferably. Exclusive
replacement feeding may be done only if the mother has died or has a terminal illness
or decides not to breastfeed despite adequate counselling. (See chapter 11 for updated
guidelines on infant feeding).

* |fthe mother has not made a decision about feeding yet, she should be counselled to give exclusive
breastfeeds for the first 6 months which is the preferred option, followed by complementary feeds
after 6 months. No abrupt weaning to be done after 6 months. The follow up guidance for babies
on exclusive breast feeding and exclusive replacement feeding is given in (Table 9).

* Counsel and support parent to give infant NVP prophylaxis using the syringe/dropper provided.

* Emphasize on washing the equipment with clean boiled water after every use.

During the post-delivery period, it is important to continue follow-up and support the postpartum
mother, considering the fact that this is a stressful period and she has to assume multiple roles and
responishilities as mother, wife and HIV infected person. Wherever possible, include family counselling
(of husband, in-laws, direct family members) to support care of the HIV infected mother and HIV
exposed infant. Postpartum depression & psychosis is common in HIV infected women.

* Involvement of men (husband/close male family members) is important so that the family
support to the HIV-infected mother and infant is optimal. Husband's support to the mother-
baby pair (m-b pair) should be encouraged so as to:

O

O

To remind the HIV positive mother to take ART regularly
Support administration of daily infant NVP prophylaxis medications for6 weeks to the baby.

Be involved in care and follow-up of the infant including clinic visits and immunization
follow-up; EID and CPT initiation and continuation up to 18 months at least.

Be involved in care of mother for ART centre visits

Support exclusive breastfeeding for a minimum period of 6 months and continuation of
breastfeeds for 1 year in EID negative babies, and up to 2 years in EID positive babies with
initiation of Paediatric ART Weaning foods should be introduced from 6 months onwards in
all babies whether breast fed or replacement feeds fed.

54  — National Guidelines for Prevention of Parent-to-Child Transmission of HIV =~ ----------



o Insertion of Cu-T (temporary contraceptive method) for HIV infected mother at 6 weeks if a
post-partum IUD (PP-IUD) has already not been inserted within 48 hours in addition to
the use of condoms will prevent unwanted pregnancies (dual protection)

o Encourage male sterilization in father (No Scalpel Vasectomy (NSV) between 18 months
to 2 years when baby’s survival has been ensured).
Table 9: Points to be Followed for Babies on EBF OR ERF

Babies Receiving Exclusive Breastfeeds (EBF) Babies Receiving Exclusive Replacement Feeds (ERF) for
for the First 6 Months the First 6 Months

Life-long ART initiated as soon as possible including entire Life-long ART initiated as soon as possible even though the
breast feeding period baby is getting exclusive replacement feeding

i) At Birth: Start Sy. NVP Prophylaxis immediately and give 1) At Birth: Start Sy. NVP Prophylaxis from birth until 6

until 6 weeks (or more indicated) weeks
ii) At 6 weeks: ii) At 6 weeks:

a. Start CPT and continue until baby is 18 months of age a. Start CPT and continue until baby is 18 months of age

b. Immunization: Start 1st dose of DPT/OPV/Hep-B vaccine (and may be thereafter, if babies status is positive in the
(2 dose) confirmatory test)

c. Early Infant Diagnosis(EID): Do DBS at 6 weeks for b. Immunization: Start 1st dose of DPT/OPV/Hep-B
all babies; if positive do WBS. If WBS positive, start vaccine (2nd dose)
Paediatric ART irrespective of CD4% for babies less than c. Early Infant Diagnosis(EID): Do DBS at 6 weeks for
2 years. all babies; if positive do WBS. If WBS positive, start

d. NO MIXED FEEDING is to be done during the first 6 Paediatric ART irrespective of CD4% for babies less
months i.e.(not to give along with Breastfeeds any other than 2 years.
milk (tinned formula food or cow’s milk or dairy milk) d. NO MIXED FEEDING is to be done during the first 6
liquid, juices or even water months i.e.(not to give Breastfeeds+any other milk

(tinned formula food or cow’s milk or dairy milk) liquid,
juices or even water. No breast feed to be given within
first six months

Post-partum Follow-up and Care Extends Beyond the Six-weeks Postpartum Period and Includes:

* Assessment of maternal healing after delivery and evaluation for post partum infectious
complications.

e Continued counselling and information on fertility choices and effective post partum
Contraceptive methods as well as condom promotion and ensuring Cu-T IUD adoption and
continued motivation for NSV for males at 18 months Specifically, in HIV infected pregnant
women, there should be linking of the baby to the Early Infant Diagnosis (EID) programme
and ART programme for mother/child as indicated.

________________________________________________________________________________________

; Box 11 Condom should be consistently used by all HIV infected males despite
following any other Family Planning Method (Dual Protection)

______________________________________________________________________________________________
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9.2 Screening for Post-Partum Depression

Postnatal blues occur in almost 80 per cent of women, most commonly in the first post natal week, and
improves afterwards. The “post natal or baby blues” refers to a range of feelings between the third and
tenth day after delivery:

* The feelings include being tearful, irritable, mood changes, fatigue, anxiety and feelings of
sadness or loneliness.

* These feelings are thought to be caused by a number of factors, including sudden changes
in hormone levels after childbirth, unexpected discomfort from breast engorgement and birth
pain, adjustment to parenthood and sleep deprivation.

* These feelings should disappear after a few days and no specific treatment is required,

apart from recognition, empathy and support from family and friends.

However, in a group of post partum women, these feelings may persist and become post partum
depression. Two prospective studies on pregnant women, in the states of Goa and rural South India,
detected depressive disorder in 23 per cent and 16 per cent respectively, with depression persisting
six months after child birth in 11-14 per cent of women®. In HIV infected women, this may be higher.

Post partum depression may begin at delivery, or a month later; in some women, it may begin during
the first post-natal menstrual period or weaning:

* The symptoms include crying, irritability, sleep problems (insomnia or sleeping all day), eating
problems (no appetite or eating all day), persistent feelings of sadness, lack of desire or

inability to care for self or baby, exaggerated concerns about the baby, and memory loss.

* Some women may feel extremely anxious or fearful, sometimes experiencing panic attacks

including palpitations, chest pain, dizziness, cold flushes and shaking.

Post partum depression should be detected early so that counselling support and other interventions
may be provided. Postpartum depression can interfere with mother-infant bonding, cause problems
with spouse and family or other children; and may affect health of the mother More importantly
postpartum depression may reduce the adherence to ART especially the infant NVP prophylaxis for the
first 6 weeks of life.

Screening for postpartum depression should be done before the mother goes home after delivery and

during follow-up visits. See Annex 7 for the screening tool.
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9.3 Counsel and Follow-up Mother-baby (m-b) Pairs after

Discharge

Counselling on Issues Related to the Mother:

Counsel mothers taking ART for her own health for good adherence to life-long ART
The ART drugs will reduce the risk of HIV transmission through breastmilk during breastfeeding
Counsel mother who came directly-in-labour about the importance of ART.

Counsel mother to have adequate rest, nutrition and to take iron-folate during the lactation
period, ensure enough proteins and fluids in the diet.

Family support: involve husband and family members to help out with baby care so that she can
rest and recuperate, and to remind her of her ART and infant ARV prophylaxis.

Counsel mother for her post-natal checkup at 6 weeks to coincide with the infant’s first
immunization visit.

Discuss and ensure contraception Copper-T(Cu-T) insertion and condom use as dual
protection at subsequent visits.*

Arrange for the mother on ART to be followed with the ART Centre.

ANMs/ASHAs/Counsellors/ORWs will follow-up the mother and baby within a week of discharge
for mother’s progress, supportinfant feeding practice, ensure adherence to infant NVP prophylaxis
at home, general counselling advice and infant follow-up.

Refer to Annex 9: Counselling the HIV infected mother/family forinfant feeding options: 0—6 months.

Counselling for Issues of Infant to the Parents/ Caregivers:

Counsel and reinforce decision on infant feeding practice whether exclusive breastfeeding for
first 6 months (preferably) or exclusive replacement feeding (for first six months if not willing
to breast-feed and resistant to doing so).

All infants (irrespective of maternal ART in mother) must receive a minimum of 6 weeks of
infant NVP prophylaxis daily until the first visit forimmunization at 6 weeks of age.

o Ifexclusive replacement feeding is being done, then infant NVP prophylaxis may be stopped
at 6 weeks of age.

Infants who are diagnosed DNA/ PCR negative.
o Should continue breastfeeding and be re-evaluated as per EID protocol.

o Stop NVP prophylaxis at 6 weeks for babies given exclusive replacement feeding.

4Postpartum psychiatric care in India: the need for integration and innovation. Prabha S Chandra. World Psychiatry. 2004
June; 3(2): 99-100.
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Infants who are diagnosed DBS positive, are to be referred to the ART Centre for Whole Blood
Specimen (WBS) collection. If WBSis also positive, then the infant will be initiated on Paediatric
ART irrespective of CD4 %.

Final confirmation of the HIV status in the baby should be done at 18 months in ICTC by doing all
3 Rapid Tests even if the first rapid antibody test comes negative.

Box 12

5 Do’s for infants at 6 weeks

For infants at 6 weeks, it is important to do the following:

Do re-inforcement for Exclusive
Breastfeeds for the first 6 months
for (Continuation of breastfeeds
with introduction of complementary
feeds thereafter)

(" .
Do EID testing

initiated late on ART)
\_

Do Immunization

Do CPT initiation and continue until
baby is 18 months/continue if baby
is tested positive

Do stop NVP Prophylaxis for baby
after 6 weeks (may need extension
to 12 weeks if mother has been

________________________________________________________________________________________

______________________________________________________________________________________________
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Refer to National Guidelines for Nutrition of HIV affected and infected infants and children, 201 1.

More than 50 per cent of children under 5 years of age in India have malnutrition. NFHS-3
(2005-06) data show that overall, 57 per cent of women of childbearing age in India (urban and rural)
have anaemia with 30 per cent of infants being born underweight. Growth retardation in young children
starts during pregnancy and is irreversible by age of two years if not corrected. But especially in rural
areas, where women often go back to the fields a few days after giving birth, babies’ diets are often
supplemented with cow’s milk and water, which exposes them to infection.

The infant feeding guidelines for HIV-exposed and infected infants age O to 6 months has been up

dated in 2011. After 6 months of age, complementary foods should be introduced just like for other
infants of this age.

Recommendations for infant feeding in HIV exposed and infected infants < 6
' months of age

3

The 2011 National Guidelines on Feeding for HIV-exposed and infected infants
< 6 months old recommends:

Box 13 * Exclusive breastfeeding for at least 6 months

* Only in situations where breastfeeding cannot be done (maternal death,
severe maternal illness) or individual mother’s choice (at her own risk), then
exclusive replacement feeding may be considered

______________________________________________________________________________________________

Exclusive breastfeeding is the preferred feeding option for HIV-exposed infants <6 months of age.
However, it is recognized that for some women, breastfeeding may not be possible — for example in
situations of maternal death and severe maternal illness in which case Exclusive Replacement Feeding
should be done only when AFASS criteria is fulfilled:

A — Affordable F — Feasible A — Acceptable S — Sustainable S — Safe

10.1 Principles of Infant Feeding for HIV Infected Pregnant Women
The 10 principles of infant feeding options for HIV infected pregnant women and their infants are:

1. All HIV infected pregnant women should have PPTCT interventions provided early in pregnancy
as far as possible.

2. Exclusive breastfeeding is the recommended infant feeding choice in the first 6 months, irrespective
of the fact that mother is on ART early or infant is provided with ARV prophylaxis for 6 weeks.

3. MIXED FEEDING SHOULD NOT BE DONE AT ANY COST WITHIN THE FIRST 6 MONTHS
(Feeding breast-feeds and replacement feeds simultaneously in the first 6 months).
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AFASS criteria for Exclusive Replacement Feeding

Mothers known to be HIV-infected, if insist on opting for exclusive replacement
feeding which is contrary to the WHO/NACQO's guidelines of giving exclusive
breastfeeds for first 6 months, are doing so at their own risk. They should be
counselled not to give any breast feeds during the first six months. MIXED FEEDING should
NOT be done during the first 6 months. (Feeding a baby with both breast feeds
and replacement feeds in the first 6 months is known as mixed feeding which
leads to mucosal abrasions in the gut of the baby facilitating HIV virus entry
through these abrasions)

Box 14

When opting for Exclusive Replacement Feeding, they should fulfil the AFASS criteria
given below:

community, and can prepare clean feeds

2. The mother or other caregiver can reliably afford to provide sufficient
replacement feeding (milk), to support normal growth and development
of the infant, and can sustain it un-interruptedly for first 6 months at
least.

3. The mother or caregiver can prepare itfrequently enough ina clean manner
so that it is safe and carries a low risk of diarrhoea and malnutrition.

4. The mother or caregiver can, in the first six months exclusively give
replacement feeding, and is feasible.

1. Safe water and sanitation are assured at the household level and in the
5. The family is supportive of this practice, and accepts it without forcing i
her to breastfeed during the first 6 months. ,

______________________________________________________________________________________________

4. Onlyin situations where breastfeeding cannot be done or on individual parents’ informed decision,
then replacement feeding may be considered only if AFASS Criteria for exclusive replacement
feeding is fulfilled (Figure 8).

5. Exclusive breastfeeding should be done for at least 6 months, after which complementary feeding
should be introduced gradually, irrespective of whether the infant is diagnosed HIV negative or
positive by EID.

6. Mother should be receiving ART during the whole duration of breastfeeding (remember it is
lifelong ART for the mother).
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For breastfeeding infants diagnosed HIV negative, breastfeeding should be continued until 12
months of age ensuring the mother is on ART as soon as possible.

The EID is repeated for the 3 time (when previous 2 EIDs have been negative) after 6 weeks of
stopping breast feeds, repeat EID i.e., Rapid test followed by DBS (if Rapid Test turns positive)
send DBS test. If DBS is positive, do a WBS test. If WBS test is positive, Paediatric ART should
be initiated in ART centre. However, confirmation test for HIV has to be done at 18 months using
3 Rapid Tests for all babies irrespective of the earlier EID status or the fact that Paediatric ART
has already been initiated.

For breastfeeding infants who have been diagnosed HIV positive, paediatric ART should be
started and breastfeeding to be continued ideally until the baby is 2 years old.

10. Breastfeeding should stop once a nutritionally adequate and safe diet without breast milk can

be provided.

11. Breast-feeding should NOT be stopped ABRUPTLY.

Refer to Annex 9 for flowchart on counselling mothers and families for infant feeding 0-6
months of age.

The summary charts given in the next few pages, gives the various action points in the continuum
of the PPTCT activities according to infant feeding practices. Most HIV infected women should
breastfeed their infants, unless there are special situations described previously.

To use the summary charts, start from the left side of the chart and continue towards the right
side. Advice to the mother/child for ART and for ARV prophylaxis, when to stop or continue infant
NVP prophylaxis, when to continue or stop breastfeeding etc. is described on the headings of the
charts.

________________________________________________________________________________________

All babies detected positive <2years of age are given Paediatric ART
Box 15 irrespective of CD4 %

____________________________________________________________________________________________
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Chart 1: Exclusive Breastfeeding (EBF)

Infant feeding summary charts: Continuum of Prevention of HIV Transmission from Parent-to-Child
(PPTCT) through ante natal, labour/delivery, post partum and infant feeding options

Mother antiretroviral drug regimen

ART Infant Feeding

Eligibility Choice

Antenatal During
(AN) Labour and
Delivery

Postpartum
(PP)

Initiate mother on lifelong ART, irrespective

HIV Positive ART regimen for of pregnancy gestation and Continue ART
Pregnant mother’s own health  throughout AN, labour/delivery, PP throughout EBF
women TDF+3TC+EFV breastfeeding period and thereafter life-long

HIV positive pregnant woman

Infant NVP: Give first
dose of NVP within EID*results at
6 to 12 hours of 6 weeks
delivery and continue
daily NVP for ***

Stop BF at
(Maximum
Time

Stopping

breastfeeds should

be done gradually
within 1 month

EID negative 6 months 12 months

6 weeks minimum
(consider another
6 weeks when mother
has been initiated on
ART later in pregnancy

Infants diagnosed
or post partum)

EID positive should

be on ART as per

national paediatric
guidelines

EID positive 6 months 24 months

Introduce complementary feeding at 6 months of age as
Confirmation of HIV status by 3 antibody HIV tests at 18
months of age, irrespective of the results of the earlier EID

*EID means DNA /PCR screening at ICTC, and if detected positive, confirmation by Whole Blood Specimen (WBS) at the ART
centre.
**Wherever written “HIV positive pregnant women”, kindly read it as “HIV infected pregnant women”.

***6 weeks after cessation of breastfeeds the baby’s 3rd EID should be done if earlier EID tests were negative(Rapid Test
positive, do DBS; if DBS positive; do WBS; if WBS positive, start Paediatric ART, irrespective of baby’s CD4 %.

+ Follow up as usual at ART centre for routine ART monitoring.
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Chart 2: Exclusive Replacement Feeding (ERF)

Note: HIV infected women who become pregnant while on ART should also follow the charts below

Infant feeding summary charts: Continuum of Prevention of HIV Transmission from
Parent-to-Child (PPTCT) through ante natal, labour/delivery, postpartum and infant feeding options

Mother Antenatal (AN) Postpartum
ART eligibility antiretroviral During labour (PP)
drug regimen and delivery

Infant feeding
choice

HIV positive Pregnant Woman

HIV positi ART regimen for Initiate mother on life-long ART, irrespective of
Pos| |;/e mother’s own health  pregnancy gestation and continue ART throughout ERF

pregnan TDF+3TC+EFV AN, labour/delivery, PP and thereafter life- long

women >

Infant NVP: Give first EID* results at EBF till
dose of NVP within 6 to 6 weeks
12 hours of delivery and
continue daily
NVP for....

EID negative 6 months

done earlier

6 weeks minimum
(consider another 6 weeks
when mother has been
initiated late in pregnancy
or post-partum)

Infants diagnosed EID
positive should be initiated
on ART as per national
paediatric guidelines

usual and continue BF

EID positive 6 months

Introduce complementary feeding at 6 months of age as
Confirmation of HIV status by 3 antibody HIV tests at 18
months of age, irrespective of the results of the EID tests

* FID means DNA/ PCR screening at ICTC, and if detected positive, confirmation by Whole Blood Specimen (WBS) at the
ART centre.

+ Follow up as usual at ART centre for routine ART monitoring.

* If pregnant woman is detected HIV positive do not delay initiation of ART as per National Guidelines.
§ If mother is detected as HIV positive AFTER DELIVERY, her infant should receive infant NVP prophylaxis for minimum of 6
weeks.and she should be linked to the closest ART Centre
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Chart 3: Antiretroviral Treatment for Women Presenting Directly-In-Labour, Immediately
Postpartum and prophylaxis for their Infants, Including Infant Feeding Options

ART Mother antiretroviral drug regimen Infant feeding

eligibility Antenatal During labour | Postpartum (PP) Sl
(AN) and delivery

EBF (6 months,

Women in direct if already started

labour who are

screening

Unknown detected HIV on breast feeds)
CD4 at ositive usin none TDF+3TC+EFV  TDF+3TC+EFV otherwise
baseline P ng ERF (6months

whole blood finger .
; : if alternate feeds
prick testing

Women with unknown status
presenting in labour or immediately

already started)

post-delivery and undergoes HIV

Postpartum ART to be initiated as soon as
possible (sample for CD4 testing collected by Infant NVP:
Lab Technician the following day during HIV Give first dose of NVP within

confirmation and reached to ART Centre and 6 to 12 hours of delivery and
CD4 report handed over to Mother before continue for minimum of 6
discharge if mother is not likely to go to ART CELS
centre within the next 2 days)

After initial 6 weeks, continue

infant NVP until mother has B posiive
Mother needs ART for her own health* completed at least 6 weeks of
maternal ART. Thereafter, infant .
EID negative

NVP can be stopped
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Table 10: A checklist for the care and follow up activities for all HIV exposed infants.

Any intervention or ARV prophylaxis given to the HIV exposed newborn should be documented in the
child health card before discharge. The following should be noted in the card:

Whether the infant had received ARV prophylaxis and the duration received/advice
What feeding choice the mother has made? Whether EBF or ERF?

Date of next follow-up.

11.1 During the First Post-delivery Visit at 6 Weeks/ First

Immunization Visit

All HIV exposed infants must be checked for the following at the first immunization visit to ICTC health

facility:

Co-trimoxazole Prophylactic Therapy (CPT) initiated at 6 weeks of age (decision on extending
Syp NVP to 12 weeks).

Adherence of infant NVP prophylaxis for the past 6 weeks.

EID (DNA/PCR) as per National Guidelines.

Decision made whether to stop infant NVP prophylaxis or continue as per guidelines (see below)
For exclusively breastfed infants whose mothers are not taking ART:

o The pattern of feeding, attachment and positioning & mother's breast condition must be
enquired.

o Any infant with problems must have a medical assessment.

0 Provide 6 weeks supply of infant syrup NVP prophylaxis at ICTCs for all HIV exposed babies
(3 bottles of Sy NVP:25 ml)

o Arrange for monthly follow-up of the infants.
0 Such mothers have to be on life-long ART

For infants on exclusive replacement feeding, check with the parents and family if any problems
faced so far:

o Emphasise good hygiene, use of clean boiled water, hand-washing.

Any infant with problems must have a medical assessment. NVP infant prophylaxis is to be
stopped at 6 weeks:

o How and what are being given as exclusive replacement feeds?

o When has the mother been started on life-long ART to know the duration (atleast 24 weeks
of ART)

o Allinfants with HIV DNA/ PCR positive results to be referred urgently to the ART centre as per
guidelines.
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o Confirmation with Whole Blood Specimen (WBS) test will be done at the ART centre.

o Allinfants/children less than 2 years of age with a confirmed Whole Blood Specimen(WBS)
positive status at ART centre should be initiated on Paediatric ART, irrespective of CD4 % at
the earliest.

o All HIV-exposed infants should be followed-up monthly, in the first year of life and every
3 months thereafter, regardless of the infant feeding practice being adopted.

o Anyinfant clinically suspected of having HIV should be tested for HIV, regardless of their age.

o All HIV exposed infants irrespective of prior status, should have the final confirmatory HIV
tests at

o 18 months in any ICTC using 3 Rapid Anti-body tests, even if the first rapid test is negative.
o No DBS/WBS (DNA/PCR) testing to be done at or after 18 months.

Activities that need to be conducted at each visit are shown below:
Table 10: Activities at Each Follow-up Visit for HIV Exposed Infants and Children < 18 Months

" vet | i | owis (10w tawis]  omms | omms | st2mns | 18mns_

Co-trimoxazole I Start CPT from 6 weeks (or first immunization visit) for all HIV-exposed infants and children

prophylactic 1 Continue CPT for all babies up to 18 months irrespective of EID status and thereafter if
therapy (CPT) confirms positive
Counselling for Exclusive Vv v v BF-+complementary V' If EID is -ve v
Infant feeding breast feeds stop BF.
feeds for Continue
first six BF if EID is
months +ve after
12 months
up to 2 yrs

Growth v v v v v v v v
monitoring

Developmental v v v v v v 4 v
assessment

Immunization OPV 1 OPV 2 OPV 3 Measles OPV DPT
& Vitamin A DPT 1 DPT 2 DPT 3 + Vit. A and Measles
supplements HBV 1* HBV 2 HBV 3 (Booster
doses) Vit.A
Clinical v v v v v v v v
assessment
HIV testing v v +/- (12 v
(v/-if required) (DNA/ (Rapid Test months) Al 3 Rapid
PCR) + DNA/PCR) v Rapid Test  Tests(No

+ DNA/PCR)  DNA/PCR)

*HBV vaccines as per state approved schedules

Note: 18 months — OPV and DPT booster

For any illness — educate parents/caregiver to bring infant/child back to ICTC at the earliest.

§ 6 weeks after cessation of breastfeeds, HIV testing to be done (Rapid and DNA/PCR, if former is positive).
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11.2 Confirmation of HIV Status in HIV Exposed Infants should be

done at 18 Months, Regardless of Earlier Diagnosis

All HIV exposed infants and children regardless of HIV status will be followed-up until 18 months
of age for care, monitoring and the final confirmatory HIV test at 18 months using 3 HIV Rapid
tests (even if HIV-1 rapid test is negative).

If any HIV exposed infant or child develops clinical signs and symptoms suggestive of HIV infection,
the Medical Officer at the health care facility should start immediate treatment for the acute
illness, stabilise and refer urgently to ART Centre. HIV testing according to the national testing
algorithm for infants and children <18 months also has to be done.

Follow-up of HIV infected infants and children started on ART shall be done by ART centres in
collaboration with the Paediatrician at the institution where ART Centre is located. Infants and
children on ART must undergo the confirmatory three antibody tests at 18-months of age in the
nearest ICTC, irrespective of the results of the first rapid antibody test.

No DBS & WBS (DNA/PCR) testing to be done at or after 18 months.

In case there is discordance with DNA/PCR tests (DBS and WBS) and subsequent 18 month
anti-body test, such cases should be referred to NPO (ART) electronically for further guidance
but to be on or continued paed. ART. (this guidance shall be finalised over the next six months
and intimated accordingly)
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During the long term follow-up of HIV infected pregnant women, apart from ART and pre-ART care, key
areas which must be discussed, are:

* Cervical screening
* Family planning and birth-spacing

* Contraception

12.1 Cervical Screening

Women infected with HIV are at higher risk of developing cervical dysplasia leading to cervical cancer. The
Human Papilloma virus (HPV) infection is more common in HIV infected pregnant women, particularly Geno
types 16, 18 and others incriminated to be carcinogenic being IARC (WHO) 31,33,35,39,45,51,52,56,
58,59 & 68 more incriminated to cause cervical cancer. In the National ART Guidelines for adults and
adolescents, cervical screening eg. Pap smear or trichloro-acetic acid screening of the cervix should be
done annually for all HIV infected pregnant women.

12.2 Family Planning and Birth-spacing

With ART and PPTCT being increasingly available, HIV infected pregnant women and men are now
living longer and healthier lives and desiring to have children. Accordingly, reproductive plans including
pre- conception counselling, and counselling regarding reversible methods of contraception should be
discussed with HIV infected pregnant women of child bearing age.

Pre-conception counselling—HIV infected pregnant women are similar to non-HIV infected pregnant
women. The goals are to improve the health of the woman before conception and to identify risk factors
for adverse maternal and foetal outcomes. These include:

* Safe sex practice
* Prevent test and treat STI.
* Reproductive history including numbers of pregnancies and outcomes of pregnancies.

* Length of relationship with current partner, HIV status of partner and couple’s sexual history
including condom use and sexual decision-making or control of reproductive choices.

* Patient’s and partners reproductive desires and discussion of options.
* Reduce/avoid risky behaviour eg. smoking, substance abuse.

* Take folic acid before conception.

Family planning counselling® information includes:

* Information about effective contraceptive methods to prevent pregnancy, dual protection; the
effects of progression of HIV disease on the woman'’s health;

5Sexual and reproductive health of women living with HIV/AIDS Guidelines on care, treatment and support for women living
with HIV/AIDS and their children in resource-constrained settings. WHO/UNFPA 2006.
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* The importance of family planning and birth planning;

* The risk of HIV transmission to an uninfected partner while having unprotected intercourse (for
instance, when trying to become pregnant);

* Therisk of transmission of HIV to the infant and the risks and benefits of Antiretroviral prophylaxis
in reducing transmission; and

* Information on the interactions between HIV and pregnancy, including a possible increase in
certain adverse pregnancy outcomes.

Contraceptive Methods

Most women with asymptomatic HIV and those who are on ART can safely use the available forms of
contraception for preventing unintended pregnancies. However, prevention of cross-infection of HIV
virus to the partner as well as STls is important and hence dual protection with consistent condom use
is important. Dual protection refers to simultaneous protection against both unplanned pregnancy and
STls and HIV by using:

* Condoms together with another effective method of contraception, including emergency
contraception.

Available forms of contraception for HIV infected pregnant women include: Hormonal contraception: is
safe in women living with HIV. These may be either:

* Oral contraceptives
* Depot medroxyprogesterone acetate (DMPA)

DMPA is safe to use in women living with HIV as well as those on ART. There is no hormone-drug
interaction with several ARV drugs commonly used such as NVP, EFV and Nelfinavir.

In women living with HIV (whose CD4 is > 350 ceIIs/mm3), hormonal contraception is safe. Adherence
to oral contraception needs to be counselled. Dual protection with consistent condom use is important.

In women taking ART for their own health, they should be assessed for oral contraception use according
to the WHO Medical Eligibility Criteria for Contraceptive Use guidelines6. There may be hormone-drug
interactions which need dosing to be adjusted or an alternative contraception to be used

Ritonavir

* Combined oral contraception pills are generally not recommended for women taking ritonavir-
boosted Pls, due to the potentially decreased efficacy of the contraception

’Medical Eligibility Criteria for Contraceptive Use. 4th edition. WHO 2009. http://www.who.int/reproductivehealth/publica-
tions/family_planning/en/index.html
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* Nevirapine

o NVP reduces the levels of combined oral contraception (ethinyl estradiol and norethindrone)
but at present, no dosage modification are being suggested

e Efavirenz:

o Women taking EFV may be able to take combined oral contraception without loss of
contraceptive efficacy

¢ NRTI such as AZT and TDF:

o Women taking AZT and TDF may take combined oral contraception without loss of contraceptive
efficacy

Lactational Amenorrhoea Method (LAM) does not protect against STls, pregnancy and HIV. Correct and
consistent condom use should be adopted at every sexual encounter.

Male sterilization (NSV): Males should be motivated at every mother-baby pair follow-up visit to undergo
sterilization. No Scalpel Vasectomy (NSV) when the baby attains 18 months/2 years of age (at 18
months confirmatory test, irrespective of the baby’s HIV status). However, after NSV operation, male
should continue to use a condom at every sexual encounter.

________________________________________________________________________________________

Intra-Uterine Contraceptive Device (IUCD) is a good contraceptive method for HIV
infected pregnant women. IUCD® Copper T 380A is recommended by MoHFW as
a long term reversible method of contraception up to 10 years. PP IUD (Cu-"T’
A-380) to be inserted within 48 hrs of delivery.

PP IUD - Postpartum IUD requires specialised training before the healthcare
personnel undertake the same.

______________________________________________________________________________________________

8JUCD Reference manual for Medical Officers 2007. Family Planning Division. MoHFW.
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Monitoring and evaluation facilitates the assessment of the performance of an individual as well as the
performance of the programme, which forms the basis of decision making, policy planning and resource
allocation and mid-term corrections, if required.

Client Monitoring

Monitoring of HIV infected pregnant women is an essential component of quality patient care in PPTCT
programme. It involves documenting all client encounters by maintaining regular and accurate records of
key aspects of the services provided to the PPTCT beneficiaries and her baby.

A set of M&E tools have been devised to ensure that continuum of care from detection of HIV infection
among pregnant women to their linkage to ART centre and for EID after delivery is well maintained. In
addition to regular CMIS format of monthly reporting a PPTCT beneficiary Line-list has been designed,
which shall be updated on an event basis by ICTCs and ART centres to ensure delivery of the complete
package of PPTCT services to all pregnant women viz Anti-Retroviral Therapy, Delivery; Feeding history;
Early Infant Diagnosis along with final confirmation at 18 months.

13.1 Guidance on Data Flow of PPTCT Beneficiaries

1. A line-list has been devised for the PPTCT beneficiaries and is labeled as Tool 1. This line-list is
meant for all PPTCT beneficiaries (Pregnant Women in antenatal care, Direct-in-labour & Post-
delivery; breastfeeding mothers). This line- list will originate at the concerned ICTC where a
pregnant woman is detected to be positive. This will be an electronic format and shall NOT be
printed in a register form at present.

2. The ICTC generating this line-list will fill up the column numbers 1 to 17 d; 29 to 37c and 42 &
43 (Colour coded in yellow).

3. When this line-list is shared by the ICTC with the ART centre, where the positive pregnant
woman is registered, the concerned ART centre will fill up the column numbers 18 to 28; 38a to
38d; 39to 41; 44a to 47 (Colour coded in green).

4. Columns 23, 24 and 25 can be filled up by ICTC counsellor if and when applicable.

5. The line-lists should be generated at ICTC on the first visit of a new HIV positive pregnant case
presenting either during pregnancy, direct-in-labour or after delivery. One row should be assigned
for each client. Most often, the first visit is at the ICTC when a women in ante-natal care is
detected to have HIV infection. Hence, line-lists will be generated there and details shared with
the ART Centre for entry of relevant information. Sometimes an HIV infected pregnant woman
may have her first visit at the ART Centre, rather than ICTC eg. a positive female client already
enrolled at ART centre, gets pregnant or has a second pregnancy after previously being detected.
In such cases, the line-list will be generated at the ART Centre and after the relevant columns
have been filled up, the line-list will be shared by the ART centre with the ICTC for further
follow-up.
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. This line-list should be updated at each activity in the continuum of PPTCT care services eg.

ANC/ICTC visits, CD4 test, ART initiation, delivery, Syp. NVP initiation, CPT initiation, EID visits,
immunization etc. and shared on a weekly basis between ICTC and ART centre counsellors
and staff. If it is not possible to share information weekly then the information about all newly
detected HIV positive cases at ICTCs must be given to the ART Centre by the District Supervisor/
DAPCU officer where client wants to get enrolled for the early registration and initiation of ART.
Print outs of this electronically shared line-lists on a monthly basis after updating them should be
kept in a ring- binder file both at the ICTCs and ART Centres.

. The updated line-lists should be shared between ICTCs and ART Centres on a monthly basis at

DAPCU/District level monthly co-ordination meetings (which are held by the 5th of every month).
List of LFUs should be generated during DAPCU/Monthly co-ordination meetings at District and
shared with respective ICTCs/ANMs/ ASHAs /Outreach workers/District Level Networks for follow-
up. District Nodal persons should take responsibility of linkages of all the newly detected HIV
cases with ANMs/ASHAs /Community Out-reach Workers/District Networks of Positive People
as well as tracking of LFU cases. Accompanied referral by them should be ensured so that the
pregnant woman reaches the ART Centre as soon as possible.

In case the expected place of delivery is in another district, it is the responsibility of ICTC counsellor
of the centre where her original registration was done, to inform the ICTC counsellor of expected
place of delivery with copy to DAPCU/District Supervisor and other concerned officials at SACS.
This is to ensure that this woman is not lost -to -follow-up and is not registered again at another
ICTC where she delivers. This will ensure that there is no double counting of cases. The ICTC
Counsellor at second ICTC will be responsible for updating the line- list of this woman, linking this
patient to EID and ART services. Once this woman comes back to the original (previous) ICTC, the
data in the line-list should also be transferred to this ICTC and ART Centre.

. At district level, the updated line-lists from all ICTCs should be compiled into one Consolidated

list and updated on a monthly basis by DAPCU/ Nodal Person for HIV in the district. The compiled
district level line-list should be cross checked and validated by the nodal person in district and
then sent to M&E officer at SACS with copy to JD (BSD) and PPTCT focal person in SACs by 10th of
every month. The responsibility of compilation of District level, PPTCT beneficiaries line—lists lies
with District Supervisor (in DAPCU Districts) and ICTC Counsellor/s (preferably located in Gynae
OPD) of District headquarters.

10.The M&E officer at SACS will then compile these district level line-lists into one State level line-

list. This State level line-list of PPTCT beneficiaries should be sent by JD (BSD) at SACS to BSD
Division and CST Division at NACO with copy to RCs by 15th of every month.

11.The generation and compilation of line-lists at District/State/NACO level is primarily the

responsibility of BSD division. Only the ART component of the line- list shall be filled in and
updated by ART Centres and shared with ICTCs after each activity is accomplished electronically
&/or in the monthly meetings.
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12.The M&E officer at BSD Division, NACO shall compile and analyse these reports every month and
give feedback to the concerned person at BSD and CST at NACO on gaps in the cascade of service
delivery to PPTCT beneficiaries so that measures to fill in these gaps can be instituted.

13. Another tool shall be used by ART centre for reporting on PPTCT and EID indicators. This is
presently being sent as a separate tool (Tool-2) but ultimately will be part of monthly reporting
format from ART centres (once new form page format is rolled -out across the country.)

Name of the State:

District:

Name of ICTC:

(where generated)

Name of ART:

(with whom shared)

Pertains to ICTC

15.2 Tool 1: PPTCT Beneficiary Line-List (ICTC-ART)

Updated for the month:

Year:

Name of MO I/c of ICTC:

Contact No. of MO:

e-mail id:

Name of SMO/MO of ART Centre:

Contact No. of SMO/MO

e-mail id:

Name of DAPCUO/Nodal Officer I/c of HIV Programme:

Designation of I/c Officer

Contact No.:

e-mail id:

Pertains to ART centre

15.2 Tool 1: PPTCT Beneficiary Line-List (ICTC-ART) Contd....

---------- National Guidelines for Prevention of Parent-to-Child Transmission of HIV — 77



0D (LHY-0LOI) Is17-eul] Aeioyeusg 101dd 1 1001 Z'GL

Al
1
I
|
1T o1 6 8 L 9 S 14 € 4 T
Jaquinu
Jaquinu JoBjU0D pue
19BJUO0D pue apo) uid
apo) uid ‘yaewpue
“YdewpueT yum (3.1
yum (1.1 Adsia
Adusia /eqnieL poolg
/exnjeL Mdolg JEELN layjows
/a8e|lIn /:ou 100Q K1an119p -1s0d
1ayjow /-ou 100Q Suipnjour) /inoge] ul
K1anijap-isod (is1 Suipnjour) Ssalppy -}0311q /ONY
(aa3’) (syaam /inogeT- ui pajsay Aiojewsyuo)) ssalppy juaun) uj USWOMN
A1anijaq Jo ui) a8y -}0a11g /ONV ~~ 243ym 19| laquinN 1S3l AIH |ejuaied pue pue aweu (saeak ur) jueusaid (31gepuedx3)
ajeq pajoadx3y  |euonjeisay)  juall) jo adAlL 3y} jo aweN aid 2191 jo ajeq aweu s Jayje4  s,pueqsnHy ady 3y} jo aweN "ON °IS Sjual|d

‘PIuoD (LHY-0101) 1si7-eury Aieioysueg 101dd 1 1001 Z'GL™

National Guidelines for Prevention of Parent-to-Child Transmission of HIV

78



“Up0D (LHY-0L0I) Isi7-aul] Aieioysusg 101dd 1 1001 Z'S1

‘ON
uoijesisiday syjuow
junoj @ | LYv-3id 8T e

auljaseg
pue junod
ad 0

pue anua)
1yv e

uonel3sisay
jo sjeq

Lyv e
palalsiday
Apeaiy
/ase) maN

agels
|eau
OHM sjeq

AUT qL1
syjuow syjuow
clie 91e

a21joead Suipasy Jueju] /1

BT

Syaam g je

91 ST v1 €1 cl

(peaq@

/3NIY)

STEETTY (uoipioqy

9 01 dn /dLIN

Kisnpp /g s (3duepingd

1aye /uyig earq) 03 Jsyal) Kianijp@

FETNLIT] Aoueusaid ISETN[ELa| ISEYN[ELa| Jo dde|d
josnje}s  jo awodnQ  Jo adeld Jo ajeqg pajoadx3

P (LHY-0101) isr7-eury Aeroysusg 1O1dd L 1001 Z'GL™

National Guidelines for Prevention of Parent-to-Child Transmission of HIV 79



“pu0D (LHVY-0L0I1) Isi7-eul] Aieioyeusg 101dd 1 1001 2'S1

1€ 0€ 6¢

dAg Af/ww/pp dAs  AA/ww/pp
dAN 8uiddols 10} JAN Jo S}eam  yuiq je dAg
uoseal ‘syaam 9 9 Sunsjdwod  JAN Suipels
a10jaq paddojs j| jo ajeq jo ?jeq

£ LUV
Suiddoys

10} uoseay

AR/ww/pp
1YV Suiddoys
jo /1@

AR jwiwi/pp
uoneniul
1YV jo ajeq

(AK/ww/pp)
(AK/wiw/pp) (sLoa
(s1oa -UoON/S10Q) (ON/s3A)
AK/ww/pp -UoN /S10Q) L1V Suipess jo g1 Suiney
‘ou 11V Sunsjdwo) ajep ‘,SaA,, S se pasougelp
uonjensisay LYY jo 91e@ ¢ uwnjo) ji 3Yym

P (LHY-0101) isr7-eury Aeroysusg 1O1dd L 1001 Z'GL™

National Guidelines for Prevention of Parent-to-Child Transmission of HIV

80



“p0D (LHVY-0L0I) IsI7-aul] Aeioyeusag 101dd 1 1001 Z'S1

L€ qL/lg e/g
(AA/wiw/pp)
D101 03 }9eq | aAjesaN
|ediayey 10 aAlisod
jo ajeq (32uepi0asip
‘SaM pug SAM IST | 2AnesaN Jo (Afjuiw
yim 3 sad SAINSOd 1s9} | /pp) dlep Spaajisealq
aAesau JO 3ased ul) 10} }nsay uo1393]|09 jo Suiddoys (aAnesSau (aAnesSau
i Jueyul §| S9M puz uswioadg uawidads 1aye 10 anipusod) 1o aaisod)
JO }nsay am am S)H99M g Je  SUJuoW 9 e  SY3a\Mm g je

SIS} SAM :42d /¥NQ "8€

S1s3} S9d :¥Id/ VNQ “LE

9¢€ GE 14 €€ ce
(uoijaajoid
lenq)
SWopuod
JO asn 0}
uoiyppe
ui (dJo 10
1-19ddo))
pamoj|oy
Suieq si
poyaw 44
Aeiodway
jeym
‘syaam 9 1y

Afjww/pp
Aqeq ur 149
jo uoneniui

jo ajeq

3pod jueyul
VNQ @nbiun

jueyul
§0 @1 2191

jueju]
Jo aweN

PI0D (LHY-0.10I) isr1-eur] Aieloysusg 1O1dd ‘L 100L 2'GL"

National Guidelines for Prevention of Parent-to-Child Transmission of HIV 81



Ageq Jsy jusi|o 0}
10 paje|as uo uojjewiojul Juepoduw Jayjo Auy

(A1an18p 3sod syuow g oydn Aoueudsid o
SUJUOW 9 Woij)pasuadsip aq Ued |Hy Woym
0} JUepusye pazuUoylne U0 UOIBWIO|

91ep UM UOIIBI0| JUaLIND S,Jusl|)
:80 ‘painided aq 0} UOIIBWIOMUI JUBASIDY x xx

(N/A)
(N/A) Y ulweyp
syjuow | pue sa|seau |, UOIIBNUIUOISIP
g1 je asop | Suipnjpoul 1YV 410} uoseals
191s00q 3sai4| Asewnd pue ajeq

juswyeal)
uop 3 aAlyY

pajajdwod (

9) awoanQ

xxxSHIRWIY |uoneziunwwi JBYRYM "9t  sixejfydosd AYY /LYY "G

'HHHHHH 1317

x+UoNENURUODSID/

awweJ3oid ayj Jo no pado — 3
(N47)"dn mojjo} 03 3507 — @

uoseay [edIpsN
UOoISIJBP UeIpJen/jusied

Jayjow Jo yiesq

Ageq jo yieaq

3uipeapsealq 3uiddols Jo ¥oem auo JalY

‘Ino Jaysuel] — 9
‘aIApe |eIIPSIN UO paddols — g
‘Uiesp [euSIBN — Vs

(A /wiw/pp)
1yv paed
J0 uonenu|
10 ajeq

laquinN Lyv
pawiyuo) aid pue (AK
10 aAe3au
pawlyuo) -
Syjuow 81
1€ pajonpuod
(pidey) sisaL
AR /wiw Apoqnuy
/PP 1dD  joynsal B
Suiddoys (AR
josjeq /ww/pp) 3jeq

1YV 4o} (3po2)
uoseal pue ajeq

juawyeal)

uQ 3 Ay auljeseg | uonensiSay

(J3UI0A)) BWOINQ LYY "

juejul 3aA+ AIH
PI0D (LHY-0.10I) isr1-eur] Aieloysusg 1O1dd ‘L 100L 2'GL"

fHIV

Ission O

National Guidelines for Prevention of Parent-to-Child Transm

82



15.3 Definition of Tool 1 Variables in PPTCT Beneficiary Line-list

Svo. ] vewe | Dot

1

SI. No.

Name of the Pregnant Women/ Direct-in- labour ANC/Post-
delivery mother

Age (In Years)

Husband’s name and Current Address (including Door No./
Village/Block/ Taluka/ District/State) with Landmark, Pin Code
and contact number

Father’s name and Parental Address (including Door no./
Village/Block/ Taluka//District/State) with Landmark, Pin Code
and contact number

Date of HIV Test

ICTC PID Number

Name of ICTC where tested

Type of Client ANC/ Direct-in- Labour/ Post-delivery mother

Gestational Age (in Weeks)

Expected Date of Delivery (EDD)

Expected Place of Delivery

Date of Delivery

Place of Delivery (refer to guidance)

Outcome of Pregnancy (Live Birth/ Still Birth/ MTP/ Abortion)

Status of Mother after delivery up to 6 weeks (Alive/ Dead)

It is a number provided to the each client coming
to avail the PPTCT package of service on her first
visit.

Write the complete name of the Client here in
block letters.

Write the age of the Client in years.

Write the address of the client where currently
residing: Husband’s name, along with Door No./
Village/Block/Taluka/District/State with landmark
and Pin code and Contact Numbers

Write the name and address of father of the
client along with Father’s name/Door No./Village/
Block/Taluka/District/State with landmark and
Pin code and Contact Numbers

Mention the Date (dd/mm/yy) when HIV Test of
the client conducted. This should be a test at
ICTC (and not the screening test)

Mention the PID number provided to client from
the ICTC, where she got tested for HIV

Write the Name of the ICTC where the client got
tested for HIV

Mention whether the Client is ANC case or
Direct-in- Labour Case or a post-delivery case
(who have been diagnosed/ registered post
delivery)

If the client is ANC case write her Gestational
Age in weeks.

For ANC case, write the date (dd/mm/yy) on
which she is expected to deliver.

For ANC Case, Write the name of the place
(Health Facility) where she opts for delivery.

Write the date (dd/mm/yy) when she has
delivered.

Write the name of the place (Health Facility,
Home delivery etc) where she has delivered. In
this case data needs to be transferred to ICTC at
place of delivery. Refer to point 7 in data flow for
description of this indicator.

Write here the outcome of the Pregnancy
whether it is a Live Birth, Still Birth, Medical
Termination of Pregnancy or an Abortion.

Mention here the status of client after delivery
and up to 6 weeks (whether alive or dead)
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17

20

21

22

23

24
25

26
27

28

Infant feeding practice at:
(a) 6weeks:
1. Exclusive Breast Feeding
2. Exclusive Replacement Feeding
3. Mixed feeding*
(b) 6months:
1. Continued Breast Feeding +
Complimentary feeds & semi solids
2. Continued Replacement feeding +
semi solids
3. Whether mixed feeding occurred
between 6 weeks to 6 months
(Yes/No)
(c) 12 months:
1. Continued Breast Feeding
2. Breast Feeds stopped (dd/mm/yy)
(d) 18 months:
1. Continued Breast Feeding
2. Stopped Breast Feeding (dd/mm/yy)

New Case/ Already Registered at ART

Date of Registration at ART Centre and Pre-
ART Registration No.

Date of CD4 count and Baseline CD4 Count
WHO Clinical Stage

Whether Diagnosed as having TB (Yes/No)
If Column 22 is “Yes”, date of starting ATT
(DOTS/Non-DOTS) (dd/mm/yy)

Date of completing ATT (dd/mm/yy)
ART Reg no.

Date of ART initiation
Date of stopping of ART

Reason for Stopping ART*

G 0[N =

National Guidelines for Prevention of Parent-to-Child Transmission of HIV

Please ask the mother at each of the 4 visits:

regarding infant feeding practice.

(a) At 6 weeks, whether the baby is receiving Exclusive Breast
feeds only or Exclusive Replacement feeds or if any Mixed
feeding has occurred (Baby is receiving both breast feeds and
replacement feeds within first 6 months).

(b) At 6 months, enquire whether baby which is continued on
breast feeds has also been started on complementary feeds
and semisolids or whether the baby was getting exclusive
replacement feeds for the first 6 months and now has been
started on semi- solids. Enquire also whether any mixed
feeding happened any time from 6 weeks up to 6 months.

(c) At 12 months, enquire from the mother whether breast feeds
has been stopped. If yes, indicate date (dd/mm/yy)

(d) At 18 months, enquire whether 1. Breast feeding is being
continued or 2. Breast- feeding has been stopped. If stopped,
indicate date of stopping (dd/mm/yy).

Mention whether the client availing the service is a fresh case or
has already been registered at ART with Pre ART number. Write
“New Case” for fresh case and “Already Registered at ART” for
client registered at ART.

Mention the Date (dd/mm/yy) of registration of the client under
HIV (Pre-ART) care at ART Centre.

Mention the date (dd/mm/yy) of assessment of CD4 count of the
client. Mention the baseline CD4 count of the client.

Write the WHO Clinical stage (whether LIl or 1V) of the client
here.

If the client have been diagnosed as having TB write YES, if not
write NO

If yes, date of starting of TB treatment (ATT)

Write the exact date when TB treatment (ATT) was completed

When initiated on ART, write the ART registration number
allotted to the client.

Write the date (dd/mm/yy) of initiation of ART to the client.

If ART stopped, write the date
(dd/mm/yy)

*Mention the Reason for stopping of ART
here, The reason could be:

After one week of stopping breastfeeding
Death of Baby

Death of Mother

Patient/Guardian’s decision

Medical Reason

G gs @ ) =
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29

30

Date of starting NVP Syp at birth dd/mm/yy

Date of completing 6 weeks of NVP Syp dd/mm/yy

If stopped before 6 weeks, reason for stopping NVP Syp

Date of initiation of CPT in baby dd/mm/yy

At 6 weeks, what temporary FP method is being followed (Copper-T

or OCP) in addition to condoms (dual protection)

Name of Infant

ICTC ID of infant
Unique DNA infant code

DNA PCR: (1) DBS tests:

a) At 6 weeks: Positive/Negative

b) At 6months: Positive/Negative

c) At 6 weeks after stopping breast-feeds: Positive/Negative

DNAPCR:
WABS tests

HIV +ve
infant

a) WB specimen collection date (dd/mm/yy) for
DBS test 37a or 37b or 37¢c

b) WB Specimen Result for DBS test 38 (38a or

38b )-Positive or Negative

¢) Result of 2nd WBS(in case of DBS & 1st WBS

discordance)Positive or Negative
d) If infant is negative with 2nd WBS, Date of
Referral back to ICTC

Registration Date (dd/mm/yy) and Pre ART Number

Baseline CD4 count or CD4 %

Date of Initiation of Paed. ART (dd/mm/yy)

Date (dd/mm/yy) & result of Antibody Tests (Rapid)
conducted at 18 months - Confirmed negative or

Confirmed positive

Mention the date (dd/mm/yy) when NVP
syrup was initiated after birth

Mention the date (dd/mm/yy) when NVP
syrup (6 weeks) to baby has been completed
and stopped.

Try to find out the reason as to why Syp NVP
was stopped

At 6 weeks, find out from the mother the
date (dd/mm/yy) when baby was initiated on
Co- trimoxazole prophylactic therapy (CPT)

At 6 weeks visit, enquire from the mother
as to whether she has had a Copper-T
inserted or is taking Oral Contraceptive pills
in addition to her spouse or she using a
condom as(dual protection)

Write the name of the baby.
Write the ID given to infant by the ICTC.

Write the unique DNA infant code for all
babies registering for DNA PCR testing

The DNA PCR DBS test when done at

6 weeks is negative; repeat it again at 6
months. If negative again, it should be
repeated 6 weeks after breastfeeds has been
stopped.

Write the date (dd/mm/yy) when whole
Blood Specimen of infant is collected.

Write the result of the Whole Blood
Specimen of the infant. In case there is a
discrepancy in DBS and first WBS, write the
result of 1st and 2nd WBS in columns 38c
& 38c

If infant is negative, write the date
(dd/mm/yy) of referral back of infant to ICTC.

If infant is positive, write the Pre ART
registration number allotted to infant.

Write the baseline CD4 count or CD4 % of
the infant.

Write the date (dd/mm/yy) of registration of
infant at ART Centre.

Write the date (dd/m/yy) of antibody (Rapid)
tests conducted for the infant at the age of
18 months for confirmation.

Write the result whether the baby is
confirmed as HIV positive or negative
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44 ART**
Outcome
(Mother)

45 Antiretroviral
treatment
Outcome
(Child)**

46

47

86  — National Guidelines for Prevention of Parent-to-Child Transmission of HIV

Date of stopping CPT dd/mm/yy

a) Alive & On Treatment
b) Date and reason (code) for
ART discontinuation

a) Alive & On Treatment

a) Date and reason for ART/ ARVs
discontinuation

Whether immunization

completed:

(a) Primary immunization,
including measles and
Vitamin A (Y/N)

(b) Whether 1st booster dose at
18 months received
(Yes/No)

Remarks***

Write the date when CPT for infant has been stopped.
It is advised that CPT be continued for 18 months in
children even if the EID results are negative at
6 weeks or 6 months or after 6 weeks of stopping
breastfeeds, as it reduces infant mortality due to inter-
current infections, like diarrhoea and
respiratory infections or other Ols.
Tick this cell if the client is alive and on ART
**Put the appropriate Code in this Cell with date
A — Death,
B — Stopped on Medical advice,
C — Transfer-out,
D — Lost-to-follow-up (LFU)
E — opted out of the programme
Tick this cell if the client is alive and on ART
**Put the appropriate Code in this Cell with date
A — Death
B — Stopped on Medical advice
C - Transfer-out,
D — Lost-to-follow-up (LFU)
E — Opted out of the programme on her own
(a) Write “Yes” if all primary immunization has been
completed or “No” if any immunization, including
measles and Vitamin A have not been received (the baby
should be sent for completion of immunization schedule
within a week)
Write “Yes” if DPT/ OPV have been received at 18 months or
“No” if baby has not yet received (ensure baby receives the
same within a week)
This column is common for both ICTC and ART centres
***Relevant information to be captured, eg:
1. Client's current location with date
2. Information of authorized attendant to whom ART can
be dispensed(from 6 months of upto two months post
delivery)(refer letter of ADG, CST, NACO, dated 28
August 2012)
3. Any other important information related to client or her
baby



15.4 Tool 2: Reporting on PPTCT and EID from ART Centres

3 a. PPTCT
3.1a Cumulative number of Pregnant women ever registered/ reported in HIV care 0
till the end of this month (Out of 2.5)
3.2a Cumulative number of pregnant women ever initiated on ART till the end of 0

this month (out of 3.1a)

3.3a Cumulative number of pregnant women initiated on PPTCT ARV prophylaxis
from 1st Sept 2012 till the end of December 2013 (Out of 3.1 a)(applicable for AP, 0
Karnataka, Tamil Nadu)

3.4a Total number of pregnant women ever initiated on ART/ ARV prophylaxis

(3.2a+3.3a) (applicable for AP, Karnataka, Tamil Nadu) 0 0 0
3.5a Number of pregnant women currently on ART 0
3.5a.1 Number of women currently on PPTCT ARV prophylaxis (dynamic figure,

as and when pregnancy/ lactation completed and ARV prophylaxis stopped reduce 0

from this section9 (applicable for AP, Karnataka, Tamil Nadu for breast feeding
mothers: max period applicable is Dec 2014)

3.6a Cumulative number of children registered at ART centre with DBS reactive for
DNA/PCR

3.7a Out of 3.6a cumulative number of children who underwent WBS testing at
the ART centre

3.8a Out of 3.7a cumulative number of children who are WBS reactive for DNA/
PCR

3.9a Out of 3.8a cumulative number of children initiated on ART

3.10a Out of 3.9a cumulative number of children initiated on LPV/r based regimen

o o O (@]

3.11a Out of 3.8a cumulative number of children found HIV+ve by 3 antibody tests
at 18 months of age

ART Centres Reporting
(Section 3a of CMIS — PPTCT)

(Refer to the remarks column of the HIV column 6 and 23 of “Pre ART’ register, column no. 16 of ART
enrolment register, any separate register maintained for pregnant women, if required from individual
white card or from the PPTCT line-list)

3.1a Cumulative number of Pregnant women ever registered/ reported in HIV care till the end of this
month (Out of 2.5)

Number of HIV positive pregnant women ever registered at your ART centre since the beginning. These can
be new registrations or those already registered at the ART centre and then later on become pregnhant.
Generation of this figure will be a onetime exercise and can be done from column no. 16 and 23 of
the HIV Care register, column no. 16 of ART enrolment register, any separate register maintained for
pregnant women or if required from individual white cards. Once this is firmed up, new registrations to
be added to this figure every month, from next month onwards.
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3.2a Cumulative number of pregnant women ever initiated on ART {ill the end of this month
(out of 3.1a)

Total no. of pregnant women ever initiated on ART (who are eligible for ART, for their own health) at this
centre from the beginning of this centre.

3.3a Cumulative number of pregnant women initiated on PPTCT ARV prophylaxis from 1st Sept 2012
till the end of December 2013 (Out of 3.1 a) (Applicable for AP, Karnataka and Tamil Nadu)

Total no of pregnant women initiated on PPTCT ARV prophylaxis treatment for PPTCT (not for their own
health) from 1st Sept 2012 onwards. This only includes those women who have been given triple drug
ARV prophylaxis for PPTCT. Applicable only for AP; Karnataka & Tamil Nadu States which rolled out
triple drug ARV Prophylaxis. (This does not include sd NVP prophylaxis).

3.4a Total number of pregnant women ever initiated on ART/ ARV prophylaxis (AP, Karnataka and TN)
(3.2a+3.3a)

Total no of women ever initiated on ART/ ARV prophylaxis, sum of 3.2a and 3.3a
3.5a Number of pregnant women currently on ART

Total no.of pregnant women currently on ART at this centre. Remember to reduce the numbers as and
when pregnancy is completed and then this particular women becomes like other women on ART (non
pregnant) already being reflected in column no. 3.10 of monthly ART centre report.

3.5a.1 Number of women currently on PPTCT ARV prophylaxis (dynamic figure, as and when
pregnancy/ lactation completed and ARV prophylaxis stopped reduce from this section)

Total no. of pregnant women currently on PPTCT ARV prophylaxis at this centre. Remember to reduce the
numbers as and when pregnancy/lactation completed and ARV prophylaxis has been stopped.

EID

(Refer to EID register and for 3.10a and 3.10b, patient white card)

3.6a Cumulative number of children registered at ART centre with DBS reactive for DNA /PCR
Cumulative no. of children entered in the EID register

3.7a Out of 3.6a cumulative number of children who underwent WBS testing at the ART centre

Out of the total children detected DBS positive, cumulative no. of children who have undergone Whole
Blood Specimen (WBS) testing (column no. 10 of EID register)

3.8a Out of 3.7a cumulative number of children who are WBS reactive for DNA /PCR

Out of the total children who underwent WBS testing, cumulative no. of children who have had positive
results (column no. 11 of EID register)

3.9a Out of 3.8a cumulative number of children initiated on Paedtric ART

Out of the total children who had positive WBS results (column no. 11 of EID register) how many were
initiated on Paediatric ART (column no. 16 of EID register)
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3.10a Out of 3.9a cumulative number of children initiated on LPV/r based regimen due to previous
exposure to sd NVP.

Out of the total children who initiated on Paed ART under the EID programme, cumulative no. of children
who have been started on LPV/r based regimen due to previous exposure to sd NVP

3.11a Out of 3.8a cumulative number of children found HIV+ve by antibody tests at 18 months of age:
Of all the patients with WBS positive, how many children had HIV +ve status at 18th month of age.
3.12 a. Out of the total no. of live births 18 months ago, no. of children reported to be living:

b. No. of children born to HIV positive pregnant women born 18 months ago, reported to be dead

c. No. of children born to HIV positive pregnant women born 18 months ago tested for confirmation of status
at 18 months:

15.5 SIMS Monthly Progress Report for PPTCT

During ANC Directly-in-labour | Total
During this Month | During this Month

Number of New ANC Registrations

Number of pregnant women provided with pre-test 0
counselling out of all registered
Number of pregnant women tested for HIV 0
Total number  Among those detected infected, number in
of pregnant first trimester
women : :
Among those detected infected, number in
detected HIV second trimester
Infected
Among those detected infected, number in
third trimester
5 Number of pregnant women who received post-test 0
counselling and given test results
6 Number of pregnant women referred by the F- ICTC 0
Govt(Fixed/Mobile) after HIV screening test
6.1 Out of the above, Number of pregnant women diagnosed HIV 0
infected
7 Number of pregnant women referred by the PPP ICTC (Fixed/ 0
Mobile) after HIV screening test
7.1 Out of the above Number of pregnant women diagnosed HIV 0
infected
8 Number of pregnant women referred by the PHC/Sub Centre/ 0

ANM after HIV screening test

---------- National Guidelines for Prevention of Parent-to-Child Transmission of HIV — 89



8.1 Out of the above, Number of pregnant women diagnosed HIV 0

infected

9.a. Number of spouses/partners of HIV infected pregnant women 0
tested

9.b. Number of spouses/partners of HIV infected pregnant women 0
found HIV infected

10 Number of HIV infected pregnant women who underwent 0
MTP during the month

11 Number of HIV infected pregnant women expected to deliver 0

during this month

Durlng ANC | Directly-in | Total
-labor
Durlng this

Total number a. In same Facility
of HIV infected
deliveries this

month: c. Pvt Hospitasl/ any other facilities

b. In other Govt hospitals

d. Home Deliveries

O O O o o

13.a.  Total number of normal (vaginal) deliveries of HIV infected pregnant women
during this month

o

13.b.  Total number of deliveries by Caesarean section of HIV infected pregnant
women during this month

14 Outcome of HIV a. Number live male child
infected deliveries

this month b. Number live female child

c. Still births
d. Deaths

15 Total number of mother-baby pairs who received Nevirapine (single dose)
(whenever new guidelines not rolled out)

o O O O O

16 Number of HIV infected pregnant women (only) received Nevirapine (single 0
dose) during the month (whenever new guidelines not rolled out)

17 Number of babies(only) of HIV infected mothers received Sy. Nevirapine x 0
6 weeks during month

22 Number of HIV infected pregnant mother opting for exclusive breast feeding 0
for first 6 months

23 Number of HIV infected pregnant mother opting for exclusive Replacement 0
feeding for first 6 months

24 Number HIV infected pregnant women registered at ART centre 0
25 Number of HIV infected pregnant women whose CD4 count is < 350 0
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Agewise Distribution Number of pregnant Number of pregnant women
women tested for HIV detected infected

1. 15-19 years
2. 20-24 years
3. 25-34 years
4. >35 Years
Total

A. Visit for DBS and WBS Test First Visit Second Visit Third Visit

6 weeks — | 6 months — | 6 months — | 12 months 12 months -
6 mon 18 months | 12 months | — 18 months 18 months

1. Number of infants/children visited

2. Number of infants/children tested for HIV
using DBS-DNA PCR/Antibody test

3. No of infants/children who were found
positive

4. Number of infants on exclusive breast
feeding (EBF)

5. Number of infants on exclusive replacement
feeding (ERF)

6. Number of infants on CPT —initiated at 6
weeks and continuing

7. No. of infants registered at ART centre

C. Details at 18 months:

1. Number of infants who came for follow- up
at 18 months

2. Number of infants who were tested (using
3 antibody tests)

3.  Number of infants HIV infected

4. No. of infants registered at ART centre
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Roles and Responsibilities of Staff at Different Levels




Roles and Responsibilities of programme managers and staff in PPTCT services is shown in (Table:11)

PPTCT program is to be implemented through the ICTC and ART centres and also needs to be an
integrated response with general health system. Following table details terms of reference of staff at
different level regarding their roles and responsibilities in implementation of PPTCT programme:

Table 11: Roles and Responsibilities of Programme Managers and Staff in PPTCT Programme

SI. No. Designation of Official/staff

Role in PPTCT Implementation

1. Facilitate development of state micro-plan for implementation of PPTCT
programme
2. Facilitate establishment of Joint State PPTCT programme implementation
committee
3. Facilitate regular meetings of the implementation committee for
programme review and policy decisions
4. Advocacy with Principal Secretary, Health & Family Welfare and MD-
NRHM to ensure ownership of PPTCT programme by Director, Health &
Family Welfare Services, state RCH officer
5. Facilitate formation of the Joint District PPTCT implementation committee
1 Project Director State AIDS and Case Management Team in all districts of the state
Control Society (SACS) 6. Facilitate measures to ensure ownership of the programme at district level
by District Health & Family Welfare Officer, CMHO, Civil Surgeon, District
RCH officer etc.
7. Advocacy with Secretary Medical Education to ensure adherence to
National programme guidelines so as to minimize linkage loss in medical
college hospitals
8. Facilitate joint review meetings of NACP-NRHM and Medical Education
programme managers at regular intervals
9. Facilitate involvement of professional organizations like FOGSI, IAP, IMA
to ensure systematic involvement of private sector
10. Overall leadership of programme with regular monitoring of progress
1. Ensure close coordination between the Basic Services division and Care
and Support & Treatment division at state and district level
2. Establish close liaison with State RCH officers and other key stakeholders
in NRHM
3. Establish close liaison with state level office bearers of professional
organizations like FOGSI for systematic involvement of private nursing
homes
4. Facilitate formation of the Joint District PPTCT implementation committee
and Case Management Team in all districts of the state
5. Ensure regular meeting of Joint District PPTCT implementation committee
through supportive supervision and monitoring
) . 6. Establish mechanisms for monitoring progress in linking up of HIV
2 ,['\:]Odal Officer for PPTCT in infected pregnant women to PPTCT services e.g. use of google doc. for
e SACS X o
tracking and monitoring at state level
7. Establish Stand-alone ICTCs at all CHC level health facilities
8. Ensure availability of HIV screening facilities at all high delivery points
below CHCs in the form of F-ICTCs and sub-centre level screening using
WBFPT
9. Ensure availability of PPTCT services at all high delivery points
10. Ensure mechanisms for quick linkage of screened positive pregnant
women to SA-ICTCs for confirmation, to ART Centre for life-long ART and
EID services for HIV exposed babies
11. Monitoring of compliance of infected pregnant women with PPTCT

guidelines through regular follow-up visits of NACP outreach workers and
other health system human resources
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Sl. No.

Designation of Official/staff

Role in PPTCT Implementation

w

State RCH Officer

oo &

N

Facilitate ownership of the PPTCT programme by the District Health &
Famil;y Welfare Officers (CMHO, Civil surgeon)

Facilitate ownership of PPTCT activities by PHC medical officers and the
field staff

Facilitate provision of support for confirmation of HIV status of pregnant
women, travel to ART centre for enrolment and drug collection along with
facilities for institutional delivery

Facilitate establishment of HIV screening facilities at all high delivery
points in the form of F-ICTCs and sub-centre level screening using WBFPT
Ensure availability of PPTCT services at all high delivery points

Facilitate regular meeting of the Joint District PPTCT implementation
committee

Facilitate involvement of PHC medical officers and concerned ANM and
other health system functionaries in the Case Management Team

Ensure involvement of medical officers at PHCs and ANMs in monitoring
of linkages to ICTCs, ART centres and compliance of HIV infected
pregnant women to PPTCT regimen

District HIV programme
Manager — DAPCU / DNO

10.
11.

12.
. Close liaison with professional association like FOGSI, IAP, IMA to

14.

Ensure formation of the Joint District PPTCT implementation committee
and Case Management Team in all districts of the state

Ensure regular meeting of Joint District PPTCT implementation committee
Establish Stand-alone ICTC at all CHC level health facilities

Ensure availability of HIV screening facilities at all high delivery points
below CHCs in the form of F-ICTCs and sub-centre level screening using
WBFPT

Ensure availability of PPTCT services at all high delivery points

Ensure mechanisms for quick linkage of screened positive pregnant
women to SA-ICTC for confirmation, to ART Centre for initiation of life
-long ART and EID services for HIV exposed babies

Monitoring of compliance of infected pregnant women with PPTCT
guidelines through regular follow-up visits of NACP outreach workers and
other health system human resources

Training load assessment

Establish close liaison with District Health & Family Welfare Officers
(CMHO/ Dy. CMHOs/ RCH Officers)

Overall planning and implementation of programme at the district level
Ensure up —to- date recording at all facilities and timely reporting to state
level

Supervisory visit to ART centres, ICTCs and other HIV screening centres

facilitate involvement of private nursing homes & institutions
Advocacy, Communication and social mobilization activities for effective
implementation of PPTCT services

District RCH Officer

Noo &

Advocacy with District Health & Family Welfare Officers (CMHOs Civil
surgeons) for ownership of PPTCT programme

Ensure ownership of PPTCT activities by PHC medical officers and the
field staff

Ensure provision of support for confirmation of HIV status of pregnant
women, travel to ART centre for enrolment and drug collection along with
facilities for institutional delivery

Facilitate establishment of HIV screening facilities at all high delivery
points in the form of F-ICTC and sub-centre level screening using WBFPT
Ensure availability of PPTCT services at all high delivery points

Ensure regular meeting of Joint District PPTCT implementation committee
Ensure involvement of PHC medical officer, concerned ANM and other
health system functionaries in Case Management Team so as to ensure
linkage to screened positive pregnant women to ICTCs for confirmation,
to ART centre for enrolment and to monitor compliance with PPTCT

programme guidelines
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SI. No. Designation of Official/staff Role in PPTCT Implementation
Monitoring and evaluation 1. Maintenance of consolidated PPTCT line-lists
6 assistant at DAPCU /ICTC 2. Updating PPTCT line-lists with all events, compilation, analysis and
counsellor at the district interpretation etc.
headquarter 3. Timely reporting of PPTCT line-lists to SACS
Supervisory visit ART centres, ICTCs and other HIV screening centres (TB
and STI)
2. Supportive supervision of ICTC
3. Facilitate co-ordination between ICTC/ART centre staff with general health
staff (RCH / NRHM)
4. Ensure preparedness for conducting HIV positive deliveries at delivery
7 District ICTC supervisor points
5. Ensure linkage of HIV exposed infants (HEIs) to Early Infant diagnosis
sites ICTCs where DBC is being done
6. Ensure follow-up visits to HIV infected pregnant women by health staff /
outreach workers/District Level Networks
7. Facilitate reporting of all key events to district M and E assistants for
updating line-lists
1. Measures to ensure 100% screening of all pregnant women enrolled into
Ante-Natal Care
2. Measure to ensure HIV, STI, TB screening early
3. Ensure uninterrupted availability of test-kits, drugs, referral forms and
registers
4. Ensure prompt referral and linkage of HIV infected pregnant women to
ART centres
8 In-charge medical officer at 5. Ensure safe institutional deliveries
ICTC 6. Ensure provision of ARV prophylaxis for the baby for 6 weeks — Sy.NVP for
6 weeks (3 bottles each) 25ml
7. Ensure linkage of the baby to EID services
8. Clinical assessment and care of patients while on ART
9. Monitoring adherence to ART
10. Ensure home visits to the infected pregnant women at prescribed
frequency
11. Ensure timely follow-up visits of infected pregnant women to ART centres
1. Provision of preventive health education to all Ante-natal care women and
explain about screening of women for HIV, Syphilis and TB
2. Ensure coverage of all registered ANCs in the area of jurisdiction with HIV
counselling testing Provision of psychosocial support to all infected women
3. Ensure prompt referral of infected ANCs with ART centres
4. Coordination with ART / LAC Plus / LAC for confirmation of linkages and
follow- up
9 Counsellor stand-alone ICTC | 5. Track evaluation at ART centre, initiation of ART and referral back for care
/ F-ICTC 6. Maintaining record of referral, its outcomes, planned place for delivery,
planned follow -up dates, person responsible for follow-up etc.
7. Ensure hospital delivery
8. Ensure provision of ARV to baby as prescribed
9. Ensure provision of ART to all direct-in- labour cases
10. Maintain up- to-date recording of all events and communication of the
same to District M&E Assistants
11. Ensure linkage of HIV exposed infants (HEIs) to EID
1. Nurse at F-ICTCs —all activities mentioned for counsellors
10 Nurse 2. Administration of ART (TDF+3TC+EFV) to pregnant women presenting
directly- in- labour and initiation of Sy. Nevirapine for 6 weeks to HIV
exposed babies
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SI. No. Designation of Official/staff Role in PPTCT Implementation
1. Screening test for HIV and Syphilis using WBFPT for all ANCs registered.
If reactive, refer to ART, STI and Gene-xpert testing/DMC for TB screening
2. Screening the pregnant women for Syphilis using WBFPT, if reactive then
refer to STI clinic/PHC for RPR confirmation
3. Screening the pregnant women for TB if symptomatic refer to a health
facility where Gene-xpert testing is done or PHC with DMC
11 ANM 4. Ensure confirmation of HIV status among screened positive ANCs
' 5. Establishing linkage of HIV infected pregnant women to ART CENTRE
6. Facilitate institutional deliveries
7. Follow-up with the mother after delivery to monitor compliance in ART
consumption
8. Facilitate linkages of HIV exposed babies to EID
9. Provide reminders to mother on ART regarding visit to ART centre, CD4
test, etc.
1. Conduct HIV testing as per guidelines and provide feedback to referring
PHC MO regarding status with concurrence of patient
2. Liaison with F-ICTCs and Sub-centre screening facility staff for early
information on screening positive women and track their arrival for
confirmation collection and dispatch of blood specimen for CD4 testing
12 ICTC Lab technician 3. Collection and dispatch of blood specimen for CD4 testing
4. Maintaining stock of WBFPT for F-ICTCs and sub-centre screening
facilities
5. Ensure uninterrupted supply of test kits to Screening facility in the
jurisdiction with cold -chain maintenance
6. Record maintenance and timely reporting to district and state level
1. Mobilize pregnant women screened positive with WBFPT to visit ICTC for
confirmation
2. Facilitate Linkage of HIV infected pregnant women to ART centre or STI
Outreach worker (ILFS/ cIin.ic_ or qeng-xp_ert testing site/DMC for TB
13 Link-workers, CSC outreach 3. Fac!l!tate |r.1$.t|tut|0nal delivery
worker. etc )’ 4. Facilitate visit of the HIV Exposed Infants(HEIs) to ICTC for EID
T B. Facilitate regular follow-up visits to ART centre for ART, CD4 testing etc.
6. Home visit to monitor adherence to ART medication
7. Liaison with ANMs/ASHAs/Community Outreach Workers/DLNs for follow-
up with the infected Pregnant women
1. Ensure safe delivery practices, availability of safe delivery KITs
2. Ensure continuation of ART during labour and delivery
3. Provide ART (TDF+3TC+EFV) for direct- in- labour positive pregnant
14 Medical Officer of facility women and Nevirapine suspension for 6 weeks to HIV exposed new borns
conducting positive delivery 4. Ensure confirmation of HIV status of direct-in- labour cases at earliest
5. Counsel the infected pregnant women regarding importance of enrolling
ART centre and receiving life-long ART
6. Counsel infected pregnant women regarding importance of EID
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SI. No. Designation of Official/staff Role in PPTCT Implementation

1. Prompt evaluation of HIV infected pregnant women at ART centre

2. Prompt initiation of life-long ART (TDF+3TC+EFV) to every infected
pregnant women regardless of CD4 levels or clinical stage

3. Ensure feedback to referring ICTC regarding receipt of case at ART centre,
outcome of evaluation and prescribed drug regimen for the patients

15 ART centre SMO/MO 4. Formulation of Case Management Team comprising ICTC counsellor,

concerned ANM, concerned out-reach worker

5. Draw plan for follow-up visits including linkage to LAC in consultation
with the infected pregnant women for assessment and drug collection

6. Ensure uninterrupted supply of drugs and logistics to LAC-Plus, LAC

7. Ensure provision of information on all events to the districts M&E assistant
for updating in PPTCT line-lists

1. Prioritisation of HIV infected pregnant women for ART preparedness and
adherence counselling

2. Counselling on important components of PPTCT programme like role of
ART, duration, safe hospital delivery, EID, breastfeeding etc.

16 ART centre counsellor/ staff 3. Up-to-date record keeping and documentation of follow- up and ensure
nurse tracking of missed cases

4. Liaison with referring ICTC counsellor, outreach workers to track
compliance and adherence to schedule of follow-up visit to ART centre

5. Liaison with referring ICTC counsellor for whole blood specimen testing of
DBS positive babies at ART Centres

98 —

National Guidelines for Prevention of Parent-to-Child Transmission of HIV =~ ----------




Annexures

(1-20)




Annex 1: Guidelines for Rollling out NACP and NRHM Convergence

Plan in No X-19020/17/2009-NACP (IEC), 10 August 2010

Ngo

K. Chandramouli
Secretary & Director General

Degerrnment of AIDS controd, NAE‘-‘._] Ministry of Health and Family Welfare, Government a}ﬂ?

Mo, X-19020/17,/2009-NACO [IEC)
Dated £ug*“2010

To,
Project Director
Al SACS

Dear Project Director

With a view Lo expand access 1o quality RCH and HIV services across the country, iroad areas of
convergence between NAHM & NACP have been identified by MUHEW & NACD to harness aptimal
utilization of available resources undec both the programmes  and avoid duplication, A letter under
[oint signature of undersigned & Secretary Mo HFW aderessed to Principal Secretaries/ secretaries of
Health & family welfare and Mission Director = NRHM of all states have been issued vide letter no. 0O,
NO. 4(1)/ 2009/ NRHPM-1 dated July 27, 2010. { Copy attached),

PO 5ACS have 1o quickly get in touch with state Mission Director and take a lead role in
initiating roll cut plan with a view to achieve NACPIN objectives. Suggestive action plan and matrix is
annexed with this letter to help roll out in the state.

I am sure under vaur able leadership, the stare will be abls o reach out to pecple wilth services
they need under NACP & MRHM, .

Encl. as above

Vours sincerely

A
J/@Qf\- A
. Chandramguli -

Copy to:

1. Missian Director-MRHM, MoHFW
2. Mission Directors- NRHM all viates.

6th Floor, Chandraiok Buikding, 36 Janpath, New Delhi -110001, Phones - 011.23325331 Fax - 01123731746
E-malf : naccasdg@gmail. com

e e S v e

mﬂmﬂmmﬁ.ﬁmawﬂmaa”ﬁwmamuﬁ
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Annexure 1 to letter no. No. X-19020/17/2009-NACO {IEC) Dated Aug}:2010

Guidelines for rolling out NACP & NRHM Convergence Plan in the state

The purpose of NACP & NRHM convergence is to improve 2ccess of HIV counseling, screening,
testing & PPTCT services nearest to people residences, to detect HIV infection on first contact with
health system, reduce missed opportunities of early detection of infection, promote birth of HIV free
child, impreve longevity with quality of life of people living with HIV infection with supportive
environment. To roll out plan in line with MoHPW letter no DO. NO. 4(1)/ 2009/NRHM-1 dated July 27,
2010 to improve access to HIV and RCH related services, following actions are required in relation to
areas agreed for implementation.

1. Arrange a meeting with Mission director NRHM to prepare convergence road map for the state
and neminate nodal officer in SACS & SPMUs for keeping in regular touch and implement rol! out

plan.

2. Utilization of existing NACP resources for strengthening RCH services:
» Counseling non HIV pregnant women on nutrition, birth spacing and family planning by
ICTC counselors

-

PD — SACS should issue circular to assign a) ICTC cocunselor the task of counseling nan
HIV pregnant women on nutrition, birth spacing and family planning in addition to
current responsibilities and b) for link workers & outreach workers of NGOs under NACP
to under take line listing of HIV as well as non HIV pregnant women and prepare birth
plan for them and provide to concerned ASHA.

SACS should identify existing ICTC counselors with sub optimal workload for counseling
non HIV pregnant and forward the list to state Mission Director.

MD- NRHM may arrange for training of ICTC counsellors as per requirement of state &
share with PD-SACS.

Communication takeaways for the clients may also be developed by SPMU and
provided to counselors through district societies.

$PMU( State Project management Unit) - NRHM should develop information &
monitoring system to capture output from counselors and share with PD- SACS.

SPMUs may also compile, monitor & analyze information & provide feedback to PD-
SACS.

SACS should identify link woarkers & outreach workers of NGOs under NACP and give list
to MD- NRHM

Link workers and out reach workers of NGOs to under take line listing of HIV as well as
non HIV pregnant women and prepare birth plan for them with referral & linkages with
facilities providing maternal and child health services.

SPMU may develop Information & monitaring plan in consultation with 5ACS to review
Progress.

3. ASHA training on module “Shaping Qur Lives”
+ All ASHAS are to be trained on module developed by N£.20 for grass root workers “Shaping
Our Lives”
s NACD is in touch with NHRC for integration of NACO rxccule in ASHA training package Vi
and develop trainer's module and training aids.
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MD — NRHM may issue circular expanding the role of ASHA to include HIV related

counseling and community mobilization. it has to include apart from counseling, referral

services (Maternal and Child Health services, 371, condom promation, care support and

treatment , TB screening) required by HIV positive persons and vulnerable section of village,

mobilize VHSC and other panchayat level resources for nutritional, transport and

rehabilitation support for PLHA. she should ask to include HIV agenda on VHSC meetings

and mobilize VHSC to discuss on steps to reduce stigma & discrimination related to HIV.

SACS may help Mission directors in preparing the circular.

Current module (Shaping Our Lives) is being expanded at NACQO leve! to emphasize:

- Utilization of VHNDs, village & VHSC meetings for counseling, referral, and
sensitization

- Visit ta ICTCs, PPTCT, 5Ti clinic, CCC and ART centers to have experience on activity &
approach ta the clients

- A chapter on males vulnerability to HIV, role of PRI

- Feed hack on referral and follow up

- Reporting & monitoring system 2

ASHA facilitators, ANMs and health supervisors should also be trained on the module 50 as

to complement each other and avoid contradictory views.

Trainers module and training aids are to be developed by NHRC and “Shaping Qur Lives’

will be shared with state ASHA resource centers for training. NHRC is being requested to

train state resources for training ASHAs and other related staff, NACO will fund for the

same,

MD-NRHM may be requested to provide for funds for state, district & block level trainings.

$ACS to procure district and block wise list of ASHA, ANM and supervisors to be trained

from SPMU-NRHM

State NRHM in consultation with SACS to plan training of district/  block training resources

and training of ASHA, ANMs and supervisors

Instructions may be issued from MD- NRHM for VHND session to have one hour program

dedicated for HIV & STl prevention, discussing HIV vulnerabilities of community

(adolescents, infected & affected children & women with HIV, migrant & truckers),

promotion of correct & consistent use of condom, injection safety, need for stigma &

discrirmination free environment in village.

Jaint development of information and monitoring system to track training, guality and

post training output by ASHAs

SACS should compile and provide monthly feedback to NACO, MoHFW and MD —state

NRHM on ASHA training & output.

4. Inclusion of HIV screening in routine ANC check up

MD state NRHM may issue instructions to recommend and offer routine HIV screening as
an integral component of ANC checkup at VHNDs, sub centers and all health facilities.
Clients to informed verbally on purpose of test is to facilitate birth of HIV free child {unborn
child has as much right to be born HiV free) & consent of the client will be taken and the
client will have the right to opt out.

NACO will develop crash course to train ANM/ Nurses for undertaking rapid blood test to
ensure provision of HIV screening at VHNDS, sub centers and all other health facilities. The
training will be done at nearest 24x7 health facility.

If screening test is positive for HIV, the client will be referred to nearest Integrated
Counselling & Testing Centers (ICTCs} for confirmation {which includes a set of three tests).
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= Disclosure of HIV status will be done only at 1CTCs after confirmatory test along with pre
and post test counseling.

s In case of HIV positive pregnancy { subject to disclosure by client) , outreach workers/ ASHA
will prepare birth plan, provide nutritional counseling, arrange for institutional delivery
along with PPTCT { Prevention of Parent To Child Transfer} preventive care for mother &
baby pair and post natal care & nutritional counseling for mother & child.

e  NACO will provide rapid blood test kits, training of ANMS/ Nurses/ Lab. technicians.

+  MD NRHM may plan for wide publicity on availability of HIV screening test for birth of HIV
free child (wall writing, posters, brochures and handbills) te sensitize community & service

. providers with NRHM funds. NACP approved prototype may be used.

&«  SACS and NRHM should have joint information & manitoring system o track progress,
battlenecks and evaluate outcome, a

*  SACS should prepare feedback for NACO & NRHM

5. Expansion of ICTC & PPTCT services ta all Z4x7 health facilities

+ Circular from MD- NRHM to districts to upgrade facilities  to provide ICTC & PPTCT
services with training of existing staff [ANM, nurse, lab. technician) and mandate to provide
ICTC and PPTCT services,

« Existing staff (MO, Nurse, Lab. Technician and ANM) are to be trained on counselling and
resting for HIV. STlis already integral companent of NRHM, the same staff may be engaged
for HIV counseling & testing also. NACO has already provided training courses & resources
1o the SACS and these should be utilized for the same.

» Al ANC cases found positive in rapid blood test screening for HIV, RTI/STI, vulnerable clients
(FSW, IDUs, MSM, truckers etc) and TB patients must be referred to ICTC for counseling &
testing to detect HIV infection at the earliest so as to prevent infection in other persons,
provide them referrals for quality ART care, improve quality of life & survival and provision
of psycho-social support for dealing with vulnerability and infection.

e All PLHA must be referred to be screened for TB and, if positive, will be put on DOT and vice
Versa.

= All 24x7 facility should provide treatment for opportunistic infection from routine budget
for the facility

+ Al 24x7 facilities must be equipped to undertake HIV screening during delivery and provide
PPTCT care and prophylactic ARV to mother and child with nutritional counseling for both .

« Emergency Post Exposure Prophylactic (PEP) drugs will be provided by NACO ar else may be
procured from untied funds under NRHM.

« NACO through SACS will fund for training, testing kits, communication material and
praphylactic ARV drug.

s Facility must have a functional refrigerator for storing 1CTC kits and drugs for PPTCT

+ Develop joint information & monitaring system

*  SACS should prepare feedback for NACO 8 NRHM

6. Incentives to Health Care Providers/ WLHIV for conducting deliveries in public health facilities

» States must ensure stigma & discrimination free services to HIV positive pregnant women
and children particularly in low prevalence states at all health facilities.

» State to consider appropriate incentive per delivery to person conducting delivery of Hiv
positive women in a government 24x7 health facility.

« State should consider appropriate additional transpart support for pregnant WLHIV for ICTC
testing, ART treatrment & PPTCT through JSY or untied funds for VHSCs.
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MRHM funds for facility may be utilized for procuring Post Exposure Prophylaxis [PEP) drugs
far service providers in case of accidental exposure to HIV at non ART centers. [ NACO is
already providing PEP drugs for ART center),

Develop information & monitoring system to track progress, and bottlenecks.

FD-SACS & MD- state NRHM may coordinate for dissemination, implementation &
monitoring of packaga.

SACS should prepare feedback for NACD, NRHM & SPMU

7. Training of FP counselors on PPTCT, ANC, 5Tl & nutrition

Cirtular from MD- NRHM to expand role of FP counsellor to include couselling on PPTCT,
AMNC, 5T1 and nutrition and provide list of FP counseliors to SACS for training

Training to be provided by SACS on package developed for ICTC counsellor developed by
NACO

Funding support from NRHM

Develop jeint infermation and monitoring system

8. National RTI/ST! programme

MD- NRHM may issue instructions to concerned officials 1o adopt uniform service delivery
protocols, operational guidelines, training packages & resources, jointly developed by
MRHM & NACO for provision of STI/RTI services. -

SACS will supervise and moniter STI/RTI programme at state level in ¢lose coordination with
NRMM/ RCH prgramme officer.

SACS to provide technical suppaort in training, quality supervision and monitoring of STI/RTI
services 3t all health facilities, thus ovaerseeing the implementation.

Procurement and supply of drugs and testing kits for STI/RTiservices for NRHM facilities
will continue to be done by NACO with funding support of NRHM at central level
NRHM/RCH programme officer will develop annual PIP content of STIf RTI services in
consultation with SACS for training and procurement needs.

SACS to prepare feedback for NACO, NRHM and SPMLL

For tracking access, quality, progress and bottlenecks In RTI/STI programme
implementation, the common information & monitoring system developed by NACO and
NRHM is to be followed.

9. Establishing 29 district level blood banks

MD-NRHM will plan for provision of infrastructure & essential manpower for districts
without blood banks along with refurbishments while NACO will support with equipment &
recurring cost for blood collection, testing, matching and transportation.

Districts without blood banks may contact through SACS to NACO when infrastructure and
HR arrangements are in place for providing equipments & recurring grants

SACS should monitor functionality & quality issues related to blood transfusion services,
SACS should prepare feedback for NACO, NRHM and SPMU

10. Functioning of blood storage center

State NRHM is to ensure availability of essential manpower (existing MO & lab. Technician)
and equipment at facility to be upgraded as FRU

NACO will fund far training and recurring expenditure for blood storage centers including
transportation of blood through SACS.

MACP and NRHM will have commen information & monitoring system Lo track progress, and
bottlenecks.

SACS will prepare feedback for NACD, NRHM and SPMU
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11,

12.

13,

14,

Strengthening of Health facilities for OST( Opiate Substitution Therapy)

*  MACQO s in process of standardizing nerms for OST. Once  finalized, facilities  will  be
identified in consultation with SACS

* NRHM to provide infrastructure & HR, SACS to provide training and logistics

*  SACS to monitor functionality and quality issues and provide feed back w0 MD-
NARHM, NACD & MoHPW

* SACS in consultation with NACO will identify facility to be upgraded with Q5T including
storage. NACO will alsa provide up-gradation and service delivery protocaols for OST

= NACO will support training & logistics

* Develop joint common Information & monitoring system to track progress, and bottlenecks.

»  SACSwill prepare feedback for NACO, NRHM and SPMU

Convergence management

= At state level PD 5ACS & Mission Director NRHM should meet every quarter along with their
naminated officials, if feasible under chairmanship of Principal Secretary H& FW, to review
planning, progress and identify bottlenecks in relation to implementation (training,
logistics, uptake of services, community mobilization and issues of stigma & discrimination)
to sort aut problems in implementation. Minutes of meeting along with decisions made will
be sent to NACD & NRHM along with compliance report of decisions of previous meeting.

= By January every year PD- SACS and MD- NRHM should jointly develop training plan for
ASHA, para-medical and doctors for next year, assess logistics needs, Infrastructure
requirement for ST1, blood transfusion, ANC, delivery care & post natal services for Women
& Children Living with HIV/ AIDS and ICTC services. These components may be reflected in
respective annual NRHM- PIP and AWP of SACS in a separate chapter: Convergence with
HIV/ NRHM,

= Annual report of NRHM & NACCO may reflect progress and challenges under convergence.

single circular may be issued to state and field level functionaries immediately from MD- NRHM
£ PD-SACS each with consolidated instruction on policy decisions, roles, range of services to be
provided, activities to be undertaken , mapping of HR, infrastructure, capacity building resources
and other existing inputs.

Roll out plan will possibly require extensive consultation with state and district officials, bring
every one on board, stocktaking, determining phasing and prioritization [ may begin with A&B
category of districts) and preparatory phase before actual services are rolled out in the field. It is
expected that all necessary ground work may be done by December 2010 so that roll out plans as
determined by state may be incorporated in PIP/ AWP of NRHM and NACP respectively. It is
further desirable that by end of FY 2010-11, state is able to roll out all the package of identified
services in entire state.
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K.Sujatha Rao HK.Chandramouli
Secrelary (H8FW) Secretary & Director General (NACO)
Department of Health and Family Welfawe  Department of AIDS Controel, NACO
Ministry of Health and Family Welfare  Ministry of Health and Family Wellare

5.0, No, 4|1 /2009 /NRIHM-1 Mew Delki, Dated 275 July, 2010
Dear -

Sub: NRHM & National AIDS Control Programme (NACP) convergence.

A joint meeting to take intra sectoral convergence further was held between
the Department of Health & FW and Department of AIDS Control.

Based on deliberations, following decisions as activnable points for States
bave been firmed up to harness optimal utilization of resources under NRHM
and NACP and also to aveid duplication, for vour consideration:

+ LUniversal HIV screening to be included as an integrated component of
ANC check up. VHNDs may be utilized for rapid blood test and positive
cases 10 be referred to 1CTCs for confirmation. Positive status to be only
disclosed to client at ICTCs along with pre and post test counseling,

s The counselors at [CTCs to also counsel the non HIV pregnantl women on
nutrition, 511 and birth spacing

+ The link workers & outreach worker of NGOs under NACP to undertake
line listing of all pregnant women and prepare birth plan for non HIV
women as well

» ASHAs to be trained also on the module * Shaping Our Lives” developed
by NACO for all field level workers as part of package VI for training
ASHA and to also cover ANM and supervisors.

s ASHAs to also provide ANC and STI counscling, referral, pre and post
natal care for mother & newborn and mobilize VHSC and other
panchayat level resources for nutritional, transporl and other support
required by HIV positive persons.

s Al 24x7 health faciliies to be strengthened to provide ICTC services
through training of existing staff (Nurses, ANM and lab. Technician).
SACS to train the stafl and provide rapid HIV kits.

e All 24%7 facilities to also provide PPTCT services through existing trained
stafl along with labor room testing. SACS to provide prophylactic drugs.

« To improve access to maternal health services to HIV positive women,
stutes may consider appropriate incentive to service providers conducting
deliveries in 24x7 facilities. States may also consider mdditional transport
support for HIV positive pregnant women visiting health facilities under
untied funds for VHSOC
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= FP Counsclors may also be trained on ST1, PPTCT, ANC and nuinnon for
improved range of counscling and access to services. SACE may e
invoived in inseminating training on STl and FPTC.

s For national STI programime, NACO/SACS to continue to menitor snd
supervise the programme through technical support in training, gquality
supervision amd monitoring access of STl scrvices at [acility level and
procurement of celour coded drug kits,

» Infrastructure upgradation including augmentation of human resources
for the wentified 29 districts in the couniry not having blood banks to be
taken up by States on priority under NRHM, SACS to  provide Kits,
Equipment/ and may take up Refurbishment/ Retro-fitling works. il
feasible.

» Srares 1o providge support of infrastructure development works under
NRHM for Bluod storage Centers at FRUs under NRHM and also to
ensure hat existing Medical Officers and I,nhurétnr'g: Technicians work
for blood transfusion scrvices in addition to therr duties. SACS o be
approachcd for procurement of equipments, fraining gnd recurming
expenditure.

e SACS to identify public facilities to be strengthened for OST (Opiate
Substitution Therapy] and frame norms for the same. States may
support setting up of facility under NRHM

= All HIV paticnts to be screened for TB and vice versa

e SACS to take care of Condom Promotion in high prevalence states & in
the remaining areas support to be provided by States under NRHM.

« Az a follow up to above points PD SACS and MD, NRHM may nominate
nodal officers o develop implement and monitor the aforesaid plan.

= A1 state level PD SACS K Mission Director NRIEM may meet cach gquarter
along with their nominated officials, to review planning, pregress and
identify bottlenecks in relation 1o implementation.

= State may refleet above convergence plan in their respective Annual
NRHM- PIPs and AWP of SACS in the chapter on Convergenee,

We would be grateful for action taken and an early intimation o ihe
Ministry on the aforesaid sirategies

With Regards, Yaurs sincerely, '

. II“. 3
e J‘\..--/L R ey el 2
(k. Cha.nd:*amu’rfﬂi] {K.Sujatha Raoj

Secretary fPrincipal Secretary
Department of Health and & FW
All states fUTS [ag por Lst enclosed)

Copy Lo

Mission Direstor [NEHM|
All States/ UTs {as per list encloged)
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Annex 2: Dosing Schedules for ART for Pregnant Women

Clinical Scenario ARV Prophylaxis and Antepartum m Postpartum
dosing

Pregnant women TDF 300mg once daily Start ART as soon as Continue ART Continue ART life-long
requiring ART 3TC 300 mg once daily possible
EFV 600mg once daily (first trimester)

Annex 3: ART for Pregnant Women Presenting in Active Labour with

No. Prior ART
[ demosas | wewun | poprun |
Presenting in active labour, TDF 300mg once daily TDF 300mg once daily
No Prior ARV prophylaxis 3TC 300 mg once daily 3TC 300 mg once daily

EFV 600mg once daily EFV 600mg once daily

Annex 4: Infant NVP Prophylaxis dosing

Birth Weight NVP daily dose (in mg) NVP daily dose (in ml)** m

Birth to 6 weeks: *

Infants with birth weight 2 mg/kg once daily. 0.2 ml/kg once daily Up to 6 weeks irrespective of

< 2000 gm In consultation with a whether exclusively breastfed
pediatrician trained in HIV or exclusive replacement fed.
care.

Birth weight 2000 — 2500 gm 10 mg once daily 1 ml once a day

Birth weight more than 2500 gm 15 mg once daily 1.5 ml once a day

* * considering the content of 10 mg Nevirapine in 1ml. suspension based on WHO Guidelines.

* Infants with birth weight < 2000 gm should receive dose of 2 mg/kg once daily. Consult expert HIV paediatrician in these
cases.

Source: WHO Guidelines

Annex b: WHO Clinical Staging for Adults and Adolescents

CLINICAL STAGE 1

Asymptomatic
Persistent generalized lymphadenopathy

CLINICAL STAGE 2

Moderate unexplaineda weight loss (under 10% presumed or measured body weight)b Recurrent respiratory tract infection
(sinusitis, tonsillitis, otitis media, pharyngitis)
Herpes zoster Angular cheilitis Recurrent oral ulceration
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,

Papular pruitic eruptions Seborrhoeic dermatitis Fungal nail infections

CLINICAL STAGE 3

Unexplaineda severe weight loss (over 10% of presumed or measured body weight)b

Unexplaineda chronic diarrhoea for longer than one month

Unexplaineda persistent fever (intermittent or constant for longer than one month) Persistent oral candidiasis

Oral hairy leukoplakia

Pulmonary tuberculosis

Severe bacterial infections (e.g. pneumonia, empyema, pyomyositis, bone or joint infection, meningitis, bacteraemia) Acute
necrotizing ulcerative stomatitis, gingivitis or periodontitis

Unexplaineda anaemia (below 8 g/dl ), neutropenia (below 0.5 x 100/1) and/or chronic thrombocytopenia

(below 50 x 100 /1)

CLINICAL STAGE 4C

HIV wasting syndrome
Pneumocystis jeroveci pneumonia (PCP)
Recurrent severe bacterial pneumonia
Chronic herpes simplex infection (orolabial, genital or anorectal of more than one month’s duration or visceral at any site)
Oesophageal candidiasis (or candidiasis of trachea, bronchi or lungs)
Extrapulmonary tuberculosis
Kaposi sarcoma
Cytomegalovirus infection (retinitis or infection of other organs) Central nervous system toxoplasmosis
HIV encephalopathy
Extrapulmonary cryptococcosis including meningitis Disseminated non-tuberculous mycobacteria infection Progressive
multifocal leukoencephalopthy
Chronic cryptosporidiosis
Chronic isospariasis
Disseminated mycosis (extrapulmonary histoplasmosis, coccidiomycosis) Recurrent septicaemia (including non-typhoidal
Salmonella)
Lymphoma (cerebral or B cell non-Hodgkin) Invasive cervical carcinoma
Atypical disseminated leishmaniasis
Symptomatic HIV-associated nephropathy or HIV-associated cardiomyopathy
a Unexplained refers to where the condition is not explained by other conditions.
b Assessment of body weight among pregnant women needs to consider the expected weight gain of pregnancy.
¢ Some additional specific conditions can also be included in regional classifications, such as the reactivation of American
trypanosomiasis

(meningoencephalitis and/or myocarditis) in the WHO Region of the Americas and penicilliosis in Asia.
Source: Revised WHO clinical staging and immunological classification of HIV for surveillance. 2006 (in press).
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Annex 6: Grading of Selected Clinical and Laboratory Toxicities
(Reference: WHO 2010 Guidelines for ART in Adults and
Adolescents)

Mild Moderate Severe Potentially life-
Grade 1 Grade 2 Grade 3 threatening Grade 4

Estimating severity grade

Clinical adverse
event Not identified
elsewhere in the
table

Haemoglobin

Absolute neutrophil
count

Platelets

Chemistries
Hyperbilirubinaemia
Glucose (fasting)
Hypoglycaemia
Hyperglycaemia
(nonfasting and no
prior diabetes)

Triglycerides

Creatinine
AST (SGOT)
ALT (SGPT)
GGT

Alkaline
phosphatase

Symptoms causing no

or minimal interference

with usual social and
functional activities

8.0-9.4 g/dl OR
80-94 g/l OR
4.93-5.83 mmol/l

1000-1500/mm3
or 1.0-1.5/g/I*

75000-99000/mm?
OR 75-99/g/I*

>1.0-1.5 x ULN
110-125 mg/dl

55-64 mg/dl OR
3.01-3.55 mmol/I

116-160 mg/dl OR
6.44-8.90 mmol/l

>1.0-1.5 x ULN
1.25-2.5 x ULN
1.25-2.5 x ULN
1.25-2.5 x ULN
1.25-2.5 x ULN

Symptoms causing
greater than minimal
interference with usual
social and functional
activities

7.0-7.9 g/dl OR
70-79 g/l OR
4.31-4.92 mmol/l

750-999/mm3 OR
0.75-0.99/g/I*

50000-74999/mm?
OR 50-74.9/g/1*

>1.5-2.5 x ULN
126-250 mg/dl

40-54 mg/dl OR
2.19-3.00 mmol/I

161-250 mg/dl OR
8.91-13.88 mmol/l

400-750 mg/dl OR
4.52-8.47 mmol/l

>1.5-3.0 x ULN
>2.5-5.0 x ULN
>2.5-5.0 x ULN
>2.5-5.0 x ULN
>2.5-5.0 x ULN

Symptoms causing
inability to perform
usual social and

functional activities

6.5-6.9 g/dl OR
65-69 g/l OR
4.03-4.30 mmOl/I

500-749/mm3 OR
0.5 -0.749/g/I*

20000-49999/mm?
OR 20-49.9/g/1*

>2.5-5 x ULN
251-500 mg/dl

30-39 mg/dl OR
1.67-2.18 mmol/l

251-500 mg/dl OR
13.89-27.76 mmol/l

751-1200 mg/dl or
8.48-13.55 mmol/l

>3.0-6.0 x ULN

>5.0-10.0 x ULN
>5.0-10.0 x ULN
>5.0-10.0 x ULN
>5.0-10.0 x ULN

National Guidelines for Prevention of Parent-to-Child Transmission of HIV —

Symptoms causing
inability to perform
basic self-care or
medical or operative
intervention indicated
to prevent permanent
impairment,
persistent disability or
death

< 6.5 g/dl OR
< 65 g/l OR
< 4.03 mmol/l

<500/mm?3 OR
<0.5/g/I*

<20000/mm?3 OR
<20/g/I*

>5x ULN
> 500 mg/d|

<30 mg/dl OR
<1.67 mmol/l

>500 mg/dl OR
>27.76 mmol/l

>1200 mg/dl or
>13.55 mmol/l

>6.0 X ULN

>10.0 x ULN
>10.0 x ULN
>10.0 x ULN
>10.0 x ULN
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Mild Moderate Severe Potentially life-
Grade 1 Grade 2 Grade 3 threatening Grade 4

Chemistries
Bilirubin

Amylase
Pancreatic amylase
Lipase

Lactate

Gastrointestinal

Nausea

Vomiting

Diarrhoea

Respiratory

Dyspnoea

Urinalysis

Proteinuria

Spot urine

24-hour urine

Gross haematuria

114

1.1-1.5 x ULN

>1.0-1.5 x ULN
>1.0-1.5 x ULN
>1.0-1.5 x ULN

<2.0 x ULN without
acidosis

Mild OR transient;
reasonable intake
maintained

Mild OR transient; 2-3
episodes per day OR
mild vomiting <1 week

Mild OR transient;
3-4 loose stools per
day OR mild diarrhoea
lasting<1 week

Dyspnoea on exertion

1+

200 mg to 1 g loss/day
OR <0.3% OR <3 g/I

Microscopic only

1.6-2.5 x ULN

>1.5-2.0 x ULN
>1.5-2.0 x ULN
>1.5-2.0 x ULN

>2.0 x ULN without
acidosis

Moderate discomfort
OR intake decreased
for <3 days

Moderate OR
persistent;

4-5 episodes per day
OR

vomiting lasting 31
week

Moderate OR
persistent;

5-7 loose stools per
day OR diarrhoea
lasting 31 week

Dyspnoea with normal
activity

2+ or 3+

1 gto 2 g loss/day OR
0.3%t0 1.0% OR 3 g
to 10 g/l

Gross, no clots

— National Guidelines for Prevention of Parent-to-Child Transmission of HIV

2.6-5.0 x ULN

>2.0-5.0 x ULN
>2.0-5.0 x ULN
>2.0-5.0 x ULN

Increased lactate with
pH <7.3 without
life- threatening
consequences

Severe discomfort OR
minimal intake for3 3
days

Severe vomiting of

all foods/fluids in 24
hours OR orthostatic
hypotension OR
intravenous treatment
required

Bloody diarrhoea OR
orthostatic hypotension
OR 3 7 loose stools/
day OR intravenous Rx
required

Dyspnoea at rest

4+

2 g to 3.5 g loss/day
OR > 1.0% OR >10

g/l

Gross plus clots

> 5 x ULN

> 5.0 x ULN
> 5.0 x ULN
> 5.0 x ULN

Increased
lactate with pH
<7.3 without
life- threatening
conseguences

Hospitalisation
required

Hypotensive shock
OR hospitalisation
for intravenous

treatment required

Hypotensive shock
OR

hospitalisation
required

Dyspnoea requiring
02
therapy

Nephrotic syndrome

Nephrotic syndrome
OR
>3.5 g loss/day

Obstructive



Mild Moderate Severe Potentially life-
Grade 1 Grade 2 Grade 3 threatening Grade 4

Miscellaneous

37.7-38.5°C OR
100.0 -101.5°F

Fever
(Oral, >12 hours)

Headache Mild; no treatment

required

Allergic reaction Pruritus without rash

Rash hypersensitivity ~ Erythema, pruritus

Fatigue Normal activity reduced

by < 25%

38.6-39.5°C OR
101.6 -102.90F

Moderate OR non-
narcotic analgesia Rx

Localized urticaria

Diffuse maculopapular
rash OR dry
desquamation

Normal activity
reduced by 25-50%

39.6- 40.5°C OR
103 -105°F

Severe OR responds
to initial narcotic
treatment

Generalized urticaria,
angioedema

Vesiculation OR moist
desquamation OR
ulceration

Normal activity
reduced by > 50%;
cannot work

> 40.5°C OR
> 105°F for 3 12
continuous hours

Intractable

Anaphylaxis

ANY ONE OF:
mucous membrane
involvement,
suspected

Stevens- Johnson
(TEN), erythema
multiforme,
exfoliative dermatitis

Unable to care for
self

Source: Division of AIDS, National Institute of Allergy and Infectious Diseases, version 1.0 December 2004, clarification

August 2009

NOTE: This clarification includes the addition of Grade 5 toxicity, which is death.
For abnormalities not found elsewhere in the toxicity table, use the information on estimating severity grade in the first

column.
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Annex 7: Postpartum Depression Screening Tool—The Edinburgh Scale

Name:

Edinburgh Postnatal Depression Scale! (EPDS)

Address:

Your Date of Birth:

Baby’s

Date of Birth:

Phone:

As you are pregnant or have recently had a baby, we would like to know how you are feeling. Please
check the answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you feel

today.

Here is and example, already completed.

| have felt happy:

-- Yes, all the time

b Yes, most of the time
-- No, not very often
-- No, not at all

way.

In the past 7 days:

1.

*3.

116 — National Guidelines for Prevention of Parent-to-Child Transmission of HIV

| have been able to laugh and see the
funny side of the things

-- As much as | always could

-- Not quite so much now

-- Definitely not so much now

-- Not at all

| have looked forward with enjoyment to
things

-- As much as | ever did

-- Rather less than | used to

-- Definitely less than | used to

-- Hardly at all

| have blamed myself unnecessarily when
things went wrong

-- Yes, most of the time
-- Yes, some of the time
-- Not very often

-- No, never

4.

*5.

*6.

This would mean: ‘| have felt happy most of the time” during the
past week. Please complete the other questions in the same

| have been anxious or worried for no good
reason

-- No, Not at all
-- Hardly ever

-- Yes, sometimes
-- Yes, very often

| have felt scared or panicky for no very
good reason

-- Yes, quite a lot

-- Yes, sometimes

-- No, not much

-- No, not at all

Things have been getting on top of me

-- Yes, most of the time | haven’t been able
to cope at all

-- Yes, sometimes | haven't been coping as
well as usual

-- No, most of the time | copied quite well

-- No, | have been coping as well as ever



4»
F Y
M%,/

TA

*7. | have been so unhappy that | have had *9. | have been so unhappy that | have been
difficultly sleeping crying
-- Yes, most of the time -- Yes, most of the time
-- Yes, sometimes -- Yes, quite often
-- Not very often -- Only occasionally
-- No, not at all -- No, never
*8. | have felt sad or miserable *10. The thought of harming myself has

-- Yes, most of the time occurred to me

-- Yes, quite often -- Yes, quite often

-- Not very often -- sometimes
- No, not at all - Hardly ever
-- Never
Administered/Reviewed by Date

1Source: Cox, J.L. Holden, J.M. and Sagovsky, R.1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal

Depression Scale. British Jormal of Psychiatry 150:782-786.

2Source: K.L. Wisner, B.L. Parry, C.M. Piontek, Postpartum Depression N Engl J Med Vol. 347, No 3, July 18, 2002, 194-199
Users may reproduce the scale without further permission providing they respect copyright by quoting the names of the
authors, the title and the source of the paper in all reproduced copies.
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Edinburgh Postnatal Depression Scale! (EPDS)

Postpartum depression is the most common complication of child bearing.2 The 10-question Edinburgh
Postnatal Depression Scale (EPDS) is a valuable and efficient way of identifying patients at risk for
“perinatal” depression. The EPDS is easy to administer and has proven to be an effective screening tool.

Mothers who score above 13 are likely to be suffering from a depressive illness of varying severity. The
EPDS score should not override clinical judgment. A careful clinical assessment should be carried out to
confirm the diagnosis. The scale indicates how the mother has felt during the previous week. In doubtful
cases it may be useful to repeat the tool after 2 weeks. The scale will not detect mothers with anxiety
neuroses, phobias or personality disorders.

Women with postpartum depression need not feel alone. They may find useful information on the web
sites of the National Women's Health information Centre <www.4women.gov> and from groups
such as Postpartum Support International <www.chss.iup.edu/postpartum> and Depression after
Delivery <www.depressionafterdelivery.com>

__________________________________________________________________________________________________

Questions 1, 2, & 4 (without an *) Scoring
Are scored O, 1, 2 or 3 with top box scored as O and the bottom box scored as 3.
i Questions 3, 5-10 (marked with an *)

Are reverse scored, with top box scored as 3 and the bottom box scored as 3.
Maximum score: 30
| Possible Depression: 10 or greater
Always look at item 10 (suicidal thoughts)

Users may reproduce the scale without further permission, providing they respect copyright by
quoting the names of the authors, the title, and the source of the paper in all reproduced copies.

__________________________________________________________________________________________________

Instructions for using the Edinburgh Postnatal Depression Scale:

1. The mother is asked to check the response that comes closest to how she has been feeling in
the previous 7 days.

2. All the items must be completed.

3. Care should be taken to avoid the possibility of the mother discussing her answers with others.
(Answers come from the mother or pregnant woman.)

4. The mother should complete the scale herself, unless she has limited English or has difficultly
with reading.

ISource: Cox; J.L. Holden, J.M. and Sagovsky, R. 1987. Detection of postnatal depression: Development of the 10-item
Edinburgh Postnatal Depression Scale. British Journal of Psychiatry 150:782-786.

2Source: K.L. Wisner, B.L. Parry, C. M. Piontek, Postpartum Depression N Engl J Med vol 347, No 3, July 18, 2002, 194-199
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Annex 8: Comparing Effectiveness of Family Planning Methods

Comparing Effectiveness of Methods

More Effective
Less than 1 pregnancy per
100 women in one year

How to make your
method most
effective

T Qe

Implants

Vasectomy

r) -

Female
Sterilization IUD

Injectables

G @

o, iy

Pills

Male Female
Condoms Condoms

Diaphragm

S ] a o

Fertility-Awareness
Based Methods

X

Withdrawal

&

=

Spermicide

After procedure, little or nothing
to do or remember

Vasectomy: Use another
method for first 3 months

Injections: Get repeat injections
on time

LAM (for 6 months):
Breastfeed often, day and
night

Pills: Take a pill each day

Condoms, diaphragm: Use
correctly every time you have
sex

Fertility-awareness based
methods: Abstain or use
condoms when fertile.

Newest methods (Standard Days
Method and Two Day Method)
may be easier to use.

Withdrawal, Spermicide: Use
correctly every time you have
Sex

Less effective
About 30 pregnancies per
100 women in one year

Reference: Reproductive Choices and Family Planning for People Living with HIV Counselling Tool

(http://www.who.int/hivipub/toolkits/rhr/en/index.html )

National Guidelines for Prevention of Parent-to-Child Transmission of HIV —




SOOTAISS Y)[2aY PIIY0 AAISUYR1dWO0d
SIOJJO 1B} AILI YI[EIY SSIIIE ULD I0AIFAIED 10 Toyow Y[ [

pue ‘2onoeidsiy joasntoddns st Aurey oy T

pue ‘GurpasyjududdefdaadAls
A[PAISNIX SYJUOUI XIS ISITJ O} UI ‘ULD JOAISOIL) 10 “Toyjouray] T
PUE ‘UOHLINU[BW PUB BIOYLIBIP
JOISLIMO[ B SALLIEO PUB 9 BS ST 1R} OS JUULW UBI[D
eury3noud Apuanbaiyraredaad ues 1oa151e0 10 ‘IOYIOWAY ], T

pue uejur oy Jojuawdojorsp
pue ymois feurrou jxoddns 03 ¢ (y1ur) [ JuSIOLINS

9p1401d 0} p.Iojje A[qeI2.1 UD IOAIFAIRD 13Y}0 10 “IOYOW Y[, T
Pue ‘AJIUNUIWIOD SY) UT PUE [9AJ]

PIOYasNOY J} JB PAINSSE I UONBIIUES PUER Id)eM JJeS T

10U OIB SUON)IPUOO SUIMO][0J 3Y1 JO [V UIYA A[UO SJUBJUL IISY) 0) SUIPa3) JUSta0[da1aAIS P[NOYS PaJOJul - AT 9 0} UMOUY STOYIOJA

Buipady yudwadedaa Joj LMD XIS ¢ § Xog

Suryons
Aue0y 158219 01}08q Aqeq ind LON OQ p 13up LSOl §
Kqeqjo snye)s [eUOnLINU PUB IMOIT 10§ }03y) T
dJesp bape A[jeuonnnu st Surpasy q 1

[IUOUI AUO IOAO JUBJUT PUE IOYIOW JO LOJUWIO) 0) SUIPIOIIE KBP B SUOISSIS
Surpaayiseaiq jo raquuinu oy umop nd Ajjenpeid :Apdniqe Sutpaspisearq dojsjouoq 1
sxaour 10 sixe[Aydoid g AN JuBJUIUO [T o 1

LYV ONUDUOD :Y}[E0Y UMO 101 10) [ YV UOIOYIOW IO T

Buipaapseaaq Suiddoys 1oy Suippasuno) g

srendoxdde seanuad [y 01139y
uduEo1 [)1dd 10 LYV 010UIIYPE IOJUINY
a1ed [y 10 Y y-a1d10y ssarSoxd pue smeys ysy

asnwopuod

A
-
A
4 w:cw .U~
Suroeds yiuiq pue uondaoenuoo Suruuerd Awey 1

(uorssaxdop winyredisod 10§ u0195) SOTUBYO POOW S IOYIOWLIOFNSY T
Kqeqayyyim Surdoo st Ajrwey p Iyow Moy Yy T

Jyjou Jnoqy

“110T OJVN ‘USIP[IYO PUE SJUBJUT PJOJUT PUE PJOJJe ATH 10§ uonLInu

10§ SAUIOPMD) [EUONEN 23S “SuIpady Arepuawdldwos 10§ sautapmS [DNINT MO[[0]
adejo

sypuou 9 18 Surpasy Areyuawd[dwod 1els pinoys syueju] “sypuow 7| [[n Suipasjisealq
AnuUNU0d 03 Jayjow 3FeINodus (AN A[iep o) oudIaype s,Lqeq yoayo g uondo [H1dd
10 [V uo s1ayjow o sxeAydoid AJiep JAN JUBJUI UO [[1S SJUBJUT SUIPASJISLAIq 10
a8e Jo s1eak 7 [ Snunuod oy Furpagpiseaiq

25eIN00Ud (1YY U0 pajeniul st Aqeq ey 303y :pJo SIBAK 7> UAIP[IYD) PA03Jul-ATH 1o
Burpagpiseaiq dojs 10 anUNU0D 0} 13YIAYM puB

a8ejo sypuow 9 e FuIpag) Arppuauddwod I Mo Qe SSMOSICL

-

ASIAPE pUE P21IMba1 ST 99D §,10100P 10 UOTIR JOYHN] JI SSIISSY

-

UONLINU[BW PUE SSAU[[1JO SUTIS 10J 300] ‘Y3[eaY % Y3M015 S £qeq Inoqe sy

-

[1ya1 Auow pue sduaraype sixeAydoid
JAN JUBJUT :SNJE)S (][ “SUISOP 2[0ZEXOWLIOD {uoNEZIUNWIWI S £QRqINOQRYSY T
Surpooyjuejur uo ssarSoidayrnoqeysy T
:Aqeg moqy

JS1A £1949 ye 3a0ddns pue Surasunuod dn -mofjoj apisoag L

Butuosiod pooy 03 pea|
Aew )1 Se SPagy 10A01J3] 2SN-Al 10U O]

ystuy jou
S30p Aqeq Ji pay 19A0}Ja] AeME MO,

Pagj ouo 10§ ySnoua aredorg

101EM pajiog
Q0BJINS pue s[isuan uea)) {
deos yym Furysem puey {
18pagyjo
uoneredordomdifly SSMOSTICY I
(Burpagy enuwiog j1) dooos yyim suononnsur
o1 urprosoearedard oy soyrow [ T
PAJ 2 03JUNOWIE A} AJENSUOWAP
pPUe SSNoOsSICI |
ssypuow 9 10§ Surpadyg yuduwdde(day dAIsnpXY
Aqeq
10§ 2UQIBAY [£I0 pUE “IdY)0W 10§ OUATAY
pueypuURISEA] SSTMIOSTICT |
JuejurUl
YSIY) [BIO PUE SIAD|N [0 JO JUOUIEAI}
pueuonuarald SSTIOSTICY [
“uawadiodua jsealq
proay “Kidwd ST 1sB2IQ 9Y) [UN PAI) pue
Apuanbayy pagyIsealq :SHISeW Jo JUIURAIL)
pue uonuwadld SSMIOSICI I
oddru sor0 qni
puepaysIuLy sey Aqeq 10} Y[IW 1SeaIq JUWOS

Aressaoou Ji ‘uteSe -z syutod ySnoxy on
suonsanb Kjue[)

2210y2 SuIpaay uo appIp Apnuey pue yow dpy g

‘JUSTUSAUOD) [
pueaqiseaq T
“SBHup UV pImIges T
2qepIofy T

P 1 S1 sUIpadpsedsq

S SE |

Burpaay jueyur 10§ uors1AP ayy 3oddng

‘Suipaayjuawaoe(dao) anp
(suonoayur K10jerrdsar “eaoyLIeIp) Sw2[qod Y[eaY IO JO SYSLI OY) YIIA PROUE[Eq
9q ISNUW SIY Y[ 1 JSBAIQ YSNOIY) A[H JO UOISSILUSURI) JO YSLI [[BUIS © ST ySnoyiy

-

uonmnuew
dojoaap Aeur 10 [[am MOIS 10U [[14 PIIYD ISIMIIYIO JUOP A[19911009q ISNU 1Y

-

BLIOILID 9 Oy} 0) Fulf P A[2Jes 9q UBD [ SSI[UN-SUOHAJUI WO} SAIqeq
913199101d YOIy M SIIPOQIIUE PAUILIUOD Y[ I JSBII] ISNEII] PIPUILILIOIAI ST 7]

-

saonoeld uipasy
Poo3 Aq Ayypeay piiya ayy doay o1 ueitoduur s1ap1| Jo sypuow 9 sy ayy Suung T
surefdxa ‘(sauppnd
1D1dd Mau jo dn 3eds ayy Suinp g AN-PS Suisn [[1)s 1€ YI1yM S)ILISIP oY)
uf *59) udwISA [)[4d MU SUIAIIIIL JOU JUBUL/IIYIOW 10 [V UO JOU ST IdYou J|
“uowiBor ) Ldd
10 [}V JO90UDIAYPE 9010Ju1al- PqLIdSad s sSnIp 13y oy axje) oy jueptodw sy 1

PAYUIATH
aq Aew sarqeq () | JOINOSAIQRQ G UL SSA] ‘STnIp Ay Sunyer siAqeqlooyowudaym |

[1W 1SBA1q Y UL SNIIA AHJO SIOQUINU A1) 20npaI [[11 sTnIp
1V ) asnB23Qq MO[ AI2A ST P[IY0-0)-I13Y)OW WOIJ UOISSIWSURH) A[HJOYSHAYI IRy T

sure[dxd ‘sapnpayds Snap uounaa [H1dd 10 LYV Sunpes st qeq a0 sayjouw jy

UoISSIWSue.L) piIyd-o0y-jud.aed Jo sysuidyy uredxy ¢

Surpasyseaiq SuLnp sniia o[

Jo uotssT 3y Juanaid Aj; 1ugis [1m uoungar
10Ldd 10 [V 12A2MOY ‘SIITA A[H SUTEIUO Y[IU }SEAIE]
:safejueApesiq

JyStujepaq

J0IN0308 10 218d21d 01 PAOU OU JUAIUAUOD ISON T

15000091 ‘0O[qR[IBABSABM]Y T

i 116 ‘e ‘BR0ULIEIP AY1] SWq
i[eay aaey A[ensnjou op Juipagpsearquosaiqeqg T

1)surede s1oaj01d Y[ jseaiquisaipoquuy I
syuow 9 10y £qeq 10§ uontynuapdwo) 1
saBepueApy
PapudWI0da sy Surpaagiseag surefdxyy

Jayow pue Kqeq

01 $]1JOUAQ AIOUI SEYJI SE ‘9] JO SYIUOW 9 ISIIJ Y}
SuLINp papuaI0a1 ST SUIPA3ISLaIq AISN[OXT T

Supaspseaq 10y psuno) g

(SO0 o) jeLagaLueyd

passaidxa :sajddiu payorrojo
pueuonuarsld SSTIOSTICY [
Aqeqjo
nisod pue ajddru oy [oB1I©1021100
PP 1@ sup T
Apoq s,Aqeq
Q) 0Ju1 195 03 ]I JSBAIQ UI SNIIA ATH Y}
10§ 1915831 SUBjRW pUB UOHRWIWER UL Sulsned
“YOBWIONS S JUBJUI DY) JO TUTUI] O} AJLILLI UED
[1W B[NULIO] JO [BUIIUE - (SPA9) 10130 SUIAIT
pue Suipagpisealq -ar) Suipaa) paxiw, ON T

souroIpaw Jo uondaoxa
AU YIIAM JAIBA UIAI JOU ‘SPI[OS 10 spmbi] 1330
ou pue 1w 1sea1q A[uo SutArf suesw Jqq T

ISYIUOW § 10§ FUIPIIYISLIIG IA[NOXE

uondo Surpaay uasoyd ay) urerdxy ‘9

JSAGEq
JO SYIUOW §1SI1J Ay UF SOWN G [-7 | SPady [[eJo uoneredoid ysaly pue 1ajem pajioq
Suisn ‘sdnd Surpaoy azi[uag :ow yoea paxmbar uoneredaid saiSAy pue njare) 1

suonLynuew
pue suondaulIea pue K10jeaidsal ‘ed0yLIRIP- SUONOAJUL Jo YsLIdTow sey Aqeg T

(sypuowr
910§33dny 00001 010008 In0qe) 2AIsUdX3 S11nq pooy Na[dwod estyuenuo] T

Aqeq 103 pooy ao1dwoo BIoU ST PWIUY T

:sadejueApesiq

suostad 1oy1o AquoaISaqueo sy[iw Jyq T

uoISSTWSURI) AJHJOYSLION T

:sa5ejueApy
§ Mopq
S& PNy 24€ L3 10§ LI 9 IY) JI A[UO PUE PIIYISLAIQ JOUUED IDYOW
J1 uondo Surpady e se (1Y) Surpasy Juawdde|day dA[SNIXF SSNISI °E

T PIAU) ST i noy-suaredoryoeq
08 10 AWp1owy YieaY aY) Ut J9AIAP 03 ukd Ys sa0q T

Juaunsar [)1dd 10
1V Sun{e) oys SIpuLIUN0d H(1) 1SR DY SIRYA T
(ySuiespagyaredardaysue) T

11 s Aqeqjo sypuow sy

Ay ur ep 1od sowmn G [-z 1 o1dn “Sas[isuan uead
PuUe 19)eM POJIOq Y3t pady yoea aredord aysue) T
PasnId[Io)/uLIe
JoadAy T 1o1eM SunyuLp
Jo ®ooanos 1
Yuow sad swoour ey 1

(a1ed

Kqeq djoy 03 Suim pueaanioddns
Apwuegpuegsny xS ST T

(Smess

AIH S,pUBqSnY IaY MOuy Y S20(]
(SMIB)S ATH 10y mouy| A[Iwey 10y sooq ¥

uonenys Ajyurey

FAWOY ‘SNIEIS [YV/ATH 1IYIOW Y} JNOqESY |

Syjuow 9-Q :suondo 3uipaay Juejul

10} Ajlwie} Jay pue siayiow pajosjul A|H 8yl Suljjasuno) ady JO SUIUOIN 9-0

suondQ Suipssd Jueju| UO SaIjILUES 18y} PUB SIBYI0[ Sul||oSUn0) UO MeUIMO|] 6 Xauuy

fHIV

Ission O

— National Guidelines for Prevention of Parent-to-Child Transm

120



Woo' |IeWS@00BU'SBIAIBSAE| 18 ODYN 10BIUOD ‘UOIBLIIOLI BJOW 404

1S3} mOn_\<Zh_ H|>_I CU_D_N.G mu—www
1sJ1} sunoJ e Joj ade [ewindo >von:cm e ‘PIIYd 8y ul
3y} S| 9A0QE pUE SY9oM 9 | ey SNjeIs UOIFOs)ul SU3 SUILLIBISP 0} SWUILOS|E U} MO||04 JaYjesiay} ‘pasodxa-AlH SI PIIUD 8y} 4l SulLLIBap
papUBLILLIO09al 30U ¥Od YNA ‘syuoW gT 18 0} spuased ay} jo S5 UGBSIL ) 210 SUJULETRD oF 1dwany p|iyd jo ee uo Suipusdsp ‘g 10y
T-AIH -SY99M 9 > sl Aqeq J| | sisougelp Wy3oS|e Moj|o4 dAIsod Ji ‘pajosjulun se pliyd [9qe| ‘BAlesaU §| “salpogiiue AH 404 358} pides wiouad

papuUsWIWOd8) UMOUMUN S| SNJelS 2Insodxa aSOUM A[H 4O swoidwAs pue SUuSIs UM (SYluow gT >) Uaip|iyd uj

Jou 151 Apognue pidey | * SAIHULSP Ysl|qels]
Buiueam jo Ayjiqissod

SSNOsIp 0] 8w} poos e us)yo SI syuow

2 Mosiapy anuniuo)

1sealq 01 9 "Suluesm 340J8q 18U 4B BLIAIID Suipesy
Ageq 3umnd pioay SSY4V 24nsus pue saul[aping [edo| paIXIL PIOAY “SIA papels
9|0zexow 0o dois asn - AlJes 00} ulueam a3esnoasiq | z Le.w.c_vm& 1sealq jou 3uipasy
7 [ 9OUEPINY L0} aAneSeu aNURUOD ‘pody Jseal Juaweoedai 4
HeYIMO|} Ul . ’ bl Buipasy 1seal
d Aj2)ULSp [13UN 3]0ZBXOWUI0D dNUIIUOY | J| |090304d |eUOIRU [kl 1R
sdajs ||e moj|04 Jad se Adesau a3einooua
+ uol398jul A|H Jo swoydwAs 061 LiE pue SSassy |
sdojanep pIyo 8y} Ji o Buipsey il el Btzel v |
s1 jueyy| Pe303}ap 30U YNG T-AIH  [EREDELRTNGREN[3! 15B2Iq JSE| Joje SY3eM 9 ‘sLjuow 9 Aue 41 ‘|0 eBuel | payels
12159} SAA Ag YOd YNQ T-AIH ¥eaday | 9|0ZEX0WIL}00 Apeale jou Ji
KIOSIADY MOII0 3SU anuiuo) | 9|0zexow 100
€ .%< lied :Mﬁ%%wwwwwoﬂ_vm_ M_\_m_ﬂ_n_; 18 s 1nq ‘pa1ajul 10u Ajgeqoid si Jueu| | z Kiosinpy Hels |
159} 210J3q 1591 T-AIH 1eadai ypm wiyuod € Kiosinpy 1 Kosinpy
Syeam 9 8yl 210J3Q SY@aMm 9 X
ul pajiseaiq JON | |3y} ul pajjsealg T AJOSIAPY MOJ|04 2 Kosinpy mojjo4

Pa19339p Jou YNA T -AlH P319313p YNA T -AIH

P319313p YNA T -AlH P319919p YNA T -AlH

€ AosInpy Mo||04

o3e Jo syjuow 1INSaJ 13} Po0|q 3|OYM |euly
918 ¥0d YNQ AlH 1eadai “pjiyd anewondwAse uj | oU3 o Aja) pue Juepiodsip (81UsD 1YV ¥V )
S S1}INsal Jl 81jUsD |y Wouj poojg ajoym 1 AJosiapy mojjo4

$80 A9 ¥0d YNQ AIH Jeadal ‘a3 jo stjuow 9> je | PORSISPIOU o ojdwies poojq sjoym ysau) Joje— L EELEET) "40d YN T-AlH 404 uswioads

uo139d4UI AJH Jo swoidwAs pue sudis sdoj@rsp plIyd | | VNd T -AIH 1s9nbai ||IM ge-T douepIng 10U YNQ T-AIH poo|g 8j0yMm puas pue 199]|0)

4 U] 1YV 0} 493y
(3101 1) ¥2d ¥YNQ T-AIH 40}
Pa39919p YNA T AlH K a3e JO syjuow 9> 0] SYI\M g USaMIaq Salgeq 4O (SgQ) 10dS poolg pauq puss 3 399|10) pa19918p YNA T -AlIH

A

T AIOSIAPY MO||04

syjuow 9> vy 7 * Jayjow aAsod A|H 0} Uioq pue pjo syjuow 9 ueyy ssa 7

SUJUO\ 8T > URIP|IYD Ppue sjueju] pasodx3 T-AlH 40} WwyjLioS|y Sunssy :0T Xeuuy

121

f HIV

ISsion O

National Guidelines for Prevention of Parent-to-Child Transm



woo'/1ews@02eu SaiAIaSqe] 18 OJYN 198IU0D U ewiojul 810w

“PIIYD 8y} Ul shieis uoiosul

1s9) 3y} auIWIL)ep 0} SWUILI0S|e dy} MO||0} Ja}ealay] ‘pasodxa-AlH SI PIYd 8y} 4 sulWILlep 03 Sjualed ayj JO SNieS U0IIo8UI AJH 8U}

Apognue AlH Ag ‘syjuow 81 aulwialep 03 Jdwany Py Jo a3e uo Suipuadap ‘g Jo ¥ Wyiod|e Mojjo) aAlISod JI ‘paloduIun Se plIyd |age| ‘anizedau J| “saipogiue
Je sisouselp SAUYSP ysl|ge)s] .

AIH 40} 1581 pides wuopad ‘umousun si sniels ainsodxa asoym AJH Jo swoldwAs pue sugis yum (syuow g1 >) Uaip(iyd uj

1sealq 0}
Aqeq Bumnd piony | aAIe3au 1000304d |euoiieu Jad se Adelayy AYY HEIS |
payels AJ@11ulap [1UN 8]0ZEXOW 10D BNUIIU0Y | Kue Ji ‘|0 e3euey |
#1 1YV anunuodsiq | syuow g1 1e '9|0ZEXOW 100 |NUIIU0Y |
9]0ZBX0W 0 Qoum | 151 pides jeadal aAnesSsu J| ‘spiemuo Hedels 2 Kosinpy
+ w0l Yeyd Moy moj|o} ‘enjisod 3sey pided §|
uoosul AlH Jo swoydwAs
sdojansp |1y ay3 JI 40 SuIpasy yjIW Iseaiq
[T 1Se] Ja)je SYaeM g 158] A|H pides jeaday |
T-AIH st juedu] ySu 1€ s| Inq ‘pajoayul Jou Ajqeqoid S| jueu| |
» NS84 188} POO|q BjOYM |euly
3y} U0 Aja4 pue JUBPJOISIP SI }NS3J JI B1JUBD | Yy WO}
159} 240j9q S¥d9Mm 9 159} 21049q S}_M 9 a|dwes poojg ajoym ysal} 1o} 1sanbai [|Im ge - T asuepiny
3y} Ul pajisealq 0N 3y} Ul pasjsealg

P319319p jou YNA T -AlH
Pa12919p YNA T -AlH

Pa193318p Jou YNQ T -AlH

\WJ d2d VYNQ T-AIH 10} uswidads
r, x poojg ajoym puas pue 323]|0)
*1 K1osIApy mojjo4

S

P33o938p Jou YNA T -AlH P919919P YNA T "AlH EEECORRL A ELIEK

¥0d YNQ T-AIH 404 PIIYo Jo (S9Q) 1ods poojg pauq puss 7
: A payels Jou
) ) s d Buipasy Juswade|dal
4Jd VNQ T-AIH P33U jou s30p - 3Aljes3aU 1s3} pldey 41 SuIpeay isesiq
a3eInoJus pue SSassy
paye}s Apealfe Jou Ji

_ (0101 19/37) ¥Od ¥NQA T-AIH 404 (S9Q) Jods poojg pauq e aiedaid os|y "1s8} pides Buisn salpogiiue AlH 10} 1s3} pue poo|q 399(|0) 9]0ZeXOWILIU0 1R)S
A

< T AIOSIAPY MoO||04

aAnisod 3s9) pidey

syjuow 9<g
7 sayjow aanisod AJH 0} uiog a8 SUIUOW 8T-9 4O PlIyY 7

1 Aosinpy

SUJUON 8T > URIP|IYD Pue sjueju| pasodx3 T-AlH 40} wyioS|y SunsaL 1T Xauuy

fHIV

Ission O

— National Guidelines for Prevention of Parent-to-Child Transm

122



Annex 12: ICTC- ART Centre Referral form

Referral Form

Name & Address of
ICTC:

Copy-1 (to be retained at the ICTC)
Part-1 to be filled by the ICTC
Counsellor/Staff Nurse

Name & signature of Counsellor/Staff nurse:

PID No. Date of

referral

Name of the client (optional):

Age: Sex:

Ph. No.:

Category of the client (Tick Mark):
ANC/General/Exposed infant

Name and address of the ART centre
referred to

Counsellor's signature:

Part-2 to be filled by the ICTC staff after
feedback from ARTcentre

Referral Form

Name & Address of
ICTC:

Copy-2 (to be carried by the client to the
ART centre and retained at ART centre)

Part-1 to be filled by the ICTC
Counsellor/Staff Nurse

Name & signature of Counsellor/Staff nurse:

PID No. Date of

referral

Name of the client (optional):

Age: Sex:

Ph. No.:

Category of the client (Tick Mark):
ANC/General/Exposed infant

Name and address of the ART centre
referred to

Counsellor's signature:

Part-2 to be filled by the ART centre staff

Referral Form

Name & Address of
ICTC:

Copy-3 (to be sent to ART centre through
e-mail or post)

Part-1 to be filled by the ICTC
Counsellor/Staff Nurse

Name & signature of Counsellor/Staff nurse:

Date of
referral

PID No.

Name of the client (optional):

Age: Sex:

Ph. No.:

Category of the client (Tick Mark):
ANC/General/Exposed infant

Name and address of the ART centre
referred to

Counsellor's signature:

Part-2 to be filled by the ART centre
staff@

Has the patient reached ART centre: Yes/No Has the patient reached ART centre: Yes/No Has the patient reached ART centre: Yes/No

If Yes
Pre ART Baseline  ART Initiated (Yes/No)
Regn No. CD4
Count
If ART not
initiate
reason

ART Counsellor Name & Signature

If Yes
Pre ART Baseline ART Initiated
Regn No. CD4 (Yes/No)
Count
If ART not
initiated
reason

ART Counsellor Name & Signature

If Yes
Pre ART Baseline ART Initiated
Regn No. CD4 (Yes/No)
Count
If ART not
initiated
reason

ART Counsellor Name & Signature

To be filled for all patients detected positive at ICTC and sent to ART centre/LAC plus.

@ Copy 3 to be sent back to the referring ICTC by ART centre/LAC plus through email/post/patient

National Guidelines for Prevention of Parent-to-Child Transmission of HIV —

123



Annex 13: OM for Laboratory Investigations

T-11020/36/2005-NACO (ART)
Department of AIDS Control
Goverment of India
National AIDS Control Organisation
(Care, Support & Treatment Divison)

61" Floor, Chanderlok Building
36 Janpath, New Delhi- 110001
Date-January, 2012

OFFICE MEMORANDUM

Subject: Revised Technical Guidelines on Laboratory Monitoring for patients at ART centres/LAC/LAC plus

centres

1. Essential/Mandatory Tests for all Patients Registering in HIV Care at Art Centre/ LAC Plus

Haemogram/CBC, Urine for routine and microscopic examination, fasting blood sugar, blood
urea, ALT (SGPT), VDRL, CD4 count, Gene-xpert in institutions where located X-ray Chest PA
view. Pregnancy test if required.

Symptoms and signs directed investigations for ruling out Ols.

2. Additional Tests for all Patients to be Started on ART

Other investigation like USG abdomen, sputum for AFB, CSF analysis etc. as per the physician’s
decision depending on clinical presentation. Efforts to be made to fast track these investigations
so that ART initiation is not delayed.

Serum creatinine is essential when considering TDF.

PAP smear, fundus examination also to be done but ART initiation not to be delayed for these
tests.

3. Tests for Special Situation

HBs Ag-for all patients if facility is available but mandatorily for those with history of IDU, multiple
blood & blood products transfusion, ALT = 2 times of ULN, on strong clinical suspicion. But
ART not to be withheld if HBsAg testing is not available.

Anti-HCV antibody only for those with history of IDU, multiple blood & blood products transfusion,
ALT= 2 times of ULN, on strong clinical suspicion.

For patients with Hepatitis B or C co-infection, further tests may be required to assess for chronic
active hepatitis.

For patients to be switched to a Pl based regimen, Blood Sugar, LFT and Lipid profile to be done
at baseline.
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4. Tests for Monitoring Purpose

* Essential - CD4,Hb, TLC, DLC, ALT(SGPT)/creatinine clearance (if on TDF), every 6 months or
earlier if required. For patients started on AZT Based regimen, Hb at 15 days, then every, month
for initial 3 months, 6 months and then every 6 months/as & when indicated. For patients started
on EFV based regimen, lipid profile should also done yearly. For patients started on ATV, LFT to be
done at 15 days, 1 month, 3 months, 6 months and then every 6 months. Blood sugar and Lipid
profile every 6 months for patients on Pl based regimen. All the above tests can be done eatlier
based on clinicians assessment/discretion.

* Other investigations during follow- up as per requirement/availability.

All above investigations other than CD4 and viral load estimations (when required), shall be done from
the health facility where the centre is located with support from State Health Department.

Yours faithfully

S/

(Dr. Mohammad Shaukat)
ADG (CST)

Copy to:

1. Project Director, All State AIDS control Society
2. Nodal Officers of all ART centres

3. ADG (Lab Services), NACO
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Annex 14:List of [tems that can be Procured under Universal Work

Precautions
1) Disposable latex Gloves—2 Boxes (100 per Box)
2) Disposable Laboratory gowns—As per Number of positive deliveries in years.
3) Disposable Plastic aprons—24 Number
4) Disposable Face Mask-2 Boxes (100 per Box)
5) Disposable Caps—4 Boxes (25 per box)
6) Shoe covers—2 Boxes (25 pairs per box)
7) Rubber boots-2 pairs
8) Hand rubs/disinfectant solution for hand wash- 6 bottles.
9) Needle destroyer—-1 Number
10) Sharp disposal containers—2 Numbers
11) 1% Sodium hypochlorite—24 cans per year (5 litres canister of 4-5%)
12) 10% Sodium hypochlorite—1can per year (5 litres canister of 40% solution)
13) Spirit/70% alcohol-6 bottles (500 ml/bottle)
14) Cotton-6 Bundles (large 500 gm/pack)
15) Tissue paper rolls—24 Numbers
16) Cloth Aprons/Laboratory coats—4 Numbers
17) Colour coded waste disposal bags—4 Dozen
18) Colour coded waste disposal bins—8 Numbers
19) Biohazard labels—2 Dozen
20) Bandaids —100 Numbers
21) Needles/Syringes—3 Boxes (100 per box)
22) Rubber gloves for dirty washing and waste handling-8 Numbers
23) Measuring cylinder glass 1 litre =2 Number
24) Covered discard jars/discard buckets with lid—4 Number

25) Hepatitis B vaccination and antibody titres for staff employed under NACO-4 vials of
6 doses each

26) Any other item with prior approval of NACO
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Annex 15: CF- Consent form for Patients Registering into HIV Care &
Starting ART

[, (NAME) e , (AAAIESS) .
CONSENT to share all information pertaining to my health and HIV/AIDS status with the service providers
who will be part of the management of my condition.

And
| AGREE to receive Antiretroviral Therapy provided under the National programme.
| fully understand the information that has been provided by the health care staff in the following:

* That the ART is not an emergency and thus will be started as per the decision of the doctor. |
shall attend the ART centre as per appointment for timely initiation of ART and regular follow- up.

* That receiving ART involves shared confidentiality with other service providers such as CBO/
NGO/CCC/positive network who may support my treatment and other welfare measures through
outreach and home-based care activities at home.

* That ART requires 100% adherence to drugs and | shall abide by the same.
e That | understand the side effects of ART.

* That | shall not stop the drugs on my own and will return to the centre if there is any problem. In
case | stop the drugs on my own accord/do not adhere to the regimen, | shall not hold the health
care staff of the ART Centre responsible for any complication arising out of the same.

* Incase, | am on ART from outside on a different regimen, | agree to receive the drugs/regimen
provided under the national programme.

* In case, | want to take ART from other centre or to go other city for livelihood or other reasons, |
will inform my ART Centre and get a “transfer out” letter before leaving.

Signature of witness
(Doctor/nurse/counsellor)

(This should be translated in local language &/or explained to patient before taking patients signature)
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Annex 16: Transfer out form (Form for Transfer of PLHIV to Other ART
Centre)

Name and address of the transferring ART Centre

Name and address of ART Centre where patient is being transferred

Name of Patient:

HIV Care (Pre-ART) Registration No.

Address and contact details:

Reason for transfer (Specify) 1. Patient Choice 2. Provision of second line ART/ Alt First line

Date of transfer:

ART regimen (pls. specify):

Date of starting ART: / / (Date/Month/Year); Latest CD4

Next date for dispensing drug is / /

Please find the following original documents handed over to the patient:
1. Patient Treatment Record (White Card)

2. Patient Booklet (Green Booklet)

3. Others, if any (Mention)

Name and Signature of SMO/MO Phone no. and e-mail of SMO/MO:

(To be filled by the receiving ART Centre and sent to the transferring ART Centre by post/email)

(Name of Patient), referred by you on date / / has reported and been
registered with us on / / along with the documents sent by you. Her/
His HIV Care (Pre- ART) registration no. is and ART registration no. (if applicable)
is

Name and Signature of SMO/MO Phone no with e-mail of SMO/MO

Address of the ART Centre, transferring out the patient:
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Annex 17: OM Regarding Provision of ART/ ARV Prophylactic Drugs at
ART Centre to HIV Infected Pregnant Women

Government of India
Ministry of Health and Family Welfare
Department of AIDS Control National
AIDS Control Organization
(Care, Support & Treatment Divison)

6" Floor, Chanderlok Building
36 Janpath, New Delhi-110001
Date - 28th August, 2012

OFFICE MEMORANDUM
Subject: ART/ARV Proyhylaxis for pregnant positive women

It has been decided that ART/ARV prophylaxis for pregnant positive women will be initiated only at
the ART centres. After 6 months of pregnancy, in case the pregnant woman is not able to come to
ART centre, the ARV drugs may be given to an authorized member of her family. This drug supply to
authorized member can continue till 2 months after delivery. After that drugs will be dispensed to the
women only on her attending the “ART centre”.

(Dr. Mohammed Shaukat)
ADG (CST)
Ph: 011- 23731805

To,

Project Director, State AIDS Control Society, Andhra Pradesh & Karnataka

Regional Coordinator (CST), Andhra Pradesh & Karnataka

Programme Director, CoE, Gandhi Hospital, Secunderabad & Bowring Hospital, Bangalore
4. Nodal Officer, All ART Centres in Andhra Pradesh & Karnataka (To be coordinated by SACS)

W N

Copy to,
1. DDG (BSD), NACO
2. NPD (ICTC), NACO

---------- National Guidelines for Prevention of Parent-to-Child Transmission of HIV — 129



Annex 18: List of Reference Doctors for Advice on PPTCT Services
Including Care of HIV Exposed Child

Name of Centre Contact Person Mobile Other Contact No.
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Annex 19: National Coordination Committee for PPTCT-NRHM
Integration Activities

T-11025/15/2013- NACOQI/BSD
Ministry of Health and Family Welfare,
Department of AIDS Contral,
Government of India.
{National AIDS Control Organisation)

6" Floor Chandralok Building
36 Janpath, New Delhi 110001
Dated: 21* October, 2013

ORDER

Sub: Constitution of National PPTCT-NRHM Co-ordination Commitiee - Reg

India is commilted to the UN General Assembly Goal to Work towards
Elimination of Paediatric HIV and the Department of AIDS Control has developed
a Malional Strategic Plan (NSP) to scale up the Prevention of Parent to Child
Transmission of HIV (PPTCT) services across the country. The NSP envisages
close collaboration between the Department of AIDS Control (DAC) and the
Reproductive and Child Health Programme (RCH) under National Rural Health
Mission (NRHM). Considering the common objectives and the beneficiaries, it is

« necessary that the services be implemented jointly so as io optimize the
coverage,

Accordingly to work towards the common goal, with the approval of
competent authority a “National PFTCT-NRHM Co-ordination Committee” has
been constituted, to establish coordination mechamnism between NACP and
NRHM in the country. The terms of reference (TOR) of the "National PPTCT-
NRHM Co-ordination Committee” are as follows -

1. Policies lo faciltate HIV counseling and testing and prophylaxis lo
pregnant women for Prevention of Parent o Child Transmission of HIV
(PFPTCT),

2. Facililating and implementation of joint PPTCT — RCH services across the
counlry,

3. Establish co-ordination mechanisms between NACP and NRHM at
Mational, State and District level, and

4. Establish mechanisms for joint Supervision, Monitoring and Review of
PPTCT — NRHM collaborative services

The composition of the Mational PPTCT-NRHM Ce-ordination Commitlee
i5 as under:-

1. Chairperson: Secretary, Department of AIDS Control, Minibtry of Health
and Family Welfare, Government of India

2 Vice Chairperson. Additional Secretary, Department of AIDS Control,
Ministry of Health and Family Wellare, Government of India

Members:
3. Nominee from Ministry of Heaith and Family Welfare, Government of India

(Joint Secretary dealing with Maternal and Child Health) )
Conld/P.T.O
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4. Dy. Commissioner, Matemal Health, Ministry of Health and Family
Welfare, Government of India

5. Dy Commissioner, Child Health, Ministry of Health and Family Welfare,
Government of India

6. Director, National AIDS Research Institute (NARI), Pune

7. Deputy Director General, Care, support and Treatment Division, DAC,
MOHFW, GOI

8. Deputy Director General, Laboratory Services Division, DAC, MOHFW,
GOl

8. Country Director, CDC India

10, PPTCT Focal Point, UNICEF India

11.HIV Focal Paint, WHO India

12, Project Direclor, Andhra Pradesh AIDS Control Sociely, Hyderabad, AP

13.Project Director, Odhisa State AIDS Control Society, Bubaneshwar,
Odhisa

14 Vice President, IL&FS Education and Technology Services Limited, Noida,
upP

15.Civil Society Representative:- President, Positive Women's Network
(PWN)

16. National Programme Officer (ART), DAC, MOHFW, GOI

17 National Programme Officer (PPTCT), DAC, MOHFW, GOI

18 National Programme Officer (ICTC), DAC, MOHFW, GOI

‘IE.—Mémb&r Secretary:- Deputy Director General, Basic Services Division,
DAC, MOHFW, GOI

¢

This committee will meet quarterly or need based with permission of
Chairperson.

Expenditure towards organization of the meeting will be borne through
DAC budget and respective SACS budgel, and National Institules and
development partners will bear the expenditure for respective nominee™ =)

(Ll gy

(Subhash Chandra),
Deputy Secretary to Government of India.
Telefax: 23731858

1. Members of "National PPTCT-NRHM Co-ordination Commitjee”

Copy for information to:-

PPS to Secretary (HFW), Ministry of Health and Family Welfare, GOI

PPS to Secretary, Department of AIDS Control, MOHFW, GOI

PS to Additional Secretary, Department of AIDS Control, MOHFW, GOI
The Director General of Health Services, DMe. GHS, GOI, Nirman Bhavan,
New Delhi

The Pay and Accounts Officer, MOHFW / GOI, New Delhi,

6. All Heads of Divisions, DAC / MOHFW [/ GOI

TR

o
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Annex 20: OM from DDG(BSD) for Roll-out of PPTCT Multi-Drug
Regimen in India from 1st January 2014

j MY Jrh |

N A Co ARy v QIR eI R
é s fekdd v o
biadh Sl i, et el an ki ol Bbeedl yeogos
Dr. Ashok Kumar, M.D. Governmant of India
FISCOEFIPHA
Dy. Director General Ministry of Health & Family Weltare

Tule 12T IS Departmont of AIDS Control
Fan §1-10-23T31T4R

Eamall itk dacgRgmad com §1n Floor, Chandraloh Building. 16 Janpath, New Delhi - 118004
Rel. Mo, T.13012 /17 2000- MACD / BSD [FFTCT)
Dated the 0141 lamarary, 2014

Susb: PPTCT ~ Diagnosis of HIV amongst Pregnant Women and Life Lang ART for all HIV Pasitive Pregnant Women
Irrespective of (04 Count in India = Reg

Coovernment of Inibla b commisted Lo work wowands schievement of ihe global e of “Eliminaon of new 10Y infigins
amving children™ Hased on the WO (ane 2013 guidetines, the Deparimeni of A0S Contmol (DACT 7 GOL ks decided 10
providde |Hibong AR (eriple druig reglmen for all pregrant snd bcest leeding woonmens Fsing vtk 1Y b Endis. NemceRorth i b
plamneed b previiader all HIY pamsitive pregnast siomen with @ fripie-dng Al regaman regarallens of C14 coum o W ¢finseal
stape, both Bor thewr o health snd 1o prevent vertical HIY tramsemimdon us well s for sddithral 101% provesion benelin, Thin
regirmen has e potential o drensdicatly nedice 1V transmixdon Groen ssither-ti-chil o less (hat 9%, This wauld slss bl s
o4l incrraiing doverage of ART for thene requiriag sl eesrovied trentmeent, (v provide ewrdy prosection sgaims mother=ao child
Erenanisson, |l redeice the ik of THY imstieneissiom w0 ) 1Y sem discordant parenees and [d) imigee inabeamal heslih

Ihe Nutbonal Cuidelines e wiell an Nathonal Strstegic Men foe Presoition of Parenl b Child Tranusbsibie Bive s beon
el ated  December 2003 ) whibe noorpemting the shoy © mewlbned sirakeyy for nutonyide implémemutin

1 b requested Ut with imediste offect al) the St U Ts may onsure finkage of all 01 pusitive pregrane somen b AL
Lemires Bon o o O] e, support amd fresbmenl sersias o per fese ew guidelins, Henocborth all 111% positive wognank
wiiren shesild he started oo Tenolosir {11y 3img + Lamivadine (3TC) 300mg + |sfaviranes (V) tilimy Fifchong, and all
MV el infents shodd be prosided with Sy Nevinipine dsily for minimin & woeks frefer o FPTET Tochmical
Chaldelites for detals)

T shrogs fequined fiw implemeniing. ihe: FITCT multl dag regimen ane iailalie ander the ART servicen Ihiwever, the
reyuinemnend fir Syrep Mevirapine may be met tieoingh hcal procurement fir which seders from tris offiee lisve nircudy boew
Do o 20% Miwember, 200 1 vide Litier S %010 1470 7200 1N ALY P

The Ehperatianal Guilelines for implomenting the abowe rofomod MFTCT multl drikg regimen is attachied loe resdy relermmee
Homeh B apyerosiatied tht b soccesshully implement die abvve sald strsegy uidar PITCT, the States £ 0T must sasare i ]
pregrashicics are offercd VIV counscling and testimg services, all IV positnve prognant worrsen are linked 10 the mosest AR
cemire und all 1Y evposod infungs ane linkod W services fin oo of TV exposed child incliding 1Y, with ssmedioe ellec

Im Ui comienl, kimdly advige the BSI, UCST amd all ather divisbons cnncerned o el wwniily implemeni i strategy with el
eveqrdsnatin, ool Lahoration sd o the ke sugeervision alfong with well fmetiveing monitoring & repawtiig muchaniuim, e

Visgether we shall work wwirds schievement of the global tepet of “Flunlnstivn s nes TV st amestiy ehildren™
Actbonds ) ken m s regund be kandly informed i s Depistment
Rugards & Ciroetbngs Gor 2004
¥Yours Mecerely,
- it e
g
[Br. Bahok Kumar)

.'LL.:! Kindly note that this leticr shong with wid enchmures “Operationsl Gubdeline™ ks alrcady been sont 1o you though cimail on
1" Iam “ 14

W] rnurgd owaen Gl Faneam arearfl somEre W T A i wre
Hnow Your HIV status. go 1o the nearest Government Hospial for free Veluntary Counselling and Testing

---------- National Guidelines for Prevention of Parent-to-Child Transmission of HIV

133



State / UT wise Number of HIV Counseling and Testing Centers (ICTCs) In India (December, 2013)

SA -ICTC / F- ICTC/ PPP-ICTC
15539

ART/ LAC
1278

The HIV Counseling & Testing and Treatment Faclities are being rapidly further scaled up during NACP- IV (2012-17)








