NATIONAL AIDS CONTROL PROGRAMME-INDIA
CARE, SUPPORT & TREATMENT

1. Introduction

The Care, support and treatment of PLHIV is an important component of National AIDS
Control Programme Phase Il (NACP-IIl) and aims to provide comprehensive management to
PLHIV with respect to prevention and treatment of Opportunistic Infections, Antiretroviral
therapy (ART), psychosocial support, home based care, positive prevention and impact
mitigation.

The free ART services were introduced on 1% April, 2004 in eight government hospitals
located in six high prevalence states. Since then, the services have been scaled up to 272
centres providing ART to more than 3,22,000 patients across the country. In order to
facilitate the delivery of ART services nearer to the beneficiaries, concept of Link ART centre
(LAC) was conceived and presently 350 LAC have been established.

All the diagnostic as well as therapeutic services related to ART are provided free of cost to
all PLHIV. Any person who has a confirmed HIV infection is subjected to further evaluation
for determining whether s/he requires ART or not by performing CD4 count and other
baseline investigations. All those eligible as per national technical guidelines are started on
ART.

2. Delivery of HIV treatment and care services:

The delivery of care and treatment services for people living with HIV/AIDS is provided
through a three- tier structure. The various levels where HIV care and treatment is provided
are ART centre, Link ART centre and Centres of Excellence. ART Centres are linked with
Community Care Centres for a comprehensive package of services. There is close linkage
with Revised National TB Control programme as depicted below:

Three Tier Structure for HIV treatment

PLHIV
identified at
ICTC’s




Roles of each facility in providing care, support and treatment is described below:
2.1 ART centres

The ART centres have been established mainly in the in the Medicine Department of
Medical colleges and District Hospitals in the Government Sector. However some ART
centres are functioning in the sub district and area hospitals also. The centres are set up
based on prevalence of HIV in the district/region, volume of PLHIV detected and capacity of
the institution to deliver ART related services. The main Objective of Anti-retroviral Therapy
(ART) Centres is to provide comprehensive services to eligible persons with HIV/AIDS
including ART. NACO supports additional personnel (doctors, counsellors, nurses,
pharmacists, data managers and community care coordinators) at these centres based on
patient load. NACO also provides facilities for CD4 testing at these sites and supplied ARV
drugs, CD4 kits and provision for drugs required for treatment of Opportunistic Infections.

Objectives:
1. To screen PLHIV for eligibility to initiate ART based on clinical staging and CD4 count
2. To monitor patients on Pre ART Care and initiate ART as and when they become
eligible

3. To monitor patients on ART and manage side effects, if any

4. To diagnose and treat Opportunistic Infections timely and also prophylaxis to
prevent Ols

5. To provide in-patient care as and when required.

7. Educate PLHIV and their care givers on nutritional requirements, hygiene and
measures to prevent transmission of infection

8. Provide comprehensive package of services including condoms and prevention
education

9. To facilitate linkages between other service providers

10. To provide psychological support to PLHIV accessing the ART centre

11. To provide counselling for adherence to ARV drugs

12. To advise for risk reduction behaviour including usage of condoms

2.2 Centres of Excellence (COE)
At present, following 10Centres of Excellence have been established across the country.

Maulana Azad Medical College Delhi

Sir Jamshetjee Jejeebhoy Medical College & Hospital Mumbai
Byramjee Jeejabhoy Medical College & Hospital Ahmedabad
Post Graduate Institute of Medical Sciences Chandigarh
Gandhi Hospital, Hyderabad

Bowring & Lady Curzon Hospital, Bangalore

School of Tropical Medicine , Kolkata

Regional Institute of Medical Sciences, Imphal

Govt. Hospital of Thoracic Medicine, Tambaram

10 Banaras Hindu University, Varanasi
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Besides routine functions of ART centres, their main responsibilities include, provision of
second line and alternate first line ART, training, research work and mentoring of ART
centres linked to them. Assessment of patients with suspected treatment failure to first line
ART for initiation of second line ART is done by an expert panel known as State AIDS Clinical
Expert Panel (SACEP) constituted at these COEs. In addition, 2" Line ART is now also being
made available at following 5 upgraded ART centres labelled as ART Plus centres:

Govt. Medical college, Aurangabad

Byramjee Jeejebhoy Medical College & Sasoon Hospital, Pune
Govt. Medical College, Nagpur

Govt. Medical College, Salem

Govt. Medical College, Surat
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2.3 Link ART Centres (LAC)

During the course of up scaling of ART services, it was observed that distance, travel time
and costs are the main constraints to access to ART services and adherence to treatment. As
the treatment is life-long and drugs are provided on a monthly schedule, PLHIV faced
inconvenience which was one of the reasons for poor drug adherence, lost to follow up &
missed cases. To make the treatment services more accessible and facilitate delivery of ARV
drugs to the PLHIV, Link ART Centers were established located mainly at district/sub- district
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located at the Integrated Counseling and Testing centres (ICTC) which further helped in
linkage between ICTC and ART services.

The main functions of LAC are monitoring patients on ART, drug distribution to patients on
ART, treatment of minor Ols, identification and management of side-effects. At present
there are 365 functional LAC in 25 states. It is proposed to gradually scale up LAC to 600 by
2012. As part of mid-term review, an assessment of the LACs scheme was undertaken which
revealed that regularity of ARV drug pick-up and patients ’satisfaction have increased
significantly and cost and time on travel to access ART has decreased.

2.4 Community Care Centers (CCC)

Community Care Centers (CCC) play a critical role in providing treatment, care and support
to people living with HIV/AIDs (PLHIV). CCCs are linked with ART Centers and ensure that
PLHIV are provided (a) counseling for ARV treatment preparedness and drug adherence,
nutrition and prevention (b) treatment of Opportunistic Infections (c) referral and outreach
services for follow up and (d) social support services. These Centers are mandated to seek
better community and family response towards PLHIV through family counseling. For better

treatment outcome, the centers provide families of PLHIV couns el i ng on

nutritional needs, treatment adherence and psychological support. These centres are run by
NGOs selected through a vigorous selection process.

Presently there are around 292 CCCs operational and it is planned to have a total of 350
CCC’ s acr osdnsherieifewyeas.unt r y
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ART Centre: Referral and Linkages

ART Centre

Community ACD 4 Testing
Care APre ART Care
Centre AOI Management
AART

Centre of
Excellence

3 Care, Support and Treatment Services.

RNTCP
HIV-TB

No of ART Centers

272

No of Link ART Centers

369

No. of Community Care Centers

287

PLHIV Ever Registered with ART Centers

962917

PLHIV on ART

322561

As on 30" April 2010, 3,22,561 patients are receiving free of ART in Govt. & other
supported heath care centres. Nearly a million PLHIV have got themselves registered at the

ART centres. ART Scale up during the last 4 years is depicted below:

ART SCALEUP IN INDIA
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3.1 Criteria for starting ART and regimen used under the national programme
The ART is offered free of cost to all People Living with HIV/AIDS (PLHIV) who are
eligible clinically as per the National AIDS Control Organization Guidelines.(ART

Guidelines May 2008, updated April 2009).



Guidelines for ART initiation

WHO Clinical Stage CD4 count (ceIIs/mm3’

l. Treat if CD4 count< 250
. (if b/w 250- 300 repeat after 4 weeks)

1. Treat if CD4 count < 350

V. Treat irrespective of CD4 count

Specific situations:
1. HIV & Tuberculosis: (start Efavirenz based regimen)

a) Pulmonary TB & HIV: start ART between 2 weeks to 2 months of initiation of
ATT for all patients with CD4 < 350 cells/mm? (for patients with CD4 count
>350 cells/mm?, defer ART)

b) Extra Pulmonary TB & HIV: start ART between 2 weeks to 2 months initiation
of ATT in all patients irrespective of CD4 counts (special attention to monitor
hepatotoxicity)

2. HIV & Pregnancy:

a) WHO stage | & II: start ART at CD4 < 250 cells/mm? (if between 250- 300,
repeat after 4 weeks)

b) WHO stage lll: start ART at CD4 < 350 cells/mm? ( with strict monitor of
adverse affects of nevirapine)

c) WHO stage IV, start ART irrespective of CD4 count.

3.2 ART Regimens:

The ARV drugs are available as Fixed Drug Combinations for first line, alternate first line
and second line regimens in order to ensure good levels of adherence, ease in logistics
related issues and ensure uniformity all across the country.

NACO ART Regimen

Regimen |

Zidovudine + Lamivudine + Nevirapine

First line regimen

Regimen | (a)

Stavudine + Lamivudine + Nevirapine

First line regimen

Regimen Il

Zidovudine + Lamivudine + Efavirenz

First line regimen

Regimen Il (a)

Stavudine + Lamivudine + Efavirenz

First line regimen

Regimen Il

Tenofovir+ Lamivudine + Nevirapine

Alt. First line regimen

Regimen Il (a)

Tenofovir + Lamivudine + Efavirenz

Alt. First line regimen

Regimen IV

Zidovudine + Lamivudine + Lopinavir/Ritonavir

Alt. First line regimen

Regimen IV (a)

Stavudine + Lamivudine + Lopinavir/Ritonavir

Alt. First line regimen

Regimen V

Tenofovir + Lamivudine + Lopinavir/Ritonavir +
Zidovudine

Second line regimen

Regimen V(a)

Tenofovir + Lamivudine+ Lopinavir/Ritonavir

Second line regimen




3.3 Technical & Operational Guidelines

The following technical and operational guidelines have been developed by the National
AIDS Control Organization to ensure that uniform levels of care is delivered across all health
care facilities in the country

1. Guidelines for ART in adults & adolescents

2. Guidelines for ART in children

3. Guidelines for prevention and management of common Opportunistic infections
and malignancies among adults and adolescents

4. Post Exposure Prophylaxis guidelines

5. Technical guidelines on second line ART in adults and adolescents

6. Technical guidelines for alternate first line ART in adults

7. Technical guidelines for second line ART roll out in children

8. Guidelines for Care of the Exposed child (early infant diagnosis)

9. Operational guidelines for ART centres

10. Scheme/ Operational Guidelines for the Centres of Excellence

11. Operational guidelines for Link ART centre

12. Operational guidelines for Community Care Centres

13. Guidelines for HIV care for prisoners

14. Guidelines for Airborne infection control

3.4 Strengthening the capacity of laboratories for CD4 testing:

Presently 211 CD4 machines are installed in the country to take care of 272 ART centres. In
some centres where there is no CD4 machine a linkage is established with a nearby CD4
machine where by samples are collected and transported by Technician and patient does
not have to go to another site to get CD 4 test done. The CD 4 kits are procures=d centrally
and supplied to all sites with mechanism to ensure there are no stock outs

4. Monitoring and Evaluation

A standardized set of reporting formats and tools have been developed and are used by all
facilities to ensure that uniform reporting. These include

Pre ART register

ART enrolment register

Patient ART record (White Card)

Patient ID card (Green Book)

Drug stock register

Drug dispensing register

Monthly report format for reporting of on first line ART

Monthly report format for reporting of adult patients on second line ART
Monthly report format for reporting of children on second line ART
Monthly CCC reporting format
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In the monthly ART centre reporting format and the patient white card detailed information
about the patient is entered. Starting from address to socio- economic status, employment



status, level of education, information about any high risk activity, any present and past
clinical presentations, CD4 counts, etc is mentioned in the records.

4.1 Technical Resource Groups:

Technical Resource Groups have been constituted on ART, Paediatric issues, Lab. services
and CCCs for discussion and recommendations on various technical and operational issues
relating to the programme and matters relating to major policy issues. These TRGs meet
periodically to incorporate any modifications/ changes required in the guidelines.

4.2 Supply Chain Management for ARV Drugs

One of the most vital components of drug adherence is continuity of supply of drugs to the
Centres. Monitoring is done centrally for all ARV drugs based on monthly consumption and
stocks at the centres. As per guidelines, all ART Centres must have a minimum of 3 months
stock of drugs. In case of shortage, re-location of drugs is done in order to ensure that there
are no stock outs. The supply chain management of ARV drugs is done by a dedicated
Logistic Coordinator appointed at NACO.

4.3 Supervisory/ Mentoring Mechanism

For close monitoring, mentoring and supervision of ART Centres, various states have been
grouped into regions and Regional Coordinators have been appointed to supervise the
programme in their regions. Currently there are 11 Regional Coordinators in various parts of
the country. The Regional Coordinators visit each allotted ART Centres at least once in two
months and they send regular weekly and monthly reports to NACO. Periodic meetings of
Regional Coordinators are held at NACO to review various issues pointed out by them. In
addition, officers from the State AIDS Control Society (SACS) have been appointed who
monitor CST related activities in the state. NACO & SACS officials also visit particularly those
centres which have not been performing satisfactorily or are facing problems in
implementation of the programme

4.4 Smart Card

The Smart Card Project has been initiated to strengthen the monitoring and evaluation
framework of the National Anti-Retroviral Treatment programme in India. This project will
help people who suffer from HIV to be mobile and still have access to the same quality of
treatment and care in any part of the country. In particular, it addresses the following issues
that are specific to HIV/AIDS:

1. Much of the affected population is mobile. This card will help in accessing care and
support in all parts of the country (presently in 7 states)

2. Monitoring of treatment to ensure adherence to the treatment plan is essential to
prevent the patient from becoming drug resistant;

3. The patient’s information can be kept

disease;
4. Acts as a portable medical record;
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Plays a crucial role in time-sensitive emergency situations;

Gives a cheaper alternative for storing data using the latest technology;

7. Generates a set of important MIS reports that are immune to human errors; can act
as early warning signals; help in decentralized decision making; can help in setting
regional priorities;

8. Prevents misuse of health subsidies.

o

Application Software for the Smart Card system has been developed and the project
implementation will begin during 2010-11.

5. Training for ART personnel & Centres of Excellence:

As a pre requisite for establishing the treatment Centres, the recruited contractual staff
have to undergo a 12 day training at the institutions that are identified for training. Apart
from the training of counselors and doctors at the ART Centres, the faculty team (consisting
of 10 senior level persons) from the institute is also identified and trained. For this purpose,
16 training centres have been identified across the country. The various types of trainings
undertaken by NACO for its staff at the ART centres/ Link ART centres and Community care
centres are summarized below:

Faculty training (specialist training)

ART centre medical Officer training (SMO/MO)

LAC/CCC medical officer training (MO)

Counselor training

Data entry operator training

Laboratory technician

To o To To Do Do I

Pharmacist training

6. Roll out of Second line ART:

he patients started on ART can continue on first line ART for a number of years if their
adherence is good. However, over the years some percentage of PLHIV on first line ART will
develop resistance to these drugs due to mutations in virus. Hence a need was felt for
providing second line ART also as ART programme matured over the years. The rollout of
second line ART began form Jan. 2008 at 2 sites -GHTM Tambaram, Chennai and JJ Hospital,
Mumbai on a pilot basis and has now been expanded to 10 centers of excellence from Jan
2009. Presently, 1215 patients are receiving second line drugs at these 10 centers. The
second line ART costs nearly Rs 32,000 per patient per year as compared to Rs 5000 for first
line ART per patient per year.




No. of patient on Second line ART

450 398
400
350 -
300 -
250
200

- 123
133 65 —a S0 87

i i . 61 a5 54
50

° = B = — == — =
> 2> o =) > < o X
2 &2 s =4 3 & 2 &
S & X S & Nl 2° <@ S
< o +° 23 N & & & &
o S S S 8 o A ¥ 3 o
& € > o X & o > &
S
Q;\é\ < <° [<Sa

7. Alternative first line ART:

It has been observed that a small number of patients initiated on first line ART experience
acute/chronic toxicity/intolerance to first line ARV drugs necessitating change of ARV drugs
to alternative first line drugs.

Presently the roll out of Alternative first line ART is restricted to 10 Centers of Excellence
across the country. However, all 272 centers have been linked to 10 Centers of Excellence
for second line & alternative first line ART. For evaluation of patients for initiation on second
line and alternate first line, State AIDS Clinical Expert panel (SACEP) has been constituted at
all 10 Centers of Excellence (COE). The members of this panel are:

e Nodal Officer of COE/ART centre,
e One more ART expert (from a panel of experts selected by NACO)
e Regional Coordinator/Jt. Director (CST) / Consultant (CST) at SACS

These panels meet once in a week for decision on patients referred to them with treatment
failure / major side effects.

8. HIV- TB linkage:

It is estimated that nearly 2.3 million people are infected with HIV in India and considering
the estimated 40% of the Indian population is infected with Mycobacterium tuberculosis,
around one million persons are estimated to be HIV infected TB patients. Active TB disease
is the most common opportunistic infection amongst HIV infected individuals. It is estimated
that, in India, 55-60% of AIDS cases reported, had TB and it is one of the leading cause of
death in PLHIV. This is further substantiated by the fact that an HIV positive person has 50-
60% lifetime risk of developing TB disease as compared to an HIV negative person who has a
lifetime risk of 10% of developing the TB disease. An HIV infected person newly infected
with TB has higher chances of developing the disease. The rate of progression from infection
to disease is also ten to thirty times higher among HIV-TB co-infected than among patients
infected with TB only. The best way to prevent TB is to conduct prompt ediagnosis &
provide effective treatment to people with infectious TB. This interrupts the chain of



transmission and can thus prevent the disease burden of HIV-TB co-infected cases.
Therefore, the primary intervention is to further establish and expand strong cross referrals
and linkages between the existing service delivery sites of RNTCP and NACP like DMCs, ART
centers/ CCCs/ICTCs and thus improve the diagnostic facilities & treatment options for the
HIV-TB co infected patients.

A line list of co-infected persons has been prepared by NACP and RNTCP. This will ensure
fast tracking of patients co- infected with HIV and TB and also ensure proper treatment.
Guidelines have also been jointly prepared byCentral TB Division and HIV- TB division at
NACO for training of medical officers on TB diagnosis and treatment posted at ART centres.

9. Maeasures for Air borne infection control

Airborne pathogens are smaller than droplet (less than 5um) and remain suspended in the
air for a long period of time. They are transmitted when people inhale contaminated air.
Examples of conditions include Pulmonary Tuberculosis, Measles, Varicella, Severe Acute
Respiratory Syndrome (SARS) and Swine flu caused by A (H1IN1) virus. Air-borne pathogens
in health care environment pose considerable risk to immune-compromised patients who
may inhale fungal spores, bacteria & viruses. Air borne microorganism can lead to life-
threatening infections, costing health care services substantial amount every year. Control
of airborne infectious agents, in health care facilities is critical both to effective health care
and to the control of direct and indirect health care costs. In regards guidelines have been
developed and specific instructions have been given to the centres.

10. Guidelines for HIV care for prisoners
Patients in prison have the same rights for health care just like those outside. HIV/AIDS is a
serious health threat for prison populations in many countries, and presents significant
challenges for prison, public health authorities and national governments. There are 1305
prisons in India (Central Prison 93. District Prison-257,Sub-Prison 850, Open Prison-2, Special
prison 28, Women prison 17, Borstal Institution-13 and Juvenile and Lunatics Camps-13)
having the authorized capacity of 2,14,241.

It has been also found that the prison conditions increase the progression of HIV and the
onset of AIDS and death. Prison environment governs the nutrition provided, status of stress
& Opportunistic Infections in the positive inmates. Crowded, poorly ventilated cells increase
the risk of TB for all prisoners. One study conducted in South African prisons found that 90-
95% of deaths in prison are AIDS-related, primarily in conjunction with TB.

Thus prisons represent an intervention opportunity, a chance to reach a high risk segment
of the population that might otherwise be missed. Health care, treatment, and education
have been identified as the critical aspects. The guidelines for testing and Care in prisons
have been developed and shall be implemented soon.

11. ART services in Other Sectors

It is understood that all the patients who require ART will not necessarily be accessing
government health set-up and a significant number will be getting treatment from private
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sector, NGOs & other institutional/workplace health care facilities. Some of the steps
already taken in this direction are:

X NACO is partnering with Confederation of Indian Industries (Cll), IBT, FICCI &
other corporate sectors on workplace intervention & providing of care,
treatment & other support to people living with HIV/AIDS.

X NACO is in regular interaction with its intersectoral partners like ESI, Railways,
SAIL, paramilitary forces, defense, and NGO sector.

X Give number of PPP sites and number of patients with them

12. National Paediatric HIV/AIDS initiative

The National Pediatric HIV/AIDS Initiative was launched on 30™ Nov 2006 and currently
there are nearly 66,871 CLHA have been registered in HIV care at ART Centres and currently
19,500 CLHA are receiving ART across 272 ART centres. Out of these 272 centres, seven ART
centers have been upgraded as Regional pediatric Centers that provide comprehensive
specialized services to Children with HIV AIDS. These centers are also to be the nodal points
for research in Pediatric care.

ART SCALE UP IN INDIA (CLHA)
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12.1 Regional Pediatric Centres (RPC):

These seven Regional Pediatric Centres are situated in hospitals specially for children. Their
main work is to provide second line ART to children, do research, mentor ART centres as per
allocation and treatment of complicated cases. The seven RPC’s are

Indira Gandhi Institute of Child Health (IGICH), Bangalore
LTMG, Sion Hospital, Mumbai

Jawahr Lal Nehru Hospital, Imphal

Kalawati Saran Hospital, New Delhi

Medical College, Kolkata

Niloufer Hospital, Hyderabad

Institute of Child Health, Chennai
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12.2 Care of the Exposed Child

HIV disease progresses very rapidly in young children, especially in the first few months of life, often
leading to death. Addressing HIV/AIDS in children especially infants below 18 months is a
significant global challenge. HIV-infected infants are the most vulnerable of all patients. HIV
infected infants frequently present with clinical symptoms in the first year of life. Where
diagnostics, care and treatment are not available, studies suggest that 35% of infected
children die in the first year of life, 50% by their second birthday, and 60% by their third
birthday. A critical priority in caring for HIV-infected infants is accurate and early diagnosis
of HIV. The diagnosis of HIV infection in infants younger than 18 months is different from
that in adults

With the tremendous expansion in HIV programme in PPTCT, ICTC, ART (for adults and children)
including access to Early Infant Diagnosis (EID) for HIV testing of infants < 12 months old —it is now
possible to ensure that HIV-exposed and infected infants and children get the required essential
package of care. The EID programme is being rolled out in phased manner through 767 ICTCs
and 181 ART Centre in the country.

Objectives of the programme are:

1. To identify the HIV-infected child early, prior to the development of clinical disease
during the first months of life;
To reduce pediatric mortality and morbidity due to HIOV/AIDS; and

3. Toinitiate ART in an infant with rapidly progressing HIV-disease.

12.3 Pediatric second line:

While the first line therapy is efficacious, certain proportion of children shall show evidence
of treatment failure. There is not much data on the failure rate on the Nevirapine based ART
in children. However, the WHO estimates that the average switch rate from first to second
line ART of 3% per year for adults (Prioritizing Second-Line Antiretroviral Drugs For Adults
And Adolescents: a Public Health Approach. Report of a WHO Working Group Meeting,
WHO, Geneva 2007). It is likely that the similar rates are applicable for children as well.
WHO estimates (based on current average switch rates of 3% per year) that by 2010, in the
absence of price reductions, The current WHO guidelines for switching stipulate that clinical
disease progression or a drop in CD4 cell count to pre-treatment baseline or fall of 50% from
peak value are signs of treatment failure, and are recognized not to be sensitive for
detecting early replication of HIV due to emerging HIV drug resistance. It is important to
have reliable estimates of the failure rate so as to plan roll out of second line therapy and
plan the logistics. Till these estimates are available, the figure of 3% rate for switch from first
line to second line ART may be used for the planning of the program.
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The various regimens available under the National Program for children affected by

HIV/AIDS are:

Regimen P |

Zidovudine + Lamivudine +
Nevirapine

Preferred paediatric regimen for new initiation

Regimen P I (a)

Stavudine + Lamivudine +
Nevirapine

For children with H

Regimen P ||

Zidovudine + Lamivudine +
Efavirenz

preferred for children on anti-tuberculosis
treatment; Hb >9 g/dL and weight > 10 kg

Regimen P Il (a)

Stavudine + Lamivudine + Efavirenz

for children on anti-tuberculosis treatment; Hb

<9 g/ dL and wei ght
Regimen P Il Abacavir + Lamivudine + For patients not tolerating AZT or d4T on a NVP-
Nevirapine based regimen
Regimen P Il Abacavir + Lamivudine + Efavirenz | For patients not tolerating AZT or d4T on a EFV-
 (a) based regimen
Regimen P IV Zidovudine + Lamivudine + For patients not tolerating both NVP and EFV,
Lopinavir/Ritonavir and Hb >9 g/dL
Regimen P IV Stavudine + Lamivudine + For patients not tolerating both NVP and EFV
(a) Lopinavir/Ritonavir and Hb <9 g¢g/dL
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Patients Alive and on ART in India as on: April 2010

Month -April 2010 9.6 Total number of patients alive and on ART
S VI No. of ART Total Total Total
centers (Adult) (Pediatric)
1 Andhra Pradesh 38 65516 3672 69188
2 Arunachal Pradesh 1 28 0 28
3 Assam 3 893 36 929
4 Bihar 6 5625 268 5893
5 Chandigarh 1 1544 154 1698
6 Chhatisgarh 4 1494 122 1616
7 Delhi 9 6981 616 7597
8 Goa 1 966 63 1029
9 Gujarat 16 15056 803 15859
10 Haryana 1 1575 95 1670
11 Himachal Pradesh 2 813 89 902
12 Jammu & Kashmir 2 522 40 562
13 Jharkhand 2 1447 103 1550
14 Karnataka 33 38848 2958 41806
15 Kerala 7 4273 232 4505
16 Madhya Pradesh 7 3578 242 3820
17 Maharashtra 50 71528 5060 76588
18 Manipur 7 5243 426 5669
19 Meghalaya 1 86 3 89
20 Mizoram 1 686 52 738
21 Nagaland 5 1660 100 1760
22 Orissa 4 2335 87 2422
23 Pondicherry 1 536 59 595
24 Punjab 5 4916 294 5210
25 Rajasthan 6 6831 463 7294
26 Sikkim 1 35 1 36
27 Tamil Nadu 36 39556 2546 42102
28 Tripura 1 118 1 119
29 Uttar Pradesh 10 11121 644 11765
30 Uttaranchal 2 579 53 632
31 West Bengal 9 6101 310 6411
. T 272 300490 19592 320082
32 Sector(SAIIl_?l;cglr,;eaci'lc\?v;ayls,defence) 2458 21 2473
GRAND TOTAL 302948 19613 322561
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