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AIDS Acquired Immune Deficiency Syndrome

ANC Antenatal Care 

ANM Auxiliary Nursing Midwife 

ART Antiretroviral Therapy

ARV Antiretroviral

ASHA Accredited Social Health Activist

AWW Anganwadi Worker

DAPCU District Aids Prevention and Care Unit

DH&FWO District Health and Family Welfare Officer

DoHFW Department of  Health and Family Welfare

EDD Expected Date of  Delivery

FHPL Family Health Plan, Limited

FP Family Planning

HIV Human Immunodeficiency Virus

HIV+ HIV Positive

ICTC Integrated Counseling and Testing Centre

KSAPS Karnataka State Aids Prevention Society

MO Medical Officer

NACO National Aids Control Organisation

NACP National Aids Control Programme 

NFHS National Family Health Survey

NRHM National Rural Health Mission

OG Operational Guidelines

PHC Primary Health Centre

PID Patient Identification Digit

PLHIV People Living with HIV

PPTCT Prevention of  Parent-to-Child Transmission

RCH Reproductive and Child Health

RCHO District Reproductive and Child Health Officer

RH Reproductive Health

TB Tuberculosis

TDA Travel and Daily Allowance

TSU Technical Support Unit

USAID United States Agency for International Development





1 INTRODUCTION 1 INTRODUCTION 





2 CONTEXT





3  KARNATAKA AT A 
GLANCE 



3.1 HEALTH

Table 1: Key Demographic Variables

Indicator

Population, 2001 52,733,958

Projected population, 2007 56,137,000

Percentage of  adult population (15–49) 59.78 (as of  October 2006)

Percentage urban 34 (2001)

Percentage literate (total) 67.04 (2001)

Percentage literate (male) 76 (2001)

Percentage literate (female) 57 (2001)

Percentage of  population below poverty line 20.4



3.2 HIV AND AIDS

Table 2: Comparative Health-Related Indicators

Indicator Karnataka India
Average

Best Performing 
State

Data Source

Life expectancy at birth (male) 63.6 62.6 71.4 (Kerala) SRS-based life tables 
(2002–06)a

Life expectancy at birth (female) 67.1 64.2 76.3 (Kerala) SRS-based life tables 
(2002–06)a

Crude death rate per 1,000 population 7.4 7.4 4.8 (Delhi) SRS Bulletin 2009b

Crude birth rate per 1,000 population 19.8 22.8 14.6 (Kerala) SRS Bulletin 2009b

Infant mortality rate per 1,000 live 
births

45 53 12 (Kerala) SRS Bulletin 2009b

Maternal mortality ratio per 100,000 
live births

213 254 95 (Kerala) SRS special bulletin 
2004–06c

Institutional deliveries (percentage of  
births in past 5 years)

67 39 99 (Kerala) National Family Health 
Survey (NFHS)–3
(2005–06)d

Full immunization coverage of  children 
(12–23 months)

55 44 81 (Tamil Nadu) NFHS-3 (2005–06)d

Contraceptive prevalence rate (modern 
methods)

62.5 48.5 71.0 (Himachal 
Pradesh)

NFHS – 3 (2005-06)d

Total fertility rate 2.0 2.6 1.7 (Kerala & 
Tamil Nadu)

SRS Bulletin 2009b

Estimated adult HIV prevalence 0.81 0.36 0.03 (Assam) India Council for
Medical Research

Sources: a. India, 2010a. SRS stands for “Sample Registration System.” b. India, 2008b. c. India, 2009. d. IIPS and Macro International, 2007.





3.3 FACTORS OF VULNERABILITY



3.4 THE HIV AND AIDS RESPONSE IN KARNATAKA 











4  THE RCH-HIV 
INTEGRATION 
MODEL



4.1  TRIGGERING FACTORS FOR RCH-HIV INTEGRATION IN 
KARNATAKA



4.2 THE INTEGRATION PROCESS 

In six weeks, the technical team 
prepared the framework for 
integration, identified the points 
of  collaboration, developed 
terms of  reference for the various 
players, and drafted operational 
guidelines, as well as the instru-
ments for data collection and 
documentation of  the activities.



The Yeshaswini Scheme
The scheme offers its members 
access to needed treatment 
and medical procedures. Plan 
administration is through the 
government of  Karnataka. The 
Karnataka State Department 
of  Cooperation is responsible 
for communication of  the plan; 
cooperative societies enroll the 
members; cooperative banks as-
sist in premium collection; Fam-
ily Health Plan, Limited (FHPL) 
administers the claims; and a 
network of  hospitals delivers the 
benefits. For HIV+ women, the 
preauthorisation of  a minimum 
of  six months is waived. 

Table 3: Roles and Responsibilities of Key Collaborators (Based on Joint Dialogue) 

Organization Key Role and Responsibilities

NRHM Lead and take full responsibility for the programme. The type of  support 
includes (1) mobilising pregnant women for counselling and testing, (2) 
providing village and sanitation committee funds for refreshments for 
ANC attendees, (3) providing a travel and daily allowance to counselors 
and lab technicians for outreach HIV counselling and testing, (4) trans-
porting ANC attendees for delivery in a private vehicle whenever ambu-
lances are unavailable, (5) registering HIV+ women under the Yeshaswini 
Scheme, (6) ensuring safe institutional delivery of  HIV-positive pregnant 
women, (7) administering nevrapine to mother and baby, and (8) track-
ing and testing the baby for 18 months.

KSAPS Provide high-quality counselling and testing facilities to cover all preg-
nant women through ICTCs, conduct special camps for outreach and 
expanding coverage, and make HIV test kits and commodities available.

Department of  Cooperation Enable cashless service delivery and provision of  nevrapine through the 
Yeshaswini Scheme. This enables an HIV+ pregnant woman to access 
high-quality obstetric services through the hospital of  her choice. 



The OGs state upfront that 
prevention of  mother-to-child 
transmission of  HIV is the re-
sponsibility of  every medical and 
paramedical person working in 
the Department of  Health and 
Family Welfare, and it is possible 
to achieve this goal if  all women 
receiving antenatal care are 
registered and motivated to know 
their HIV status.

Calculating the Quantity of Effort
•  Total deliveries in Karnataka per 

year = 12 lakhs. 
•  HIV prevalence in pregnant 

women = 0.86 percent. 
•  Approximate number of  HIV+ 

pregnant women = 10,320 a 
year. 

•  Average number of  HIV+ preg-
nant women per district per 
year = about 300. 

•  Expected number of  HIV cases 
for an ANM = one a year.



4.3  GOAL, OBJECTIVES, AND STRATEGIES OF THE RCH-
HIV MODEL

Table 4: Key Steps Taken in March 2008–March 2009

Step 1 The World Bank shared and provided feedback to the detailed implementation review.

Step 2 KSAPS decided to strengthen the HIV programme through integration and formed a technical 
team to draft the plan.

Step 3 The mission director of  NRHM convened RCHO meeting to share and create ownership of  the 
integration plan. Draft operational guidelines for RCH-HIV integration were developed (Annex 
6).

Step 4 NRHM and the Department of  Cooperation developed a joint circular with instructions to 
NRHM staff  on how to integrate HIV into RCH programmes.

Step 5 An integration strategy was rolled out with daily follow-up and updates. Technical staff  trained 
RCH staff  in PPTCT with site visits to Tamil Nadu. Cascade training was implemented through 
DAPCUs, RCHOs, and district supervisors.

Step 6 Staff  conducted community outreach through camps and outreach services to reach women in 
their last trimester of  pregnancy (Annex 2).

Step 7 KSAPS organised a two-day workshop at the state level for DAPCUs, district programme man-
agers, and RCHOs for coordination, review, and training

Step 8 Staff  reviewed programmatic gaps in poor performing districts and identified areas for im-
provement (Annex 3).

Step 9 NRHM issued circular to include community health centres and taluk hospitals in the pro-
gramme (Annex 5).



Joint Circular No. 
NRHM/15/07/08 dated 31-03-
08 by Mission Director of  NRHM 
and Principal Secretary of  the 
Department of  Cooperation 
formalising linkage with the Ye-
shaswini Scheme to provide cash-
less deliveries to HIV+ pregnant 
women.

Joint Circular No. RCH/
FC/30/07-08 dated 19-05-08 
by Mission Director of  NRHM 
and Commissioner of  Health to 
RCHOs and other health officials 
to extend support to the initia-
tive at the district and subdistrict 
levels.

4.4 ACTIVITIES





“According to me one 
of  the key successes of  integra-
tion is, it has brought the change 
in the mind-set of  the people 
towards accessing HIV services, 
particularly in rural areas. With 
increasing awareness people now 
go to PHC to seek information on 
HIV. 

Dr. M.R Mohan Raj
Project Director, RCH



The Yeshaswini Scheme: How It 
Works
•  When a pregnant woman tests 

HIV+, the ANM/RCHO counsels 
and works with her to develop 
a plan for the remainder of  her 
pregnancy. The client is provid-
ed a choice on where she would 
like to deliver her baby.

•  Once the client decides on a 
hospital, the district RCHO in-
forms a Yeshaswini Scheme rep-
resentative to obtain preauthori-
sation for the client. The client 
is registered into the Yeshaswini 
network of  hospitals. 

•  After delivery, the Yeshaswini 
network sends their claim to 
Family Health Plan Limited 
(FHPL) to get reimbursed.

•  An advance payment is depos-
ited into the Yeshaswini Trust. 
This trust is managed by a 
board that includes the secre-
tary to government, Department 
of  Cooperation, and the mission 
director of  NRHM.

Any change in these guidelines 
is brought to the notice of  all 
concerned.



4.5 ROLES AND RESPONSIBILITIES

Table 5: Roles and Responsibilities of Programme Implementers

Implementer Roles and Responsibilities

District health 
and family welfare 
officer 

The district and family welfare officer (DH&FWO) is the administrative head of  all the 
health programmes in the district. All medical officers and programme officers report 
to the DH&FWO, who plays an important role in issuing orders and circulars to all 
health staff  in programme implementation. The DH&FWO’s role is vital in support-
ing and integrating staff  from both the HIV and health departments, which function 
independently from one another. 

Reproductive child 
health officer 

The RCHO is in charge of  the RCH programme in the district, as well as the PPTCT 
programme at the district level. As a member of  the district AIDS control committee, 
she/he reviews the integration activities during the committee’s monthly meeting. 
Specifically, she/he is responsible for the following:
• Maintaining a list of  HIV+ pregnant women in the district.
• Maintaining and periodically updating the master register to ensure details are regu-
larly filled in.
• Coordinating with FHPL and sharing the registration forms with it.
•  Birth planning for HIV+ pregnant women to identify the hospital and transportation 

arrangements for delivery.
•  Coordinating with the identified hospital and ensuring availability of  delivery kits and 

nevrapine in the hospital.
• Approving the Yeshaswini cards for the HIV+ pregnant women.
• Stocking additional doses of  nevirapine to respond to emergency requirements.
•  Coordinating and transferring the case to the respective RCHO if  an HIV+ woman 

plans to deliver in another district.
•  Updating the master register and informing KSAPS and project director for RCH 

about progress.



Implementer Roles and Responsibilities

DAPCU officer The DAPCU officer serves as the nodal person for all HIV and AIDS activities in the 
district and is responsible for implementing the HIV prevention and control strategy at 
the district level. Her/his main responsibility is to implement HIV and NRHM conver-
gence activities. Specifically, she/he
• Plans and implements the integration activities;
• Trains and orients staff  involved in implementation;
• Supervises programme activities;
•  Monitors documents and records maintained by the health facilities that relate to 

clients lost to follow-up, cluster of  differentiation 4 (CD4) estimation and initiation 
of  ART, testing of  spouse/partners/children, etc.;

• Provides updates at monthly DH&FWO meetings; and
• Sensitizes various stakeholders on the importance of  integration. 

Medical officers in 
charge of  PHCs

MOs serve as the administrative heads at the PHC level. They are primarily respon-
sible for the following activities under integration:
• Signs HIV test results of  pregnant women 
•  Registers HIV+ women into the Yeshaswini Scheme and provides detailed informa-

tion about hospitals (Yeshaswini network and government hospitals) 
•  Shares information with RCHOs on the registration of  HIV+ women under the Ye-

shaswini Scheme 
• Ensures all HIV+ pregnant women are also registered at the ART centre 
•  Ensures their staff  (ANMs) follow up with every HIV+ ANC case with necessary ser-

vices and accompanies the ANC attendee for delivery 
•  Administers nevrapine to mother and baby and ensures follow-up of  mother-baby 

pairs until 18 months
•  Sensitises the community on the PPTCT services/schemes at the PHC during village 

meetings 
•  Builds capacity of  DAPCU officers to trace ANC attendees who have not undergone 

pre-ART registration/CD4 counts

ICTC counsellor •  Provides pre- and post-test counselling services to women who come for ANC check-
ups.

•  Conducts camps in every PHC on Thursdays (ANC) per a rotational calendar.
•  Counsels and encourages pregnant women in their second trimester to get tested for 

HIV. 
• Registers pregnant women into the Yeshaswini Scheme.
• Issues Yeshaswini cards and provides guidance on safe delivery. 
•  Encourages the woman to bring her partner/children for HIV counselling and testing 

using a “family-centric approach” rather than a “ANC-centric approach” to ensure 
wellness of  the family.

•  Ensures sputum testing at District Microscopy Centres–Revised National Tuberculo-
sis Control Programme units for suspected TB patients. 

• Refers HIV+ couple/woman to ART for a CD4 test.
• Develops quarterly action plan and shares with the MOs and ANMs.
• Coordinates with the MOs, ANMs, and outreach workers for follow-up activities.
• Trains hospital nurses in pre- and post-test counselling.



Implementer Roles and Responsibilities

Auxiliary nurse 
midwives

ANMs play a major role in mobilising ANC attendees to access HIV prevention and 
care services. An ANM undertakes the following:
•  Registers all antenatal cases in the first trimester.
•  Counsels all ANC clients/spouses on the importance of  knowing one’s HIV status.
•  In cases in which the pregnant women tests positive, maintains shared confidential-

ity with RCHO. 
•  Mobilises all pregnant women in their second trimester to come to the ICTC camp at 

the PHC.
•  Accompanies the HIV+ pregnant woman to the hospital for delivery and ensures 

administration of  nevrapine.
•  Follows up with mother-baby pair at the PHC at six weeks, six months, 12 months, 

and 18 months.
• Provides periodic updates to the district RCHO through the PHC MO.
• Counsels women at six months on family planning methods.

Laboratory techni-
cian 

•  Draws blood samples of  women who have opted for testing and tests the sample for 
HIV infection.

•  Ensures that the blood is drawn and tested at the PHC itself, so results are available 
the same day.

•  Coordinates and draws blood of  HIV+ women who do not have access to CD4 test-
ing, transports blood sample to the ART centre, collects a CD4 report, and provides 
results to the client after documentation is complete.

Accredited social 
health activist

ASHAs support the ANMs in mobilising women for ANC and for HIV testing. They are 
presently more involved in routine maternal and child healthcare and less with HIV-
related activities. They are more actively engaged in PPTCT activities where the ANM 
posts are vacant.

Link workers Link workers across Karnataka, who are tasked with providing HIV prevention and care 
services to at-risk populations, including pregnant women in rural areas. They are 
involved in RCH-HIV integration activities and, specifically, the following: 
• Instrumental in getting ANC attendees registered with the Anganwadi worker.
•  Attends all the meetings called by AWWs (meetings for pregnant women, self-help 

group meetings, etc.) where the workers provide information on HIV services.
• Undertakes ART follow-up.
• Mobilises spouses of  HIV+ ANC attendees for counselling and testing.

Peer outreach 
workers/peer dis-
trict-level network-
ers

Peer outreach workers/educators and district networkers of  PLHIV networks help the 
HIV+ ANC attendee to 
• Disclose her status to her spouse (whenever the ANC attendee seeks help);
• Gently encourage the spouse/children for HIV counselling and testing;
•  Follow up on pre-ART registration, CD4 estimation, ART initiation, compliance with 

ART, mother-baby pairs, and family planning and psychosocial counselling; and
• Provide support on social entitlement and resolving legal issues.



4.6 MONITORING AND REPORTING SYSTEMS

4.7 COSTING THE INTEGRATION MODEL

Shared Confidentiality
Since ANMs are involved in mo-
bilising pregnant women for HIV 
screening and MOs have respon-
sibility for issuing Yeshaswini 
cards and making delivery plans 
for HIV+ pregnant women, it is 
essential for health profession-
als other than ICTC counselors 
to be aware of  the HIV status 
of  these individuals. The HIV+ 
status of  a woman is shared with 
the MOs and ANMs concerned. 
The woman is also informed 
about the importance of  sharing 
her HIV status with a specified 
group of  healthcare workers. The 
confidentiality of  the information 
beyond the specified group is 
assured. 

The purpose of  shared con-
fidentiality is to serve women 
better. For example, if  the ANM 
is aware of  a woman’s posi-
tive status, she can follow up at 
regular intervals to ensure that 
the woman is getting the treat-
ment needed. In some districts, 
such as Kolar, where the Posi-
tive People’s Network is strong, 
the outreach workers from the 
network play a major role in 
mobilising pregnant women. The 
link workers programme, imple-
mented by USAID-supported Kar-
nataka Health Promotion Trust 
and KSAPS, also plays a support-
ive role in mobilising pregnant 
women to seek HIV services.



Table 6: Type of Information Collected in Master Register

• Expected date of  delivery 
• Name of  the pregnant woman
• Age
• Patient identification digit (PID) number
• ICTC code
• Complete address
• Contact number
• Month of  pregnancy when registered
• Name of  ANM/ASHA and contact numbers
•  Name of  the MO PHC/MO ICTC and contact num-

ber
• Date when tested for HIV status
• ANC card number
• Yeshaswini card number
• Pre-ART/ART registration number 
• CD4 count/ART initiated (yes/no)
•  Whether transferred to another district (name the 

district to which transferred)
•  Confirmation slip from the delivery district RCHO 

received? (yes/no)
•  Transferred-in case? (yes/no) If  yes, from which 

district?
•  Date of  dispatch of  acknowledgement to ANC reg-

istration district RCHO?
•  Date of  dispatch of  Yeshaswini coverage form to 

FHPL?

• Names and location of  preferred hospital?
• Availability of  disposable safe delivery kits?
•  Availability of  nevrapine Tablets and Syrup in 

planned hospital?
• Date of  actual delivery?
• Conducted at which hospital?
•  Nevirapine tablet administered to mother at onset 

of  labour pains? (yes/no)
•  Syrup NVP administered to child within 72 hours? 

(yes/no)
•  Mother-baby pairs followed up at 6 weeks? (yes/no) 

If  yes, EID done for baby? (yes/no)
•  Mother-baby pairs followed up at 6 months? (yes/

no)
•  Mother-baby pairs followed up at 12 months? 

(yes/no)
•  Mother-baby pairs followed up at 18 months? (yes 

/no)
•  Whether HIV Rapid tests (3 tests) for confirma-

tion of  the baby’s HIV done at 18 months at ICTC? 
Yes/No

•  What is the HIV status of  the baby at 18 months? ( 
whether HIV+ or HIV–)

•  What is the CD4 percentage and pre-ART registra-
tion number of  baby? 







MOVERS & SHAKERS OF KARNATAKA INTEGRATION







5  RESULTS AND 
ACHIEVEMENTS



Table 8: Coverage of ANC Attendees Reached with Counselling, Testing, and Treatment before and after 
RCH-HIV Integration

ANC Details April 2007– 
March 2008

April 2008– 
March 2009

April 2009–
March 2010

Number of  ANCs Registered 272,263 585,459 803,551

Number of  ANCs pre-test counselled and tested for HIV 242,021 568,430 796,667

Number detected HIV+ 2,771 3,250 3,544

Number of  spouses tested 865 4,575 30,811

Number of  ANCs who received post-test counselling 215,728 536,412 769,504

Number of  MB pairs received NVP 1,118 1,617 2,200

Number of  babies of  HIV positive women coming for
follow-up at 18 months

99 334 446

Details of  PPTCT activities before integration with NRHM (April 07-Mar 08) 
and after integration with NRHM (April 08-Mar 09 and April 09-Mar 10)





“Making HIV services 
as an integral part of  the RCH 
programme particularly in rural 
areas has increased the par-
ticipation of  the community in 
accessing the HIV prevention and 
care services. The response and 
the accessibility of  community 
to the voluntary counselling and 
testing, prevention of  mother 
to child transmission, and ART 
treatment services demonstrate 
the community’s satisfaction.”

Dr. E.A.V. Ramanna Reddy, IAS
Secretary to Government,
Department of  Health and Family 
Welfare



6  LESSONS 
LEARNED AND 
CONSIDERATION 
FOR SCALABILITY 

6.1 CHALLENGES AND HOW THEY WERE ADDRESSED

“Openness and the 
commitment of  the authorities 
from the RCH and HIV prevention 
Programme at the State as well 
as at district level is the key fac-
tor in the success of  the integra-
tion.”

Shri Selva Kumar, IAS
Mission Director, NRHM







“The convergence of  
HIV with NRHM is one of  the 
best efforts made by former MD 
NRHM, Mr. Nilay Mitash. It was 
conceived and implemented 
beautifully. The leadership at the 
state level is very important to 
make this convergence happen” 

Swathantrakumat Banakar
RCHO Kolar



6.2 LESSONS LEARNT

“It was just not about 
mobilizing the community or 
pregnant women to access HIV 
services, but it was about build-
ing the commitment around the 
prevention of  Mother to Child 
Transmission. This is what has 
triggered participation of  the 
community in the HIV prevention 
and care programme” 

Dr. Ashok
DAPCU Officer, Udupi District.



How Did Karnataka Keep Preg-
nant Women at the Centre of the 
Response?
•  ANMs/ASHAs made periodic 

visits to the home or subcentre 
to monitor ANC progress and 
coordinate with the local Angan-
wadi centre for nutrition. 

•  The MO helped HIV+ pregnant 
women select a hospital for 
institutional delivery.

•  The MO ensured that nevirapine 
tablets and syrup, protective 
gear, and post-exposure prophy-
laxis drugs are available at the 
hospital where delivery will take 
place.

•  Transportation of  HIV+ preg-
nant women was arranged 
through (1) 108 emergency 
ambulance services (Emergency 
Management and Research 
Institute, EMRI), (2) hospital 
ambulance services (public and 
private sector), or (3) private 
transportation (Rs 200 from 
untied fund).

•  The ANM/ASHA accompanied 
HIV+ pregnant women in labour 
to the hospital and ensured 
administration of  nevirapine 
tablets to mother and baby.

•  The ANM/ASHA ensured fol-
low-up of  mother-baby pairs 
at 6 weeks and 6, 12, and 18 
months after birth.

•  Link workers were used to reach 
at-risk populations not ac-
cessed through ANMs/ASHAs to 
expand coverage.



















Percentage of Pregnant Women Who Tested Positive for HIV at Antenatal Clinics, by District and Type of 
Site, Karnataka, 2004–07 

District 2004 2005 2006 2007

DH* FRU* Total DH FRU Total DH FRU Total DH FRU Total

Bangalore Rural 2.80 2.30 2.50 1.50 0.25 0.88 1.00 0.00 0.50 0.25 0.00 0.13

Bangalore Urban 1.30 0.00 0.60 1.00 0.75 0.50 1.50 1.25 1.38 2.00 0.50 1.25

Bagalkot 2.80 2.50 2.60 3.25 2.50 2.88 2.00 2.25 2.13 0.25 1.00 0.63

Bellary 1.00 1.30 1.10 0.75 1.00 0.88 1.00 2.00 1.50 0.00 0.75 0.38

Belgaum 3.80 4.80 4.30 3.50 3.75 3.63 3.00 3.25 3.13 1.75 2.25 2.00

Bidar 0.80 1.00 0.90 0.50 1.25 0.88 1.00 0.75 0.88 1.00 1.25 1.13

Bijapur 2.00 0.80 1.40 4.25 0.00 2.13 1.75 0.73 1.23 1.50 0.50 1.00

Chamarajanagar 0.80 1.30 1.00 1.75 1.50 1.63 2.50 0.25 1.38 2.00 0.00 1.00

Chikamagalur 0.50 1.50 1.00 1.25 0.50 0.88 2.25 0.75 1.50 3.50 1.25 2.38

Chitradurga 0.80 0.80 0.80 0.75 0.50 0.63 0.50 0.00 0.25 0.50 0.00 0.25

Davanagere 1.00 3.30 2.10 1.75 1.00 1.38 2.00 0.75 1.38 0.50 1.00 0.75

Gadag 1.50 0.80 1.10 1.50 0.75 1.13 0.75 1.00 0.88 0.25 0.75 0.50

Gulbarga 2.00 2.50 2.30 2.00 3.25 2.63 1.75 0.00 0.88 5.00 0.56 2.74

Hassan 0.80 1.30 1.00 1.75 1.00 1.38 4.00 0.75 2.38 2.50 0.00 1.25

Haveri 0.80 0.50 0.60 0.25 0.50 0.38 0.25 1.00 0.63 0.25 0.25 0.25

Dharwad 1.80 4.00 2.90 4.75 0.50 2.63 1.00 0.75 0.88 0.50 0.25 0.38

Uttara Kannada 1.30 1.50 1.40 0.00 1.50 0.75 1.50 1.20 1.35 1.00 0.00 0.50

Kolar 1.30 0.30 0.80 1.00 0.50 0.75 1.50 0.00 0.75 0.25 0.50 0.38

Koppal 1.80 4.30 3.00 2.25 3.50 2.88 1.50 1.75 1.63 1.50 1.00 1.25

Mandya 1.30 1.00 1.10 1.25 0.75 1.00 0.25 0.25 0.25 2.25 0.25 1.25

Kodagu 0.30 1.30 0.80 1.00 0.50 0.75 0.50 0.50 0.50 0.25 1.25 0.75

Mangalore 2.50 0.30 1.40 0.25 0.50 0.38 0.25 1.25 0.75 0.25 0.00 0.13

Mysore 3.80 1.00 2.40 2.00 0.25 1.13 1.00 1.00 1.00 1.25 0.50 0.88

Raichur 1.30 1.00 1.10 0.75 2.50 1.63 1.25 1.50 1.38 1.00 0.00 0.50

Shimoga 0.50 0.50 0.50 1.25 0.50 0.88 1.00 0.00 0.50 0.00 0.75 0.38

Tumkur 1.30 1.80 1.50 0.75 1.25 1.00 0.50 1.00 0.75 2.25 0.00 1.13

Udupi 1.50 0.50 1.00 0.50 0.75 0.63 1.50 0.00 0.75 0.00 0.25 0.13

TOTAL 1.50 1.54 1.52 1.54 1.14 1.34 1.37 0.89 1.13 1.18 0.55 0.86

Source: India, 2008a. *DH = district hospital; FRU = first referral unit;     Increase      Decrease 





Rounds for the coverage of  
urgent backlog ANCs 

Target group to be covered Strategy

Round I EDD in August 2008 Daily rotation of  ICTCs to PHCs 
from 11/08/08 to 16/08/08 (Au-
gust 15 exempted)

Round II EDD in September 2008 Daily rotation of  ICTCs to PHCs 
from 8/09/08 to 12/09/08

Round III EDD in October 2008 Daily rotation of  ICTCs to PHCs 
from 15/09/08 to 20/09/08 



Month Target Group Strategy

September 2008 (it will be cam-
paign approach until the 20th of  
September)

1. EDD as Nov. 2008 +
2. All such ANC cases that have 
entered 2nd trimester

Daily rotation of  ICTCs to PHCs 
until 20th September 2008. Later 
revert to two times a week rota-
tion of  ICTCs to cover each PHC 
two times in a month.



October 2008 1. EDD as Dec. 2008 +
2.  All such ANC cases that have 

entered 2nd trimester

Two times a week rotation of  
ICTCs to cover each PHC two 
times in a month

November 2008 1. EDD as Jan. 2009 +
2.  All such ANC cases that have 

entered 2nd trimester

Two times a week rotation of  
ICTCs to cover each PHC two 
times in a month

December 2008 1. EDD as Feb. 2009 +
2.  All such ANC cases that have 

entered 2nd trimester

Two times a week rotation of  
ICTCs to cover each PHC two 
times in a month

January 2009 1. EDD as Mar. 2009 +
2.  All such ANC cases that have 

entered 2nd trimester

Two times a week rotation of  
ICTCs to cover each PHC two 
times in a month

February 2009 Those that have entered 2nd 
trimester *

Weekly rotation of  ICTCs (Thurs-
days)
Each PHC being visited once in a 
month

March 2009 Those that have entered 2nd 
trimester *

Weekly rotation of  ICTCs (Thurs-
days)
Each PHC being visited once in a 
month

 *Those who have an EDD in February 2009 are already covered in September 2008 when they enter the 2nd tri-

mester. So, from February onwards, there will be no backlog and only current month’s target of those entering the 

2nd trimester will have to be covered. 

 

























   



REPORT OF HIV+ ANC CASE





MASTER REGISTER

*EDD 
Month wise

Name 
of  the 
pregnant 
woman 

Age PID num-
ber

ICTC code Complete 
Address

Contact 
Number

Month of  
Pregnancy 
when regis-
tered

Name of  
ANM/ 
ASHA and 
contact 
number

Name of  
the MO 
PHC/MO 
ICTC and 
contact 
number

1 2 3 4 5 6 7 8 9 10

Date when 
tested for HIV 
Status

ANC card No Yeshaswini 
card no.

Pre-ART /ART 
registration 
number

CD 4 Count / 
ART Initiated 
Yes/ No

Whether Trans-
ferred Out to 
other district 
(Name the dis-
trict to which 
transferred 
out)

Whether con-
firmation slip 
from RCHO of  
Delivery Dis-
trict received 

Whether Trans-
ferred in case 
(Transferred 
in from which 
district )

11 12 13 14 15 16 17 18

Date of  
Dispatch of  
acknowledge-
ment to ANC 
registration 
district RCHO

Date of  
dispatch of  
Yeshaswini 
coverage form 
to FHPL

Names and 
location of  
preferred 
hospital

Availability of  
Disposable 
(safety) Deliv-
ery Kits 

Availability 
of  Nevirapine 
Tab and Syrup 
in planned 
hospital

Date of  actual 
delivery 

Conducted at 
which hospital?

Whether Tab 
NVP admin-
istered to 
mother at on-
set of  labour 
pains?

19 20 21 22 23 24 25 26

Whether syrup 
NVP adminis-
tered to child 
within 72 
hours?

Whether mb 
pairs followed 
up at 6 weeks? 
Yes/No. If  yes, 
whether #EID 
done for baby

If  EID is +ve 
whether CPT 
started Yes/No

What feeds are 
being given 
to the baby? 
EBM/EAF/ 
Mixed Feeds

Whether mb 
pairs fol-
lowed up at 
6 months ? 
Yes/No

Whether mb 
pairs fol-
lowed up at 
12 months? 
Yes/No

Whether mb 
pairs followed 
up at 18 
months? Yes 
/No

Whether HIV 
Rapid tests 
(3 Tests) for 
confirmation 
of  the baby 
done at 18 
months at 
ICTC? Yes/No

27 28 29 30 31 32 33 34

What is HIV 
status of  the 
baby at 18 
months ? +ve 
or -ve

What is the 
CD4 % of  
baby? Pre-Pre-
ART registra-
tion number of  
baby 

35 36



TRANSFER - IN FORM

Name of  District Transferred from (District)

RCHO Name
Dr.

RCHO Name
Dr.

EDD Name 
of  the 
pregnant 
woman

Age PID 
number

ICTC 
code

Com-
plete 
Address

ANC 
card No

Yeshas-
wini card 
no.

date of  
intima-
tion to 
FHPL

Names 
of  pre-
ferred 
hospital

 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Date Signature

Case Transfer Acknowledgement Slip

I, Dr. ............................................. , RCHO ............................ District have collected details of  HIV+ ANC 
from Dr. .................................................. RCHO.............................District and assure the DH&FWO that 
I will work up on the case and ensure safe institutional delivery in the institution of  her choice and ensure 
administration of  T. Nevirapine to the mother and Sy. Neverapine to the baby.

Signature with Seal:

Date:



TRANSFER OUT FORM

Name of  District Transferred to (District)

RCHO Name
Dr.

RCHO Name
Dr.

Signature of  RCH Officer of  ANC Registration District 

EDD Name 
of  the 
pregnant 
woman

Age PID 
number

ICTC 
code

Com-
plete 
Address

ANC 
card No

Yeshas-
wini card 
no.

Date of  
intima-
tion to 
FHPL

Names 
of  pre-
ferred 
hospital

 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

 
 
 

Date of  Receipt in Delivery District 

Signature of  RCH Officer of  ANC Registration District Date

Case Transfer Acknowledgement Slip (Send by speed post to RCH Officer of  the ANC Registration District)

I, Dr. ................................................. , RCHO ............................ District have received details of  HIV+ 
ANC from Dr. ...................................................... RCHO.............................District and hereafter it is my 
responsibility to ensure safe Hospital delivery in the institution of  her choice and to ensure administration 
of  T. Nevirapine to the mother and Sy. Neverapine to the baby. I confirm that I have entered the information 
at page no.................. of  the master register of  my district.

Signature with Seal: RCH Officer of  Delivery District

Date:



To:

Dr.

RCHO and DAPCUO:

District:

Given below are the details of HIV+ Pregnant woman who has delivered a baby in our hospital

Name of  the Mother:

W/o:

Address:

Name of  the Hospital:

Hospital in-patient (IP No.) number

ANC card number

Yeshaswini card number

PID number (given by ICTC)

Date of  admission:

Date and Time of  delivery:

Delivery conducted by:

Type of  delivery:
 

Normal

Forceps (not to be done for HIV+ ANCs)

LSCS

Nevrapine administered to mother by:
Name..................................................................................... at..............................Date& time-.................

Sy. Nevarapine administered to baby by:
Name..................................................................................... at..............................Date& time-.................

Name of  contact person of  the hospital:

Signature of  ANM/ASHA who has accompanied 
the pregnant women for delivery and is herself  
present at the time of  delivery

 

Signature with seal of  MO ICTC and for Yeshas-
wini Network Hospital in the jurisdiction of  the 
ICTC

Date: Date: 

Please Note: Signature of  the ANM/ASHA of  the Area who has accompanied the HIV+ve ANC 
and is present at the time of  Delivery
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1. Name of  the HIV +ve ANC:

2. Name of  the Husband/Partner:

3. Name of  Child (1st Child):

4. Name of  child (2nd child):

5. Name of  child (3rd Child):

6. Name of  Child (4th Child):

7. Name of  Child (5th Child):

8. Etc.

Note: If address given is outside your District/State inform DAPCU/DS at monthly meeting who will in turn inform the 

concerned DPACU/DS within 24 hrs. to follow-up the case. 

HIV+ Register to be maintained by the Counsellor of every ICTC for ANC cases & their family
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1. Name of  the HIV +ve ANC:

2. Name of  the Husband/Partner:

3. Name of  Child (1st Child):

4. Name of  child (2nd child):

5. Name of  child (3rd Child):

6. Name of  Child (4th Child):

7. Name of  Child (5th Child):

8. Etc.

Note: If address given is outside your District/State inform DAPCU/DS at monthly meeting who will in turn inform the 

concerned DPACU/DS within 24 hrs. to follow-up the case. 


