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WHO tracing 
guidance

○ Benefit of encouraging/facilitating 
some individuals to return to care and 
back onto life-saving ART

○ Recommend tracing despite low-
certainty evidence



Feasibility & prioritization 
(1/3)

○ No cost-effectiveness data on tracing

○ Cost depends on:
1. Missed appointment verification 

systems (to limit unnecessary 
tracing)

2. Who is prioritized for tracing
3. When tracing efforts start and stop
4. What tracing method(s) are used



Feasibility & prioritization 
(2/3)

Tracing should focus on those with 
missed visits (not LTFU) and 
abnormal results

With limited resources and many clients 
returning on their own shortly after a 
visit date: 
Tracing should not take place 
before a client is 7+ days late for a 
missed appointment



Feasibility & prioritization 
(3/3)
Due to limited resources and clients 
returning late: 

Tracing should prioritize people at 
higher risk of morbidity and 
mortality
1. Initiated past 6 months with CD4<200
2. Abnormal results – for example CrAG+
3. People not initiating ART
4. People overdue for clinical consults or 

lab tests (above refill only visits)



Why is it 
important to 
understand tracing 
studies?

○WHO’s guidance on tracing is based on these 
studies, 
PLUS 

→They can provide additional insights into how 
to make  tracing more effective and for who……



Meets definition for 
tracing (LTFU/time since 

missed appt) from 
electronic M&E systems

Verification processes

Remains LTFU/missed 
appt

Trace
(telephone/home visit)

Alive but stopped 
ART

= Disengaged
Died

Transferred care 
elsewhere

(formal/silent)

In care 
same facility
Poor records

Died
Cross reference with national 

death registry

In care same facility
Folder/lab data review

DSD model?

Transferred
Lab data

Tracing 
studies 
approach



Retention corrected using
Lab data

Use of lab data to reduce 
unnecessary tracing 
(determine who is in care 
elsewhere)

South African ART cohort 
retention when matched 
against lab data
Clients initiating ART 
01/04/2004- 31/12/2006 
(database closure 
31/12/2012)

Fox et al 2018

Verification processes

https://doi.org/10.1371/journal.pmed.1002589.g001


Use of national vital 
registration system/death 
registry to reduce 
unnecessary tracing 
(determine who has died)

South African clinic
Clients LTFU in 2008

Fox et al 2011

Verification processes

Died
Cross reference with death registry

https://doi.org/10.1371/journal.pmed.1002589.g001
https://pmc.ncbi.nlm.nih.gov/articles/PMC2951133/pdf/nihms236472.pdf
https://doi.org/10.1371/journal.pmed.1002589.g001


Transfer In care at 
the same 
facility

Disengaged
(Alive stopped 
ART)

Death

Wilkinson et al
Systematic 
review and 
meta-analysis
(2015)

Tracing studies
Both missed appts 
& LTFU 
2003-2013

18.6%
Silent 
transfers

3-29%
(never dis-
engaged)

28.6% 38.8% 
(30% in post 
2007 
studies)

Bailif et al
6 country 
sample tracing 
study
(2021)

LTFU (>60 or >90 
days) 2014-2017
Traced 2017-2019
Lesotho, Malawi,
Mozambique, South Africa, 
Zambia, and Zimbabwe

Alive in care from record 
check: 13%
Alive in care from tracing: 
29%
Total 42%

20% 11%

Ssemwogerere
et al 
Tanzania 
(2022)

LTFU (>90 days) 
2017-2021
3 large public 
facilities (n=740)

76% 
Silent 
transfer

1.9% 
(re-engaged)

5% 13%

Latest systematic review (now old) + recent tracing studies all 
show many people traced in care at the same facility or 

elsewhere

https://onlinelibrary.wiley.com/doi/epdf/10.1111/tmi.12434
doi:%2010.1093/cid/ciab428
https://doi.org/10.1186/s12981-022-00471-2
https://doi.org/10.1186/s12981-022-00471-2


Take-aways (1/2)

○ Limited impact if traced months after LTFU. 
(Tracer contact did not causally increase patient 
return to HIV care among those LTFU.) More 
useful for actioning missed appointments
(Beres et al 2021).

○ Re-engagement rates are higher in the first 
two weeks post-tracing LTFU list. Likely 
similar for missed appointments, with impact 
diminishing quickly, limiting benefit of repeated 
follow-ups beyond 2-3 attempts (Beres et al 
2021).

https://pmc.ncbi.nlm.nih.gov/articles/PMC8683971/pdf/JIA2-24-e25853.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC8683971/pdf/JIA2-24-e25853.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC8683971/pdf/JIA2-24-e25853.pdf


Take-aways (2/3)

○ Over time tracing has increased identification of silent transfers and 
disengagements with reduction in deaths (Zurcher et al 2018)

○ The higher the % of all LTFU/missed appointments traced, the more silent 
transfers identified (Wilkinson et al 2015)

○ Newer verification/tracing studies showing high % silent transfers 
(Ssemwogerere et al 2022, Etoori et al 2022, Pry et al 2023) 

○ Short tracing periods, increase % still in care at the same facility (poor 
capturing/records) (Wilkinson et al 2015)

https://pmc.ncbi.nlm.nih.gov/articles/PMC5580236/pdf/nihms893909.pdf
https://onlinelibrary.wiley.com/doi/epdf/10.1111/tmi.12434
https://doi.org/10.1186/s12981-022-00471-2
https://doi.org/10.1371/journal.pgph.0000296
https://bmjopen.bmj.com/content/13/5/e070384
https://onlinelibrary.wiley.com/doi/epdf/10.1111/tmi.12434


Take-aways (3/3)

○ The longer tracing takes, increase % deaths (Wilkinson et al 2015, Ballif et al 
2021)

○ Higher % deaths in people LTFU on ART <1 year (Ballif et al 2021)

○ Fewer people traced if only using telephone calls (20 vs 60%) (Zurcher et al 
2018)

○ When tracing is only phone calls, lower % deaths identified (likely % people 
who have died not successfully traced) (Wilkinson et al 2015; Zurcher et al 2018)

https://onlinelibrary.wiley.com/doi/epdf/10.1111/tmi.12434
doi:%2010.1093/cid/ciab428
doi:%2010.1093/cid/ciab428
doi:%2010.1093/cid/ciab428
https://pmc.ncbi.nlm.nih.gov/articles/PMC5580236/pdf/nihms893909.pdf
https://pmc.ncbi.nlm.nih.gov/articles/PMC5580236/pdf/nihms893909.pdf
https://onlinelibrary.wiley.com/doi/epdf/10.1111/tmi.12434
https://pmc.ncbi.nlm.nih.gov/articles/PMC5580236/pdf/nihms893909.pdf


Prioritization
“When there is no explicit 
prioritization, it happens 
implicitly and can lead to 
greater inequity and reduce 
overall impact of tracing”

○ Develop a priority order for tracing categories 
of clients with missed appointments

○ Biggest impact first….. 

1.

Newly on ART with AHD

Higher risk of death 

Contact detail more likely to be 
correct?

……… Last:

On ART >1 year + undetectable VL

More likely to have sourced ART 
elsewhere or silently transferred or 
will come back as soon as possible



Remember WHO
prioritization 
guidance

Tracing should prioritize people at 
higher risk of morbidity and 
mortality
1. Initiated past 6 months with CD4<200
2. Abnormal results – for example CrAG+
3. People not initiating ART
4. People overdue for clinical consults or 

lab tests (above refill only visits)



Example: 
South Africa



Key 
elements: 
Tracing 
process

○ Monitoring systems in place

○ Identify eligible and prioritized clients for tracing

○ Co-ordinate with outreach teams

○ Respectful and consensual tracing

○ Supportive and non-judgemental encouragement 
to return to care



Enabling effective 
tracing
Tracing process: 
Client supported

1. Obtain consent to trace (explain why: abnormal results or missed appointments 
to check person is okay?)

2. Update contact details at every visit – explain why

3. Clarify tracing preferences – by phone call, SMS, WhatsApp and/or home visit.

o Communicate and ensure HIV status will never be disclosed during tracing 
processes. 

4. Document in specified place in clinical stationary



1. Optimized monitoring systems

2. Tracing SOP (focus for today)

i. Clarified roles and responsibilities

ii. Verification processes

iii. Methods/Timing

iv. Feedback/documentation approach

3. Funded logistics for tracing – phones, airtime, transport etc

4. Tracing indicators? For priority categories?

5. Tracing system audit processes

Enabling effective tracing
Tracing process: System supported



○ EMR generated tracing reports? 

○ Calculates days after a missed 
appointment for tracing?

○ Categorises missed appointments by 
priority order? Using ART start date, 
CD4<200, abnormal labs red flag, 
overdue for VL

Consider feasible sustainable EMR  
supported verification steps: 
Checks against lab system/death 
registry/registration at other ART sites
○ Possible from a database perspective? 
○ Possible process within centralized 

tracing call centre? 

1. Optimized 
monitoring 
system 



1. Clear roles and responsibilities:

○ Clinic staff: responsible for generating 
tracing reports, verifying clients for 
tracing, communicating with phone 
tracers + community-based tracers, 
recording feedback 

○ Phone tracers (at the clinic or 
centrally)

○ Community-based tracers

2. Tracing SOP

2. Specify feasible clinic-based 
verification steps
○ Check national database system if it 

exists
○ Check folder – attended/DSD client?
○ Check DSD model register?
○ Check lab data – tests done 

elsewhere?

3. Specify tracing process:
i. Check client consent and 

preferred tracing mechanism
ii. Specify method/timing:  
○ Timing of phone call or SMS/WhatsApp 

messaging 
○ How many calls/messages before 

home visit
○ Number of home visits

iii. Set out feedback process
iv. Set out documentation process



Topic Lore Ipsum



○Biggest barrier to effective 
tracing!

○ Every clinic needs a necessary funded 
logistics: Phone lines/mobile phones, 
airtime, transport etc.

Do we need to start thinking out of 
the box…..what can sustainably be 
centralized?  Verification? Call 
component? District based mobile 
teams?

3. Logistics



4. Tracing indicators?
5. Tracing QA

○ Decide on critical reporting requirements 

○ possibly priority categories tracing 
outcomes?

○ Ongoing tracing system quality 
improvement assessments/process audits

Etoori et al 2020

https://doi.org/10.1080/16549716.2020.1755115
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