HIV Care/ART Card
The card has three parts: the face (which summarises key events, before and after enrolment into care); the encounter pages (where information about each visit is recorded; and the education and counseling page.

Purpose: To serve as a detailed record of clinical diagnosis and treatment.  Any member of the clinical team who sees the patient needs to be able to know key clinical details and what education and support the patient has been given on the previous visits, in order to know what to do on this visit. This card can also serves as a transfer document and basis of continuity of care. This is done by photocopying or scanning a copy in order to send it together with other transfer documents.  

When completed: The card is opened immediately a patient registers for chronic HIV care including ART and continuously updated on each visit. The card therefore should be kept at the facility. Initial visit details cover demographics, patient’s source and ART history. The remaining sections of the card can then be updated on subsequent visits by clinician.
Note: Do not open this card for patients who are yet not confirmed HIV positive. This includes those on PEP and HIV exposed infants; instead, a different card is opened for HIV exposed infants and is only transferred onto this card upon a confirmed HIV positive result.

Who completes: At first visit, depending on the set up of the CCC and staffing levels, a Doctor, Clinical Officer, Nurse, Health records officer or data clerk fills this form and on subsequent visits filled by a doctor, clinical officer or nurse. 

Note: This card should be part of the detailed patient file kept at the facility. It is not meant to restrict the provider only to the details on this card as such more pages (freeform or structured) for detailed information on treatment of acute problems may be required.
a) Face of the Card

	Datum
	Instructions

	Facility Name
	Write the name of the health facility enrolling the patient into HIV care 

	Patients Clinic Number
	This not the same as the unique ID. It is a link number to other services received in this facility. These numbers are usually allocated from the OPD registry.

	Patients Name
	Write patients three names starting with the first  name( Given name) followed by the middle name and last name(surname)

	Unique Patient  Number
	Enter a unique identifier allocated to the patient once enrolled into HIV care. This number will be transferred from this to the Pre-ART register in column (c) and takes the format:
Facility # from the Master Facility List (MFL) - Patient Serial Number
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Where;

· The first five digits represent the health facility number (e.g. 11740 for Port Reitz District Hospital as allocated by MFL.

· The last five digits represent a sequential number generated at the CCC by the officer responsible for registration of ART patients e.g. health records officer, nurse or data clerk.(e.g. 00001 for the first patient into HIV care in this facility.

In this example, the resultant unique number would be written as 11740-00001. 

Note: This nomenclature replaces the system that has been in use since 2006, which was province code + district code + patient serial counter.

	Date of Birth

Age
	Date should be in the format dd/mm/yyyy. If patient does not know the day but only knows the month and the year the day shall be set to 15th of that month.

If the patient only knows the year but does not know both the day and the month, Enter June for the month and 15th for the day.

Ensure that all date cells are entered. Record the age of the patient as at her or his last birth day. 

Note: 
· This data is very important especially for non-routine analysis like register review for in-depth analysis. As such do not use categories such Female Adult or Male Child, because that is what you need for reporting routinely. This data is transferred to column (e) of the Pre-ART Register.

	Sex
	Write M for male or F for female. 

Note: Sex here means the biological make up of a patient. This data element is transferred to column (f) under Pre-ART Register and column (e) of ART register.

	Postal Address
	This is PO BOX # address or Private Bag (include postal code.)

	Telephone Contact
	Enter the telephone number for the patient.  This can be a fixed line or mobile (cell). If the number belongs to the patient write “own” against the number else write the owner of the number.

	District / Location/ Sub location/ Nearest  Health Centre

landmark
	Write down the name of the district where the patient is currently residing. The location and sub-location. 

Enter the landmark details (landmarks differ depending on different  geographical area)  e.g  

 -In urban area settings; state the Estate name, Phase number/court name, and , house number.

 -In a rural area, state the nearest feature e.g school, Health centre, church, or any other nearby physical feature.

This information is useful in patient follow up.

	Marital Status 
	Tick whichever applies, in the box provided to the right of each category (Married Monogamous, Married Polygamous, Divorced, Widowed, cohabiting or Single).

NB: For children, leave all categories unchecked. Singe should only be selected for patients who have never been married (this should include those who may be currently engaged).  

	Treatment Supporter(s)
	Treatment Supporter is someone who lives with or near the patient, and helps them with their treatment. (During preparations for ARV therapy, a health worker may help the patient choose the Treatment Supporter.)

Write down the name of treatment supporter and his/her address the postal address and telephone number – and indicate the owner of the number. Indicate the relationship of the supporter to the patient. Incase the treatment supporter changes over time, update with the details of the new one. 

	Entry Point
	Enter the following the following:

· PMTCT (ANC, Maternity and Post Natal clinic)
· VCT
· TB Clinic
· OPD 
· IPD-Adult 
· IPD-Pediatric 
· MCH-child( mother is captured under PMTCT),
· Other,  for all others - write the source in full (e.g. STI)

	Transfer-In
	Enter the date this patient was received and enrolled into CCC at your health facility. Record the name of referring facility, the district in which it is and the date this patient started ART incase he/she is already on ARVs. 
Note: Transfer-ins, are those patients who have already been enrolled into chronic HIV care or they have commenced ARVs from other CCCs.  All TI patients should produce a referral document before they are accepted for continuity of HIV care.  If no referral document is produced, the receiving facility should reinitiate the patient.

For patients who transfer in with documents and are already on ARVs, remember to extract the date they started treatment and record it on the card. 
Note: The labels “Date Started ART” and “Date Started on 1st Line Regimen” will contain the same date value if the patient is a TI.

	ART History
	This is for patients ever on ARVs either for any purpose. For patients who report having used ARVs before, write down their drug history by listing down the purpose, (eg PEP, PMTCT or ART if the patient cannot provide documentation) individual drugs or combinations and for each and the date the drug was last taken.

Note: This information is better extracted from the transfer documents. Verbal reports from patients will be in most instances inaccurate.

	Date Patient Confirmed HIV+ 

Where? Test was Done
	Write the date the patients HIV status was confirmed positive (+ve). Copy this date from the transfer documents or Lab test result slip. Date should be written in the format dd/mm/yyyy in the space provided. 

Indicate place/department, where this test was done.

	Date Enrolled in HIV Care Clinic
	Record date patient is newly enrolled into chronic HIV care. This is not the same as the date patient was put on ARVs This date should be in the format dd/mm/yyyy.

If patient is a transfer in, get this date from the referral documents

	WHO Stage
	This is WHO Stage at time of enrolment into chronic HIV care. It should not be confused with stage at commencement of ART. This is found on the ARV therapy section of this card and on the ART register col (i).

	Known Drug Allergies
	In the space provided the clinician will write any known allergies to drugs in this patient. The information can be from the verbal report by the patient or past medical history if patient has been using this facility before then.


HIV Status of Family Members
This section is meant to link the index (owner of this card) to other members of the nuclear family for purposes early HIV diagnosis, disclosure and strengthening the network of support. This information should be given freely by the index as coercing may infringe on privacy of some family members, who may have chosen not to receive care in this facility for a reason.
	Datum
	Instructions

	No.
	List order of the family member. For example the first member in the list will be “1” and their four listed members, the number for the last member will be “4”.
Note: In large families, family members should be limited to the spouse and the four youngest children in the house.

	Name of Members
	Enter the name of the family as provided by the index.

	Age
	For children younger than one year, please enter the age in weeks expressed as a fraction of 52 thus “34/52” other record in years as at the last birthday.

	Relation
	This is the relationship between this index and the listed individual. If the listed person is a son, “son” will be recorded. 

Note: You may need to probe on relationships such as “son” and “daughter” so as to separate them from nephew and nieces. They latter category may be freely switched for the former in some family settings.

	HIV Status
	Ask if the patient know about this family member having tested for HIV. If the patient does not know, enter “DK” for “don’t know”. Where a patient knows about the family member having tested for HIV ask for the results and record either “P” for positive or “N” for negative”.

Note: In the event that the index knows about a family member having been tested but does not know the results on this visit:
· If the test was done in this facility and a record exists, the health worker may need to update from the other person’s record.
· If the index can provide the information on subsequent visits, leave this column blank until the information has been provided.

	In Care?
	For those members with known HIV positive status, ask the index if those patients are receiving any care for the CCC.

	CCC Number
	This information can be obtained from the index if one has access to the other patient’s record. Otherwise, this information should be obtained by the health worker.

Note: It may not be feasible to obtain this number if the listed family member receives care from another facility.


ARV Therapy 

	Datum
	Instructions

	Date Medically 

Eligible Reason for Eligibility
	Write the date a patient was declared medically eligible for ARVs. This date should be in the format dd/mm/yyyy. 

For a patient whose eligibility is through clinical staging only, tick clinical in the box on the left and the write the WHO stage below it as: (1,2,3 or 4).

For a patient whose eligibility is through CD4, tick CD4 in the box on the left and write the CD4 count or percentage (%) in the lower cell. 

For a patient whose eligibility is both through clinical and CD4,  tick both the clinical and CD4 boxes and indicate  WHO stage and CD4 count or percent (%) appropriately.

	Date Start ART 1st  Line Regimen 
	Date of Start 1st Line: Enter the date the patient was started/commenced on first line regimen. Date should be written in the format dd/mm/yyyy

 

	Cohort 
	Record the month and year in which this patient was commenced on ART. For example a patient enrolled in January of 2010 will belong to the cohort denoted “JAN2010”.  Please abbreviate the month to three letters as shown in the example. This is the same entry made in the first row of the ART register. SEE instructions on how to complete the ART register.

Note:  This information is used to update the ART register for patients transferring in with records from other facilities. Each of the transfers-ins must be allocated to the appropriate cohort in the receiving facility. 

	Regimen
	1st Line regimen: In the space to the right of the label ‘’Regimen’’, enter the drug combinations. Unlike  in the ART Register where the drug combination codes (eg 1A) are used, on this card, the actual drug combination should be written, (e.g d4t(30)-3TC-NVP)

	Weight (kg)
	Indicate weight of patient in Kgs at commencement of ART. This must be rounded off to one decimal place e.g 40.534kgs = 40.5 Kgs

	Height (cm)
	Write the height in children, the measure is in centimeters

	WHO Clinical Stage
	This stage is not necessarily the same as the stage recorded at time a patient is declared medically eligible. However, if the date of commencement of ART and date medically eligible are the same, then two will be same. It is also possible that they can be the same if the patients WHO stage has not changed since declared medically eligible.

	Date Substitute Within 1st Line Regimen
	Below the label (date), enter the date when the substitution was done.  Dates should be in the format dd/mm/yyyy.



	New Regimen (1st Line)
	Below the label (new regimen), enter the drug combination of the new regimen, (e.g d4t(40)-3TC-NVP

	Reason(s) for Substitution
	Enter the code indicating why substitution occurred.  Codes for reasons of substitution are located at the bottom of the card and on codes description page on the third page of the card. The codes are 1 thru 7.

Note: 

Pregnancy:
A woman in her first trimester may have her drug substituted/stopped to safeguard the pregnancy.

Risks of Pregnancy:  

Depending on the condition of the pregnant woman, she may develop a condition that might put the pregnancy at risk if continued on the drugs.  The clinician may then substitute/stop the drug.  

	Date Switched to 2nd Line Regimen
	This is the date a patient is moved from the first line to a 2nd line regimen. The date format of dd/mm/yyyy applies.

	New 2nd Line Regime
	Write the drug combination for the 2nd line regimen  eg AZT(300)-ddI(125)-LPV/r

	Reason for Switch
	Enter codes 8, 9,or 10 for reason to switch to the second line

	Substitute within 2nd Line regimen
	Below the label (date), enter the date when the substitution was done.  Dates should be in the format dd/mm/yyyy.



	New Regimen
	Below the label ‘New Regimen’ enter the drug combination of the new regimen, (e.g AZT(300)-ddI(200)-LPV/r

	Reason for Substitution
	Enter the code indicating why substitution occurred.  Codes for reasons of substitution are located on the lower part of the card. The codes are 1 thru 7. The reasons are the same for substitution within the first line regimen, therefore use the same code numbers provided in the box “Why SUBSTITUTE or SWITCH codes”.   

	Date Patient Transferred out 
	Below label (Date), enter the date when the patient was transferred out.  Dates should be in the format dd/mm/yyyy.

	To Where
	Below label (Where?), enter the name of facility/institution and district the patient is being transferred to.

	Date Patient Died
	For DEATH, enter the date the patient died.  For clients that die outside an institution, this information is obtained by follow-up if possible, or reports from treatment supporter, relatives, and friends. 

Note: Once this information has been recorded, this card is closed and no further entries are made to the document.

	ART Treatment Interruptions
	Date of interruption

Indicate the date in the format  (dd/mm/yyyy)
Reason for interruption

Write in the reasons for treatment interruption. These are Lost to follow up or Stop. A box for the reasons at the bottom of the card and explained below:
STOP: If a patient has stopped ARVs, indicate ‘’STOP’’ 

LOST to follow-up:
Indicate lost to follow-up if a patient is declared lost to follow-up. Different facilities may institute different dispensing schedules. For example, some facilities may ask patients to report for drug pickup several days before the patients drugs actually run out because any miss-out for drugs creates a bad resistance.  A patient should not be declared lost to follow up if they do not come on the appointment date but still have drugs from the previous supply.  However, a patient is declared lost to follow-up(3/12) if they have run out of drugs and have not come back to pick up the next supply and 3 months attempts by CCC staff to trace patient have failed.  Enter LOST TO FOLLOW-UP 
Date Restarted ART after STOP or LOST to follow-up

If patient restarts, indicate the date of restart (dd/mm/yyyy). Conditions for restart are determined by the clinician and reasons don’t have to be reported on this card but may be written on the freehand patient file inserts.  


HIV Care/ART Card
b) Inside of the card - Individual Visitation Details - Initial and Follow-up Visits
	Description
	Row ID
	Instructions

	Visit details
	Date
	(a)

	In this row, write down the date of this visit in the format dd/mm/yyyy starting with the initial in the first visit. 

	
	Type
	(b)
	If this is a scheduled visit (from an earlier appointment – row (ad)), tick in the box provided in the right corner of the cell. To the right of the box write “SF” for self is the patient came to the facility and “TS” for treatment supporter, in the event that the patient is ill and someone else has to pick the drugs for him or her. If TS is entered, the row for this visit will be blank except row (v) if the drugs have been dispensed. If the person that has picked the drugs is different from the support on the face of the card, use the blank spaces (outside row v) to write the name of details of the supporter.

Note: The first visit has no tick box as this is an initial visit which may not arise from an earlier appointment.

	Duration Since ART/Current Regimen
	(c)
	Write the number of months the patient has been on ART. This is difference in months between “Date Start 1st Line” on the face of the card and the “date of this visit” in row (b). If the patient has been on ART for less than one month, record weeks appropriately as: 1 week, 2 weeks or 3 weeks. If this is the visit on which ART is started, write "0" in the row against that visit.

	
	(d)
	If a patient changes regimens, write a backslash “/” and thereafter, record the number of weeks or months the patient has been on the new regimen (beginning with “0”).

	Weight (Kgs)/Oedema(+/-)
	(e)
	Enter weight of patient at this visit.  The figure should be rounded off to one decimal place.  Compare this weight with the weight at start of ART.  If the patient is below 60 months, oedema (+ or -) should also be recorded and enclosed in the braces to the right

	Height (cm) in children
	(f)
	On each visit record and write here the height in centimetres

	Pregnancy Status

	(g) 

(h)
	· If the patient is pregnant, enter the antenatal care (ANC) number in this row and the EDD in row (h). If referred for PMTCT use (ab) to record “PMTCT” as the referral destination. 

· In the case of a reported recent induced abortion, record AB in row (g) and the date of the abortion in row (h).

· If a miscarriage is reported, write MC in row (g) and the date of miscarriage in row (b)

	Family Planning Status
	(i)

(j)
	If a client is not pregnant or client is male, and is on family planning enter FP, in row(i) and in (j) record the (FP) method using the codes below which can also be located on the third page of the card:

C = condoms                                                             

ECP = emergency contraceptive pills dispensed 

OC = oral contraceptive pills                                         

INJ = Injectable

IMP = implant                                                                

IUD = intrauterine device

LAM = Lactational Amenorrhea Method                       

D = diaphragm/cervical cap

FA = fertility awareness method/periodic abstinence   

TL = tubal ligation/female sterilization

V = vasectomy (partner’s)                                            

UND = undecided
Note: If client is using two methods, both should be written down.

On the other hand, if a patient is not pregnant and is not on family planning enter NOFP in (i) and record the reason for not being on FP in (j). Possible reasons for not being on FP are coded below:

WP    =  Wants to get pregnant

UP     = Thinks can’t get pregnant

NSex =  Not sexually active now

If the patient has not been of FP but wants FP, enter WFP for “wants FP” and assess for unmet need. If a method is provided on this visit, record the method by entering method codes provided.

	TB Status


	(k)

(l)
	Enter the following:

NO Signs = In (k) if no signs TB from previous assessment. 

TB Suspected = In (k) if a patient is clinically or radiologically suspected to have TB but not confirmed through laboratory tests.

TB Rx = In (k) if patient is already on treatment followed by the TB treatment number and in (l) record the TB treatment start month.
ND = If screening was not done
Note: Refer to the TB codes on the inside page of the CCC card. If patient’s sputum is sent for testing on this visit record in (x) and if patient is referred for further investigation record in the referral row (ab). If TB drugs are dispensed, they should be recorded  under other medicines in row(s)

	Potential Side Effects
	(m)
	Potential side effects. Record the potential side effects using the abbreviations in the list at the bottom of the encounter page, or write out the whole word. "Potential" is used because it is sometimes unclear whether a new sign or symptom is a side effect or another problem. If other, write in symptoms or signs.

Nausea        Rash
      

Headache   Diarrhoea         

Anaemia     Jaundice
Fatigue
ABdominal pain     

FAT changes
BN burning/numb/tingling         
CNS: dizzy, anxiety, nightmare, depression 

	New opportunistic infections  and other problems
	(n)
	Write the word or highlighted letter for the code of the opportunistic infection. These problems can be related to HIV, ART, or problems of unknown cause.

The coding for OIs is on the third page of this card.

In children record any nutritional problems using the codes as follows:

SCM=Severe complicated malnutrition

SUM= Severe uncomplicated malnutrition

PWG=Poor weight gain

Note: This is a proposed list; clinicians can enter any other OIs not listed here. 

	Clinical Stage
	(o)
	Refer to the most recent local guidelines on “HIV Care and ARV Therapy and Prevention” for the appropriate staging. Since the new guidelines allow shifting patients up and down the stage even while on therapy, the stage entered for the patients will be differentiated thus:

· For a patient not yet on ART, just enter 1, 2, 3, 4 appropriately.

· For patients on therapy the stage is prefixed with “T” to signify that patient is on treatment. Examples: T1, …T4.

	Cotrimoxazole  

adherence 

and Dispensing
	(p)

(q)
	If patient is on cotrimoxazole, after assessing for adherence, write  the actual adherence percentage or ‘G’ for Good, “F” for Fair, and “P” for “Poor” adherence. This is recorded in row (p) using the guide below

Adherence

Missed doses per month

%

1 x daily dosing

2 x daily dosing

G(good)

≥ 95%

<2 doses

≤ 3 doses

F(fair)

85-94%

2-4 doses

4-8 doses

P(poor)

< 85%

≥ 5 doses

≥ 9 doses

 In (q) record the number of doses of CTX dispensed on this visit. The entries should be in this format: doses/days.

Note: On CTX given for prophylaxis should be recorded here. If CTX is given for treatment, record it under “other medicines dispensed” in row (s)

	IHN 
	(r)
	Record INH pills dispensed for TB Preventive Therapy (PBPT) 

	Other medicines 

dispensed 

(incl. nutritional supplements)
	(s)
	Enter the generic name, dose and frequency for any drugs or any other medication dispensed during this visit. ARV, CTX for prophylaxis and INH should not be included here. If (k) = TB Rx, TB drugs should be included here if dispensed on this visit

	ARV drugs Adherence/Dispensed
	(t)

(u)

(v)
	For adherence (t), use the instructions for CTX row(p). To complete row(u) if adherence is either poor or fair the following codes are used:

1  Toxicity/side effects 
10 Inability to pay 
2  Share with others
11  Alcohol

3 Forgot

               12  Depression

4 Felt better 
               13 Pill burden

5  Too ill

14  Other (specify)
6  Stigma, disclosure or privacy issues        

7  Drug stock out—dispensary     

8  Patient lost/ran out of pills        

In row (v), in this order  (regimen/dosage/days) write the regimen (in full), number of doses (quantity of drug(s) prescribed) and how many days the drugs will cover.

If the drugs are concurrently provided under PMTCT, write “PMTCT” against the drugs. 

	Laboratory Tests Done

(CD4, HB, ALT and others)
	(x)

(y)

(z)

(aa)
	Enter the results of the tests done CD4 count or percentage, HB, ALT.

Note: The type of test and its results must be appropriately recorded in the correct cells and against the date of clinic visit on which they were done and not against the date the patient comes to pick up the results. For tests not ordered on this visit, leave the appropriate cells blank. 

	Referred To

Hospitalized
	(ab)
	A patient can be referred for other specialized services such as dental, PMCT or gynecology, Record this point appropriately.

If hospitalized there is a need to update the row on the number of days the patient spent in hospital. The hospitalization period is between two appointments. This therefore can only be done on subsequent visits and recorded in the square braces [  ].

Note if patient must be referred, or if you need to consult with the clinician. If the patient has been hospitalized, enter the number of hospital days in square brackets.

If the patient is being given nutritional support, capture this in the referral column using the codes: 

TF   = Therapeutic Feeding (if <2yrs)

IFC  = Infant Feeding Counselling (if <2yrs)

FS   = Food Support
EBF, ERF, MF = Infant Feeding Practices

	At Risk Population
	(ac)
	Next to the label “Positive Prevention” write over the grayed text by inserting the appropriate category of at risk population or positive prevention. The codes are:

At Risk Population

DC= Discordant Couple;   MSM; IDU; SW; cSW= Clients to SW
Service

CC- couple counselling

RR-  targeted risk reduction

C- Condom promotion/provision

NSP- Needle and  syringe programmes
 

	Next Appointment date
	(ad)
	Enter the date when the patient is scheduled for the next visit.

Date should be in the format dd/mm/yyyy

	Clinicians initials
	(ae)
	On each visit, the clinician who attends to the patient should write his/her initials for that date in the space (cell) provided.


HIV Care/ART Card
c) Last page of the card - Follow-up education, support and preparation for ARV therapy page (last page) 
The back of the HIV care/ART card lets the team keep track of the status of the patient’s education, support and counseling services offered. 
Note: It is recommended that this page is not bound together with the preceding pages of the card. This is so to enable local teams edit the information on the page to make it relevant to a category of patients. For example, if the card is being used on a child, some of the current information may need adjustment/or replaced.

