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Abstract

Background: By 2021, Pakistan had an estimated 210 000 people living with HIV (PLHIV), and 27% of those initiated into
treatment in 2020 had disengaged from care within one year.

Aim: We assessed the effectiveness of an intervention to re-engage PLHIV lost to follow-up into care in Pakistan.

Methods: Between September 2020 and May 2021, the Association of People Living with HIV (APLHIV) implemented
a search and rescue intervention for PLHIV lost to follow-up in 2 large treatment centres in Pakistan. The centre staff
reviewed records to identify those not in care for > 6 months and from September 2020 to May 2021, the APLHIV tracked
them through telephone calls and home visits to re-engage them into care. We used SAS version 9.4 to analyse the data and
univariate logistic regression to identify factors associated with disengagement and becoming untraceable.

Results: Among the 4184 PLHIV registered (74% male), 36% (1517) (83.9% male, 15.4% female, 0.7% transgender) had
disengaged from care. APLHIV members tracked 696 (46%) of them; 295 (42%) were deceased and 325 (47%) were re-
engaged into care. Reasons for disengagement were long distance from the ART centre or lack of resources (45%), injecting
drug use (19%), adverse effects of antiretroviral therapy (9%), disinformation (9%), no male family member to accompany
them to treatment centre after the death of husband (3%), and no reason given (15%). Injecting drug users and males were
more likely to be lost to follow-up, and males were more likely to be untraceable.

Conclusion: This community-led intervention successfully re-engaged many PLHIV into care. The community-led re-
engagement intervention should be upscaled to reduce loss to care and follow-up in Pakistan, especially among injecting
drug users and male PLHIV.
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those initiated on treatment (2,4,5). By the end of 2021,
only 23% of PLHIV were aware of their status and
14% were receiving treatment (1). In 2020, a treatment
outcome study in Pakistan showed that more than
one-third of patients who started on treatment did not
return for the second month visit and only a quarter
of patients were retained in care by 12 months (2). In
2020, the COVID-19 pandemic exacerbated treatment
disengagement among PLHIV: 26.7% of 990 who
initiated ART in 2020 were lost to follow-up by the
end of 2020 (unpublished Ministry of Health report).
This excessive loss of individuals from care prompted
the need for a “search and rescue” initiative as an
emergency operation to re-engage on ART PLHIV who
had dropped out of care. We evaluated the search and
rescue intervention in terms of its effectiveness in re-
engaging PLHIV into care.

Introduction

UNAIDS estimated that, in 2021, there were 38.4
million people living with HIV (PLHIV) worldwide
(1). Between 2011 and 2021, the number of new HIV
infections and deaths decreased to 1.5 million and 650
000, respectively (1). Globally, in 2020, 85% of PLHIV
knew their status and 88% were receiving treatment
(1). In the WHO Eastern Mediterranean Region,
prevention, diagnosis and treatment are lower than at
global levels (2). UNAIDS estimated that in 2021, there
were 430 000 PLHIV in the Eastern Mediterranean
Region (1). Only 41% of these PLHIV knew their status
and 27% were on antiretroviral therapy (ART). In the
same year, UNAIDS estimated that there were 42 000
new HIV infections and 19 ooo HIV-related deaths.

Unlike the global trend, the HIV epidemic in
Pakistan is continuously increasing, particularly
among injecting drug users, men who have sex with
men, and transgender people (1). In 2021, UNAIDS
estimated that there were 210 000 PLHIV (1), and in
2020, there were 25 000 new infections in the country

Methods
Study design and setting

(3). There has been slow progress in the HIV response,
attributed to low case finding and low retention of

This novel community-led approach located, counselled
and assisted PLHIV who werelost to follow-up to return to
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care. The intervention adopted the WHO-recommended
principles of using peer-led models to improve treatment
outcomes and retention (6). It complied with the new
clinical and service delivery guidelines of WHO on
interventions to track people who have disengaged from
care and to provide support for re-engagement into care
(7). The search and rescue initiative used peers to track
individuals who were reported as lost to follow-up,
with up to 3 attempts, to contact them and encourage
them to return to care. We documented the outcomes,
including the reasons for disengagement, and compared
the demographics and population types with those of the
living individuals who had been registered in care and
active on HIV treatment.

The Association of People Living with HIV/AIDS
(APLHIV) implemented the intervention from 1
September 2020 to 30 May 2021 in the 2 antiretroviral
treatment (ART) centres with the largest number of
patients on treatment in Pakistan: the Pakistan Institute
of Medical Sciences in Islamabad, and the Hayatabad
Medical Complex in the Khyber Pakhtunkhwa Province.

Ethics considerations

APLHIV used peers to contact PLHIV who were reported
as lost to follow-up. APLHIV trained their peer trackers
on the key principles of the interventions including: (1)
dignity and respect for the client’s choices as overarching
principles;(2) exercising caution nottobreach the patient’s
confidentiality while tracking; (3) the right of PLHIV
to verbally consent to participate in the intervention,
based on informed choice while being provided with
facilitation; and (4) completion of all study procedures
without coercion. Verbal consent was obtained from all
the participants. Every client had the right to accept or
reject the intervention. If PLHIV refused to consent, they
were not recorded in the tracking log and not included
in data analysis. Peer trackers recorded the outcome of
the intervention on the tracking log anonymously, using
a unique ART identification code. The data analysts
reviewed and analysed the data using a version of the
database that did not have personal identification data
and used unique identification codes to link the complete
list of PLHIV and the loss to follow-up tracking tool.

This study evaluated a programme intervention
implemented as part of routine programme
implementation. We used secondary data from the
national AIDS programme from Pakistan. Therefore, it
was deemed unnecessary to obtain institutional ethics
approval. It was also not eligible for ethics committee
review as per WHO and national requirements (8).

Definitions

According to the Pakistan National AIDS Programme
guidelines, an individual is considered lost to follow-up
if they have not presented to care for 6 months since
their last scheduled appointment or drug pick-up date.
Individuals re-engaged into care include those who were
previously lost to follow-up but have reported back to the
ART centre and re-initiated into treatment. Individuals

on silent transfer include those on treatment who have
registered and continue their treatment in another
facility.

Intervention

From 1 September 2020 to 30 May 2021, an intervention
team of PLHIV peers comprising a tracking coordinator,
peer trackers, data entry officers and the national
management information system coordinator. Once the
data from the national management information system
were received, the team reviewed the records of patients
registered at the 2 ART centres between 5 October 2013
and 30 December 2019. The records included the status
of the patients (alive/deceased) and their ART status
(pre-ART, on ART and lost to follow-up). The APLHIV
tracking team listed all PLHIV identified as lost to follow-
up, excluding those already confirmed as deceased. The
tracking coordinator grouped the list of individuals
geographically, and assigned 3-5 PLHIV, at a time, to a
peer tracker for field tracking.

Peer trackers reviewed the location of the PLHIV
and identified potential informants among community
members. After the peer trackers had identified the
home or contact details for 1517 PLHIV lost to follow-up,
they made at least 3 attempts to contact the individuals
through telephone or home visit (Figure 1). The peer
trackers counselled and encouraged each contacted
patient to return to care. For PLHIV who had relocated out
of the country or individuals reported as deceased, a close
acquaintance of the patient served as an informant. The
peer trackers used a spreadsheet-based data collection
form (tracking log), which included the name of the ART
centre, unique ART identification code, gender, date of
birth, whether ART ever initiated, ART start date, date
of last visit, date of first contact for re-engagement into
care, the reason for loss to follow-up, and date of resumed
ART visit. Among the 696 PLHIV who were successfully
tracked, the peer trackers documented the final outcome
as: (1) re-engaged into care at the same centre (n = 325); (2)
silent transfer (n = 62); (3) relocated out of the country (n
= 14); or (4) deceased (n = 295). The tracking coordinator
along with peer trackers ascertained the outcome of the
intervention and informed the national management
information system coordinator to update the status of
the PLHIV in the national database at weekly meetings.

If the PLHIV refused to consent, they were not
recorded in the tracking log and not included in the
data analysis. Peer trackers recorded the outcome of the
intervention on the tracking log anonymously, using a
unique ART identification code.

Data analysis

The data analysts reviewed and analysed data using
a version of the database that had no personal
identification data and used unique identification codes
to link the complete list of PLHIV with the lost to follow-
up tracking tool. The main study variables included ART
centre, gender, population group and treatment category.
We divided the dataset into 2 main centres: Pakistan
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Figure 1. Process and outcomes of search and rescue intervention, Pakistan Institute of Medical Sciences, and Hayatabad Medical

Complex, Pakistan, 2020-2021

3 attempts to contact
PLHIV lost to follow-up
via phone and home
visits

PLHIV lost to
follow-up identified
(n=1517)

PLHIV = people living with HIV

Institute of Medical Sciences and Hayatabad Medical
Centre as a reference. We categorized gender into 3
groups: male, transgender, with female as the reference.
We categorized population group as injecting drug
users, men having sex with men, transgender including
transgender sex workers, migrants, and male and female
sex workers, with the general population used as a
reference. Treatment stage included pretreatment and
on treatment.

We described the sociodemographic characteristics
of PLHIV active on treatment and those lost to follow-
up at the Pakistan Institute of Medical Sciences and
Hayatabad Medical Centre. We analysed the outcome of
the intervention among PLHIV who were successfully
tracked and recorded the reasons for disengagement
from treatment. We compared the characteristics of
those lost to follow-up with those still in care in terms
of gender, population group and treatment centre, using
univariate logistic regression. Among individuals lost to
follow-up, we compared those who were not tracked with
those successfully tracked in terms of gender, population
group, and centres using univariate logistic regression.
We used SAS version 9.4 to conduct the data analyses and
set the significance level at 0.05.

Re-engaged to
treatment
(n = 325)

Deceased
PLHIV lost to follow-up (n =295)
successfully tracked

(n =696)

Silent transfer
(n=62)

PLHIV lost to follow-up
unable to track
(n = 821)

Relocated out of
the country
(n=14)

Results

Description of the population

There were 4184 PLHIV registered on treatment at
Pakistan Institute of Medical Sciences (44.2%) and
Hayatabad Medical Centre (55.8%) (Table 1). Among the
registered PLHIV, 74.4% were male, 24.4% female and
1.2% transgender. In relation to population group, 76%
were from the general population, 15.5% were injecting
drug users, 6.0% were migrants and 2.5% were from other
groups. There were 1517 (36.3%) PLHIV reported as lost
to follow-up: 83.9% were male, 15.4% female and 0.7%
transgender, and 43.1% were registered at the Pakistan
Institute of Medical Sciences and 56.9% at Hayatabad
Medical Centre. Most of the lost-to-follow-up population
were from the general population (70%), followed by
(26.9%) and other groups (3.1%).

Description of PLHIV successfully tracked

The intervention successfully tracked 45.9% of PLHIV
lost to follow-up and documented their outcomes (Table
1). Among those registered at the Pakistan Institute of
Medical Sciences, 35% were tracked, compared with 54.1%
at Hayatabad Medical Centre. Among the male PLHIV
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Table 1. People living with HIV and lost to follow-up, Pakistan Institute of Medical Sciences, and Hayatabad Medical Complex,
2020-2021

People living with HIV People lost to follow-up
Categories Total In care Lost to Total Tracked Untracked
(%) (%) follow-up (%) (%) (%)
(%)

Centre name

Pakistan Institute of Medical Sciences 1850 (44.2) 1196 (64.7) 654 (35.5) 654 (43.1) 229 (35) 425 (65)

Hayatabad Medical Complex 2334 (55.7) 1471 (63.0) 863 (37.0) 863 (56.9) 467 (54.1) 396 (45.9)
Gender

Female 1022 (24.4) 788 (77.1) 234 (22.9) 234 (15.4) 135 (57.7) 99 (42.3)

Male 313 (74.4) 1841 (59.1) 1272 (40.9) 1272 (83.9) 558 (43.9) 714 (56.1)

Transgender (incl. sex workers) 49 (1.2) 38(77.6) 11 (22.5) 11 (0.7) 3(27.3) 8 (72.7)
Population group

General population 3181 (76.0) 2150 (67.6) 1031 (32.3) 1031 (70.0) 490 (47.5) 541 (52.5)

Injecting drug users 649 (15.5) 241(37.1) 408 (61.7) 408 (26.9) 167 (40.9) 241 (59.1)

Men who have sex with men 14 (0.3) 11 (78.6) 3(21.4) 3(0.2) 2 (66.7) 1(33.3)

Transgender (incl. sex workers) 49 (1.2) 37(75.5) 12 (24.5) 12 (0.8) 3(25) 9 (75)

Migrants 254 (6.0) 203 (79.9) 51(20.1) 51(3.4) 29 (56.9) 22 (43)

Sex workers (male and female) 36 (0.9) 24 (66.7) 12 (33.3) 12 (0.8) 5 (41.7) 7 (58.3)

Partners of key populations 1(0.2) 1(100.0) o (0) o (0) o (o) o (o)

Pretreatment 71 (1.7) o (o) 71 (100.0) 71 (4.6) 37 (52.1) 4 (47.9)
Treatment stage

On treatment 4136 (98.3) 2690 (65.0) 1446 (35.0) 1446 (95.3) 659 (45.6) 787 (54.4)
Total 4184 2667 (63.7) 1517 (36.3) 1517 696 (45.9) 821 (54.1)

who were lost to follow-up, 43.9% were tracked. Among Factors associated with loss to follow-up or
the PLHIV in the general population who were lost to becoming untraceable

follow-up, 47.5% were tracked. ) )
Compared with PLHIV who were in care, people who

injecting drug users [odds ratio (OR) = 3.5, 95% confidence
interval (CI): 3.0-4.2] and males (OR = 2.3, 95% CI: 2.0-
2.7) were more likely to be reported as lost to follow-up
(Table 3). Injecting drug users (OR = 1.3, 95% CI: 1.0-1.6),
males (OR = 1.7, 95% CI: 1.3-2.3) and people registered at
Pakistan Institute of Medical Sciences (OR = 2.2, 95% CI:
1.8-2.7) were more likely to be untraceable during the
intervention (Table 4).

The intervention re-engaged to treatment 46.7% of
PLHIV who were successfully tracked, and revealed that
42.4% had died (Table 2). A minority had been transferred
to other ART centres (8.9%) or relocated out of the country
(2.0%). The majority of tracked males were either re-
engaged into care (45.2%) or deceased (44.6%). Among
the general population, 42.2% were re-engaged into care
and 45.0% had died. Among injecting drug users, 56.3%
were re-engaged into care and 38.9% had died. One of the
2 men who have sex with men and 1 of the 3 transgender . .
people had died. Discussion

Our novel peer-led intervention was effective in

Reasons for disengagement from treatment oo o , L
identifying, tracking and re-engaging into care PLHIV

The reasons for disengagement from care was reported in Pakistan who were lost to follow-up. These findings
by 403 PLHIV who were lost to follow-up: 183 (45%) stated are comparable with a previous study which showed
long distance from the ART centre or lack of resources; that interventions were successful in re-engaging 39%
77 (19%) stopped treatment because of injection drug use; of tracked PLHIV with their original clinic (9). Our
and 36 (9%) due to ART adverse effects. Disinformation intervention highlights the need for greater focus in
such as inaccurate briefing from quacks and religious future interventions on males and injecting drug users,
healers, as well as lack of information on the need for given the greater likelihood for loss to follow-up. The role
lifelong treatment accounted for almost 9% (n = 36) of loss of peers in such interventions is paramount, in addition
to follow-up. Fourteen (3%) women stopped treatment to effective counselling and consistent strategies.
because no male family member was available or willing Despite the success, some barriers remain, including
to accompany them to receive treatment after the death the lack of differentiated service delivery, inadequate
of their husband.
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Table 2. Outcome of people living with HIV lost to follow-up successfully tracked, Pakistan Institute of Medical Sciences, and
Hayatabad Medical Complex, 2020-2021

Re-engagedin  Deceased No.  Silent transfer = Relocated out Total
Categories treatment ((A) No. (%) of country
No. (%) No. (%)
Centre name
Pakistan Institute of Medical Sciences 107 (46.70) 81(35.40) 29 (12.70) 12 (5.24) 229
Hayatabad Medical Complex 218 (46.70) 214 (45.80) 33 (7.10) 2(0.43) 467
Gender
Female 71(52.60) 45 (33.30) 13 (9.60) 6 (4.40) 135
Male 252 (45.20) 249 (44.60) 49 (8.80) 8 (1.40) 558
Transgender (incl. sex workers) 2 (66.70) 1(33.30) o (o) 0 (o) 3
Population group
General population 207 (42.20) 219 (45.0) 52 (10.60) 12 (2.50) 490
Injecting drug users 94 (56.30) 65 (38.90) 8 (4.80) o (0) 167
Men who have sex with men 0 (o) 1(50.0) 0 (o) 1(50.0) 2
Transgender (incl. sex workers) 2 (66.70) 1(33.30) 0 (0) 0 (o) 3
Migrant 18 (62.10) 9 (31.0) 1(3.45) 1(3.45) 29
Sex workers (male and female) 4(80.0) o (0) 1(20.0) o (0) 5
Total 325 (46.70) 295 (42.40) 62 (8.90) 14 (2.0) 696

Table 3. Outcome of people living with HIV lost to follow-up successfully tracked, Pakistan Institute of Medical Sciences, and
Hayatabad Medical Complex, 2020-2021

Characteristics OR for lost to follow-up (95% CI)

Population group (ref = general population)

Injecting drug users 3.50 (3.0-4.20)
Men who have sex with men 0.57 (0.16-2.0)
Transgender (incl. transgender sex workers) 0.68 (0.35-1.30)
Migrants 0.52 (0.38- 0.72)
Sex workers 1.0 (0.52-2.10)

Gender (ref = females)
Males 2.3 (2.0-2.70)
Transgender (incl. transgender sex workers) 1.0 (0.5-1.90)
Centre name (ref = Hayatabad Medical Complex)

Pakistan Institute of Medical Sciences 0.96 (0.88-1.0)

CI = confidence interval; OR = odds ratio

Table 4. Factors associated with inability to trace people living with HIV lost to follow-up, Pakistan Institute of Medical Sciences,
and Hayatabad Medical Complex, 2020-2021

Characteristics OR for lost to follow-up (95% CI)

Population group (ref = general population)

Injecting drug users 1.30 (1.0-1.70)
Men who have sex with men 0.45 (0.0-5.0)
Transgender (incl. transgender sex workers) 2.70 (0.73-10.0)
Migrants 0.69 (0.40-1.20)
Sex workers 1.30 (0.40-4.02)

Gender (ref = females)
Males 1.80 (1.30-2.30)
Transgender (incl. transgender sex workers) 3.60 (0.90-14.0)
Centre name (ref = Hayatabad Medical Complex)

Pakistan Institute of Medical Sciences 2.20 (1.80-2.70)

CI = confidence interval; OR = odds ratio.
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communication, insufficient systematic community
follow-up, and poor quality of patient counselling.

Gender and injecting drug use played a significant
role in the outcome disparities. Males were more likely
to be lost to follow-up and untracked, as in previous
studies (10-13). Those studies reported that males have
lower survival rates, higher disengagement from care,
and higher risk of death than females (10-12). A few
women in our study, however, experienced unique
challenges in treatment continuity driven by societal
and cultural norms. Some women stopped treatment
because no family members were willing to accompany
them to the treatment centre. Gender norms that do
not allow women to leave home without a male family
member hindered some women from accessing services.
Injecting drug users were more likely to be lost to follow-
up and untracked. Previous studies identified reasons for
loss to follow-up among PLHIV who inject drugs, such
as forgetting the date of the visit, being incarcerated,
moving out of the city, or death (14,15). Stigma also played
a role in discouraging PLHIV who inject drugs from
seeking services (14).

Most anecdotal reflections from the tracking peers
suggested that successful re-engagement into care
was attributed to the use of peer-to-peer interactions,
interpersonal counsellingand consistent communication.
This is similar to findings from previous studies
indicating that good client-provider communication
and peer-facilitated intervention improved treatment
continuation (16,17). Community follow-up augmented
interpersonal communication, which resulted in building
rapport and trust and eventual re-engagement into care.

Four factors were identified as barriers to this
intervention. First, the lack of tailored, differentiated
service delivery limited continued access to treatment.
This was compounded by socioeconomic constraints.
Other studies have indicated that excessive patient follow-
up with monthly or quarterly appointments resulted in
dropouts due to patient fatigue (16). Second, inadequate
communication, such as insufficient electronic records
or inadequate interoperable data systems across ART
centres, resulted in gaps in communication regarding
records of people who transferred to other centres. This
resulted in misclassification as lost to follow-up. Almost
a tenth of those reported to be lost to follow-up were still
on treatment at a different centre or in another country.
Other studies have found that many PLHIV reported as
lost to follow-up were still taking ART elsewhere (18-20).
Incomplete documentation of clinic visits in the patient
files and the national management information system
worsened these communication gaps (20). Missing
information in the national management information
system forced peer trackers to manually extract data
from ART files to find traceable contact information.
Third, there was no systematic community follow-up of
people who missed appointments in Pakistan. This was
worsened by the prolonged period of 6 months used
to define persons considered lost to follow-up, which
resulted in a prolonged delay before an individual was

brought back to care (21), and delayed clinical action
after missed appointments. Fourth, inadequate and poor
quality of patient counselling on the benefits and the need
for life-long treatment resulted in losses from care (22,23).
In some cases, providing information about the benefits
of treatment led to re-engagement into care, irrespective
of the distance to the ART centre. This suggested that
patients were not provided with complete information
at initiation of or during treatment (24). The quality of
counselling was decreased by unclear role distribution
within ART centres, with no specific assignment of
responsibilities for adherence counselling, or a limited
number of counsellors available to attend to many
patients. Other reasons for loss to follow-up were related
to systemic obstacles. Incarceration was also reported
as a hindrance, suggesting insufficient coordination of
health services across community and prison services.

This study had some limitations. First, > 90% of the
patient records had incomplete data at the treatment
centre, including missing information on reported
risk factors for infection, and the last visit date. We,
therefore, triangulated data with the data of all patients
on treatment at each centre to compare demographics.
Second, peer trackers did not record refusals, although
they were anecdotally reported to be minimal (< 5%). This
prevented us from analysing further the determinants of
re-engagement into care. Third, our population included
few men who have sex with men and transgender people,
which prevented us from drawing conclusions on
whether these communities were more at risk of being
lost to follow-up, or more likely to re-engage into care.
Fourth, the large number of missing dates for the last
visit at the ART centre prevented an analysis over time.
Finally, nearly half of those who were lost to follow-up
were not successfully tracked, which impeded their re-
engagement into care.

Conclusion

Our peer-led intervention was effective in re-engaging
PLHIV into care. The outcome of the intervention varied
according to gender and injecting drug use. Quality
data systems, standardized definitions (e.g. loss to
follow-up), use of existing community networks, and
early intervention contributed to our success. Negative
outcomes were attributed to complicated service delivery
that affected adherence. On the basis of these conclusions,
we make the following proposals. First, community
follow-up systems should be institutionalized for timely
tracking of those who miss appointments. Second,
interventions to re-engage PLHIV into care should
address gender-related and key population specificities.
Third, we need to harmonize and strengthen data flow
and management between ART centres and communities.
Fourth, we could introduce differentiated care,
including multiple-months dispensing of medicines and
community ART. Overall, we should use lessons learned
to advocate for expansion of community-led approaches,
capacity building of peers, and enhance patient education
towards literacy on lifelong care.
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Interventions communautaires visant a réintégrer les personnes vivant avec le VIH
dans le systéme de soins au Pakistan

Résumeé

Contexte : Au cours de 'année 2021, le Pakistan comptait prés de 210 000 personnes vivant avec le VIH, et 27 % de
celles qui avaient commencé un traitement en 2020 avaient abandonné les soins pendant 1'année suivante.

Objectif : Evaluer lefficacité d'une intervention dont le but était de réintégrer dans le systéme de soins les personnes
vivant avec le VIH, qui avaient été perdues au suivi au Pakistan.

Meéthodes : Entre septembre 2020 et mai 2021, 'Association des personnes vivant avec le VIH (APVVIH) a mis en
ceuvre une intervention de recherche et de secours pour celles qui avaient été perdues au suivi dans deux grands
centres de traitement au Pakistan. Le personnel du centre a examiné les dossiers dans le but d'identifier les individus
dont la prise en charge remontait a plus de six mois et, entre septembre 2020 et mai 2021, 'APVVIH les a contactés
dans le cadre d’appels téléphoniques et de visites a domicile ayant pour objectif de les réintégrer dans le systéme de
soins. Nous avons utilisé le logiciel SAS version 9.4 afin d’analyser les données et la régression logistique dans le but
d’'identifier les facteurs associés a l'arrét du traitement et a la perte de ces personnes au suivi.

Résultats : Parmi les 4184 personnes vivant avec le VIH enregistrées (74 % d’hommes), 1517 personnes (36 %) dont
83,9 % d'hommes, 154 % de femmes et 0,7 % de transgenres, avaient abandonné les soins. Les membres de I'Association
ont suivi 696 d’entre elles (46 %): 295 (42 %) étaient décédées et 325 (47 %) avaient été réorientées vers les soins. Les
raisons menant a 'abandon des soins étaient Iéloignement du centre de traitement antirétroviral ou le manque de
ressources (45 %), I'usage de drogues par injection (19 %), les effets indésirables du traitement antirétroviral (9 %),
la désinformation (9 %), I'absence de membre de la famille masculin pour accompagner les patientes au centre de
traitement aprés le décés du mari (3 %). Aucune raison nétait invoquée dans 15 % des cas. Les usagers de drogues par
injection et les hommes étaient plus susceptibles détre perdus au suivi, ces derniers étant également plus a risque de
devenir intracables.

Conclusion : Cette intervention communautaire, qui a permis de réintégrer avec succeés de nombreuses personnes
vivant avec le VIH dans le systéme de soins, devrait étre intensifiée pour réduire les pertes en matiére de soins et de
suivi au Pakistan, en particulier chez les usagers de drogues par injection et les hommes vivant avec le VIH.
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