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Introduction

“Reducing loss to follow-up is a leading way to improve hypertension control and reduce deaths 
from heart attacks and strokes. Telephone calls, text messages, and home visits keep patients 
retained in treatment.”
Hypertension is the world’s leading cause of premature death, accounting for 10.7 million deaths annually, 
with the burden falling most heavily on low-  and middle-income countries (LMICs) (1). Only 20% of people 
with hypertension worldwide have their blood pressure controlled (2). Loss to follow-up often occurs in 50% 
or more of patients with hypertension and is a significant barrier for controlling hypertension in LMICs (3-9).  
Effective strategies to keep patients from missing visits are urgently needed to improve hypertension control. 
Telephone calls, text messages, and home visits improve follow-up visit rates, helping patients get the care 
they need (See Appendix 1: Evidence List ).

Purpose of the document
This guide supports hypertension programs to more effectively track and manage overdue patients. It 
clarifies roles, responsibilities, and the steps for patient tracking and management through phone calls, text 
message reminders, and home visits. This document is primarily intended for programs with digital systems 
already in place. An example of how these can be adapted for paper-based systems can be found in the India 
Hypertension Control Initiative (IHCI) Training Manual, section 4.6.2 and section 5.

Note: other patient retention interventions (multi-month refills, decentralizing care to facilities closer to patients’ 
homes, extended clinic hours, reduced clinic wait times, peer support groups) are outside the scope of this guide 
focused on overdue patient tracking through phone calls, text messages, and home visits.

Audience
The intended users of this guide are:

•	 Hypertension program managers 
and other parties engaged in 
the implementation of overdue 
patient management

•	 Non-communicable disease 
program managers and supervisors 
at subnational and local levels

•	 Health care workers

•	 Staff or volunteers involved 
in community-based 
hypertension management

•	 Community Health Workers 

https://www.ihci.in/resources/training-modules
https://www.ihci.in/resources/training-modules
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Definitions of terminologies
Overdue patient: A patient under care with a scheduled visit date which has passed with no visit or 
whose last visit date was >30 days*.

Patients under care: Patients diagnosed with hypertension and assigned to a facility who have 
visited at least once in the last 12 months. Excludes deceased patients.

3-month loss to follow-up (LTFU): Patients under care with no visit recorded in the last 3 months.

12-month loss to follow-up (LTFU): Patients diagnosed with hypertension with no visit recorded in 
the last 12 months. Excludes deceased patients.

Tracking: A coordinated effort to contact patients diagnosed with hypertension who miss their 
follow-up appointment(s), with the aim of returning them to care.
 
*Time frame should be customized to local context and experience.  
Examples are provided throughout this document.

For further information or  
assistance please contact us. 

  Email us at info@resolvetosavelives.org

  Fill out our contact form

mailto:info%40resolvetosavelives.org?subject=Hearts%20Tech%20Playbook
https://resolvetosavelives.org/contact/
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Phone calls to overdue patients
Telephone calls to patients overdue for care are an effective way to increase follow-up visits. Based on our 
experience in several low-  and middle-income country hypertension programs, you can expect up to 40% of 
patients to return to care if called.

Tasks for the program manager

Identify who is overdue: Create easy-to-use line lists of overdue patients
The first step in tracking overdue patients is for the program to generate an overdue patient line list (See 
Table 1 and Appendix 2 for examples). This is most easily done using a digital health record system but can be 
done manually for paper systems (For an example, see the IHCI Training Manual, section 5.2). See Appendix 3 

for considerations on when to use phone calls to track patients, and which patients to prioritize.

Patient criteria for overdue line list

Using a digital health record system, program managers can pull reports and line lists for patients that:

•	 Are overdue for a scheduled appointment 

•	 Who have not visited in >30 days (or other local return visit interval)

Digital tools (e.g. DHIS2) can be designed to display overdue patients within the tool so health workers can 
view or access any time without the need to pull and share a separate line list (See below).

Real-world Highlight
In one hypertension facility 
in Nigeria, >90% of patients 
return to care each month. 
The health worker views the 
overdue list in the DHIS2 
app at the end of each clinic 
day and calls the patients 
that are overdue. If they 
haven’t returned within 
the week, they send a 
community health worker to 
visit the patient’s home.

      

https://www.ihci.in/resources/training-modules
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Frequency of line list generation

Generate overdue patient lists weekly*.

* Frequency can be customized based on schedule of planned phone calls to overdue patients.

Table 1. Patient information to include in line list
 

 

HYPERTENSION CARE & TREATMENT OVERDUE PATIENT CALL LIST 

(To be used by the tracking team for all phone/home visit tracking) 

Enter patient tracking information 

Patient tracking information Patient status Overdue Phone Call Attempt information 

Call 1 Call 2 Call 3 

Patient Name  Sex  Age Phone 
number  

Address  Village Last visit 
date  

Scheduled 
appointment 
date  

Days 
overdue  

Registration 
date  

Last BP 
measure 

Date 

(dd/
mm/
year)
  

Outcome 

(see Table 
3)  

Date 

(dd/
mm/
year)
  

Outcome 

(see Table 
3)  

Date 

(dd/
mm/
year)
  

Outcome 

(see Table 
3)  

                                 

                                 

 

 

 

 

 

 

 

 

 

See Appendix 2 for a more detailed printable line list template.



GUIDE FOR MANAGEMENT OF OVERDUE PATIENTS WITH HYPERTENSION

77

Line list considerations

•	 Patients >12 months LTFU could be separated out, as they may require specific actions (e.g., likely to 
need a home visit if they do not return with a call

•	 Patients without a working phone number should be directed to a home visit (Figure 1)

•	 Patients that have permanently transferred care to another facility (public or private), moved/
relocated, or died should be removed from the overdue list following confirmation and documentation 
of case closure (For suggestions on selection of outreach methodology and prioritization of patients, 
see Appendix 3)

Supporting outreach to overdue patients on the line list
Once the line list is generated, a program manager can support outreach calls to overdue patients using the 
following steps:

1	 Assign a staff member at each health facility or a centralized call center, if one exists, the role of 
managing overdue patients (reviewing the line list and calling the patients). This could be done by:

 

The healthcare 
worker who 
provides direct 
patient care, e.g., 
nurse, medical 
officer, other

Any other facility 
staff involved 
in patient care, 
e.g., triage staff, 
registration staff, 
pharmacy staff

Designated 
community 
outreach worker

Call center 
staff member

2	 Determine how often the assigned staff member should contact overdue patients (e.g., daily, weekly*) 
and how many times the health worker should call a patient before escalating to a home visit (e.g., Call 3 
times at least one day apart over 1-2 weeks and then pass on to home visit*; Figure 1)

3	 If capacity for overdue calling is limited (e.g. Staff are unable to call all overdue patients each month), 
then define which patients to prioritize for calls. Potential prioritization criteria are listed in Appendix 2.

4	 Provide the assigned health worker with mobile credit or an office phone to ensure the cost of calls is 
covered. If using a personal device, consider masking the caller’s phone number for security purposes. 
If using an office phone and the facility has the capacity to receive callbacks from patients, consider 
leaving the number unmasked. Provide a guide and script for overdue calls to the assigned health 
worker (see suggested Call Script below).
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5	 Monitor key indicators to assess outcomes of the calls. The top two indicators (in bold) are the most 
important indicators to monitor if the calls are working to bring patients back to care.

•	 Outcome Indicator:

•	 % of patients with no visit in the past 3 months  
(3-month loss-to-follow-up or Missed Visits). 

•	 Process indicators:

•	 % of overdue patients that are called

•	 % of overdue patients called that return to care 

•	 % of overdue patients that agreed to visit

•	 % of patients removed from overdue list  
(e.g., due to death, relocatation, transfer of care; See Table 3 below)

Monitor if the interventions are having the intended impact in returning patients to care.

•	 Are patients being called? If so, are they returning?

•	 Is the loss-to-follow-up rate decreasing? If not, assess the reasons why and modify course until 
improved outcomes are achieved.

6	 Provide supportive supervision. If the proportion of overdue calls is low, explore the root causes and 
support removing barriers to calls, increasing call capacity, providing feedback to health workers and 
other interventions to increase calls and return visit rates (See Table 1 in paper by Kannure, et. al for 
example supervisory checklist). If the percentage of patients removed from the list is very high, follow 
up with health workers to confirm that patients are being appropriately removed.

*Timing should be customized based on local context and experience

https://onlinelibrary.wiley.com/doi/10.1111/jch.14221
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Tasks for the health care worker

Phone calls to overdue patients:
Phone calls have been shown to be an effective way to return patients to care (see Appendix 1). The health 
care worker assigned to manage overdue patients should review the overdue line list and begin by calling 
each patient with a documented phone number on the list. If capacity is limited, see Appendix 3 for guidance 
on which patients to prioritize.

Timing and frequency of calls

The health care worker should contact overdue patients one week after a missed visit*. If the patient is not 
available, the health worker should call that patient at least 3 times on different days before escalating to a 
home visit (Figure 1).

Figure 1. Suggested timeline* summary for patient outreach

WHAT:
Continue 
monthly calls 
for 12 months

FOR WHO?
All overdue 
patients who 
have not been 
removed from 
Call List 
(Table 3)

W
H
EN

: m
on

th
ly

WHAT:
Home visit by 
outreach 
workers

FOR WHO?
All overdue 
patients who 
did not answer 
phone or do not 
have a phone 
number

W
H
EN

: 1
4 
da

ys
 a
ft
er

WHAT:
Phone call(s) by 
health worker. 
Attempt 3 calls 
at least one day 
apart.

TO WHO?
All overdue 
patients with a 
phone number

W
H
EN

: 7
 d
ay

s 
af

te
r

WHAT:
Automated 
reminder that 
they are overdue

TO WHO?
Overdue 
patients with 
SMS/other 
messaging 
service

W
H
EN

: 3
 d
ay

s 
af

te
r

WHAT:
Automated 
reminder about 
upcoming visit

TO WHO?
All patients 
with SMS/other 
messaging 
serviceW

H
EN

: 1
 d
ay

 b
ef

or
e

D
at

e 
of

 s
ch

ed
ul

ed
 a
pp

oi
nt

m
en

t

Pr
ev

io
us

 a
pp

oi
nt

m
en

t

*timeline and outreach methods should be adapted to local context and prioritization based on capacity
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Tips for making successful calls

•	 Effective outreach calls should: 

1	 Explain why you are reaching out to the individual

2	 Explain why addressing high blood pressure is important 

3	 Include follow-up action(s) the patient should take (e.g. see a team member within the facility for a 
BP measurement, remind and encourage patient to take their medication as prescribed)

4	 Consider patient privacy requirements in your country when responding

•	 Your goal is to convince patients to return to care. Please try to listen to patients to understand their 
concerns. Friendly communication, empathy and concern for patients is very important for a successful 
call. Avoid shaming or blaming.

•	 If the patient is unable to visit the facility, recommend they have a care supporter collect medications 
from the facility on their behalf if this is permitted in the program.

Other helpful tips include:

 
Call at a time when patients  
are usually at home*.

 
Call from a quiet space with 
good network connectivity.

 
Take short breaks while  
calling as it can be tiring.

*Timing should be customized based on local context and experience

Call flow

Figure 2. Call and Home Visit Flow Chart

1.	 INTRODUCE YOURSELF
Introduce yourself, your facility, and the reason you are calling.  
Ask to speak with the patient

2.	 PROVIDE BACKGROUND
Provide background on why a visit to get their blood pressure checked is important and 
the goal of the call (get the patient to return to care)

3.	 REASON FOR MISSED VISIT 
& ADDRESS CONCERNS

Ask why the patient missed their visit. Address any concerns the patient has about 
coming for a visit.

4.	 SCHEDULE THE VISIT
Advise patient to come for follow-up. Let them know which days/times they can visit the 
NCD clinic

5.	 PREPARE PATIENT FOR VISIT
Advise patient to take their medications before coming to the facility and to bring any 
required items with them

6.	 WRAP UP CALL/VISIT Thank patient for their time
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Call script

Step 1:	 Share your name and the name of the health facility that you are calling from. You can 
say you’re calling from the facility where the patient last visited. In many places, patients 
who do not have a phone may provide the facility with someone else’s phone number, so 
be sure to check that you are speaking to the patient, as sometimes family members or a 
care supporter will answer the call.

Say: “Hello, this is [your name] calling from [name of facility patient last visited].  
Can I please speak with [patient name]?”

If the patient is not available, tell the responder the purpose of the call and ask if ther is 
a better time to call or better phone number to reach the patient. If appropriate, you can 
also ask if the resonder can relay the message that the patient is overdue for a follow-up 
visit and has the following options:

1	 Call back at phone number XXXX XXXXX

2	 Come to the [name of facility] to discuss their health condition and follow-ups 

Step 2:	 If you successfully reach the patient, provide background information on why it’s 
important to visit the clinic.

Say: “I appreciate your time, and hope that you are doing well. The reason for my call is 
that you are overdue for your appointment [mention number of days overdue or missed 
appointment date], and your doctor says it’s important for you to come for a follow-up visit to 
measure your blood pressure and receive your medications.”

Step 3:	 Ask why they missed their appointment, and document the reason. If they are unsure 
about scheduling a new appointment, ask them about their concerns. Listen and 
respond with empathy (See Table 2 below).

Step 4:	 Advise patient to come for follow-up as soon as possible. Provide them with dates and 
times they can visit the clinic.

Step 5:	 Advise the patient to take their medications before coming to the facility and to bring any 
required items with them (e.g. medications, patient health ID Card or Medical Registration 
Number, Passport). If medicines are free, mention they can collect free medicines at the 
facility as that is likely to motivate patients to return.

Step 6:	 In closing, say: Thank you for your time.

Step 7:	 Record the outcome of the call (See Table 3 in the “Record the Result of Every Call” 
section below)
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Responding to incoming calls script

Step 1:	 Introduce yourself by work address and responsibility

Step 2:	 Ask caller’s name

Step 3: 	Place caller on a brief hold to check your records and confirm the 
caller is a hypertension patient and overdue for a follow-up

Step 4:	 Assess the reason for the call and respond to the caller’s concerns

Step 5:	 Follow steps 2-7 in the above Call Script

Voicemail script (if available)

Hello, this is [your name] from [facility name]. Your doctor asked me to call you because you are 
overdue for your appointment. Please visit [facility name] as soon as possible to measure your blood 
pressure and receive medications. I will try to reach you again later.

*Program managers should confirm patient privacy requirements before recommending that call 
staff leave voicemails

Record the reason for the missed visit
After each call, document the reason why the patient missed their visit. Reasons may include:

•	 Out-of-pocket costs too high

•	 Too sick to visit

•	 Distance or lack of transport to the facility 

•	 Medications not available

•	 Side effects of medication

•	 Lack of perceived need for ongoing 
hypertension treatment / Asymptomatic

•	 Do not trust facility/ poor service

•	 Natural treatment/uses local healers

•	 Transferred hypertension care to another 
facility (record whether public/private and 
confirm if visited in past month) 

•	 Relocated

•	 Died

•	 Other reason - specify 
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Table 2. Providing support for common reasons patients miss their visits: responses and interventions

Reason for missed visit Response or intervention

Patient says: “I feel fine and 
don’t need medicine”

Remind them that they may not feel any symptoms with hypertension. It is, 
however, important to take their medicines regularly to prevent heart attacks or 
strokes.

Patient says: “The hospital is too 
far away and has long lines”

Suggest that they visit a smaller facility providing care that is close to their 
home (if feasible)

Patient says: “The medicine 
is not working for me” or are 
having side effects 

Suggest that they meet with the doctor to discuss possible reasons and 
solutions

Patient says: “The medications 
are too expensive”

Explore if there are options to obtain free/ reduced-cost medications. Offer 
support to enroll in health insurance (if applicable) 

Patient says: “I forgot about 
my appointment”

Suggest that, in the future, the patient set a calendar reminder or inquire about 
a support person who can remind them about their appointments. 

Patient says: “I went to a local 
healer/ tried a natural treatment” 

Inform the patient they can continue to see a local healer/ take natural 
treatment but should also keep taking their hypertension medications at the 
same time to prevent heart attacks and strokes

Patient says: “I have enough 
medicine with me still”

Acknowledge that the patient has extra medication to take and thank them 
for taking their medication. Remind them that, even if they have extra pills, it 
is still important to come for their follow-up appointment to check their blood 
pressure and see if their medication is working. 

Patient says: “I am busy or traveling”

Tell the patient they can visit a different health facility in the areas where they 
are traveling. The patient can tell the facility they need medical follow-up 
for high blood pressure and the medication they take. Remind the patient 
it is important to visit their usual facility for follow-up as soon as they 
return/ are available. 

Patient says: “I am too sick”
Tell the patient they need to seek medical care for the sickness and  
while they are doing this, they can also have their blood pressure checked.  
Ask them to please get medical care as soon as possible. 

Record the result of every call
After each call, record the outcome of the call (See Table 3, column 1: Call Outcome). When the overdue list 
is initially created, all patients will be listed as “pending to call”. If using a digital system, the digital tool 
can further sort the overdue list into four categories based on the call outcome: Pending to call, Agreed to 
visit, Remind to call later, and Remove from call list (See Table 3, Column 2). Patients will be automatically 
removed from the digital overdue list when they visit. Patients who were marked as “Remove from call list” 
can still be visible in the digital overdue list in the case program managers want to pursue further action for 
these patients. If using a paper log, the health care worker should manually record the call outcome (Column 
1), ideally using a standardized list of options. Based on the call outcome, the health care worker should also 
manually remove patients from future overdue call lists.
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Table 3. Recording call outcomes

Call outcome Overdue list category Next Step

— Pending to call Health worker to call patient and then mark call outcome

Agreed to visit Agreed to visit Monitor and if patient still has not returned after one week, call 
again

Digital tool can be programmed to automatically add patients 
back to “Pending to call” list after two weeks

No answer/ couldn’t reach 
patient directly

Remind to call later

Then add to home visit list

Make at least 3 attempts on different days to call patient. If still 
unable to reach, move to home visit list 

Wrong phone number Remove from call list

Add to home visit list 

Flag to correct phone number if patient visits facility, and move 
to home visit list 

Already visited facility Remove from call list 

Moved to another location Remove from call list

Permanently transferred 
care to another facility

Remove from call list

Opted out of reminder calls Remove from call list 

Declined to return Remove from call list

Died Remove from call list 

Impact on key indicators

A patient removed from the overdue call list can remain in the denominator for key indicators 
(blood pressure control and loss-to-follow-up rates). Many programs decide to keep these 
patients in the denominator as the program is still accountable for their outcomes and so as 
not to incentivize staff to mark patients as “remove from call list” to make indicators look better. 
However, programs may opt to look at the indicators both ways:

1	 % of patients with no visit in past 3 months out of denominator of all registered hypertension 
patients with a visit in past 12 months, excluding dead patients, and 

2	 % of patients with no visit in past 3 months out of denominator of registered hypertension 
patients with a visit in past 12 months, excluding patients who have moved, permanently 
transferred care, or died. 
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Text message reminders for overdue patients
Text message reminders through SMS or another messaging service can also successfully return patients 
to care. We recommend that a digital tool automatically send text reminders to overdue patients to reduce 
health worker time and effort. Our experience suggests that you can expect about a 4-6% increase in follow-
up visits by messaging patients after they are overdue for a visit. This is a modest benefit, but, at scale, can 
return many patients to care with a relatively low-cost intervention that requires no extra work for health care 
workers. For further details on setting up this type of system, please contact us.

Considerations for text messages to patients
Some considerations when texting important information to patients include:

•	 Avoid sending long messages (>160 characters) 
that will split into multiple texts

•	 Messages should be sent in the local language

•	 Be concise. Too much information may make 
the message difficult to understand. 

•	 Identify yourself. This will help patients 
recognize the text message is not spam.  
Ideally, send text reminders with variables 
so you can customize information like 
Patient Name, Health facility name, and 
Appointment Date.

•	 Do a small test for yourself or your staff before 
sending widely.

•	 Whenever possible, use automated bulk text 
messaging through a local 3rd party SMS 
provider to save health workers’ time. If this is 
not feasible in your context, health workers can 
send individual or group messages through 
SMS, WhatsApp, or other messaging platform. 

•	 Consider patient privacy considerations as they 
apply to your local context.

When to send a text message reminder
If visit nonattendance is high:

•	 Send a text message reminder 1 day before and 3 days after the appointment (See Figure 1),  
and then call on the phone 7 days after the missed appointment if the patient has not yet visited.

If the baseline patient visit rate is high (e.g. If 70% or more of patients attend their monthly appts):

•	 Consider waiting to send a text message reminder until 3 days after the visit, as it may be more 
cost-effective to send a reminder only to the smaller proportion of patients who do not attend their 
follow-up visit.

Example message content and cascade
Table 4. Text message reminders for overdue patients

1st SMS <Patient name>, please visit <Facility> on <Date> for a 
blood pressure measure and medicines

2nd SMS 
You are late for your blood pressure medicines. <Patient 
name>, please visit <Facility> as soon as possible for a 
blood pressure measure and medicines Example SMS reminder

Mahfuz, please visit UHC 
Golapganj tomorrow for a free 
blood pressure measure and 
medicines
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Home visits for overdue patients
In places with robust community health worker programs, home follow-up visits can be very effective for 
improving patient retention in care.

Tasks for the Home Health Supervisor 

Home visit line lists
When a list of overdue patients is pulled, it should include their residential addresses, which should be 
descriptive using popular landmarks and local compound names for easy identification and tracking by the 
community health workers.  Community health workers are often assigned to villages, so identifying which 
overdue patients reside in a specific village is very useful. Include the patient’s village in the line list, making it 
easier to group patients by village to create a specific line list for each village health worker. 

The list for home visits should include only those patients who meet the home visit criteria listed below 
(See Appendix 2 for an example).

Patient criteria for overdue line list for home visits:
•	 Patients who are overdue and do not have a documented phone number

•	 Patients that have not answered their phone after 3 calls* or 14 days*

•	 Patients who have not been reached after 3 call attempts, including using phone numbers of care 
supporter/ next of kin

•	 Patients who agreed to visit during phone call but have still not returned after 2 weeks*

•	 Patients that have been overdue for a long period of time (e.g. 12-month LTFU patients) 

	 *Number of calls and length of return time before referring patient to home visit should be adapted 	
	 based on local context and experience

Line list generation frequency

Select a frequency (e.g. weekly*) to generate the list of overdue patients who require a personal home visit.

	 * Frequency should be adapted based on local context and experience

Who conducts the home visit?

 Home visits can be conducted by health workers, outreach workers or volunteers.
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Tasks for the home visit staff

Tips for a successful visit
•	 Effective home visits should:

1	 Explain why you are reaching out to the individual

2	 Explain why addressing high blood pressure is important 

3	 Include follow-up action(s) the patient should take (e.g. see a team member within the facility for a 
BP measurement, remind and encourage patient to take their medication as prescribed)

•	 Your goal is to understand and alleviate patients’ concerns and convince patients to return to 
care. Throughout the home visit, show empathy and understanding. Avoid shaming, blaming, or 
being judgmental.

•	 The home visit staff should bring facility identification to verify their role to the patient.

Home visit flow and script
For visit flow and script, refer to Figure 2 and “Call Script” above. When the visit is over, the outreach worker 
should send the report back to the supervisor (e.g. health worker at the facility responsible for HTN, such as 
the NCD focal person) and the overdue patient log should be updated by the next working day.

For this guide, the scope focuses only on overdue patient tracking and returning patients to care. However, in 
many programs health workers may perform additional functions during home visits, such as blood pressure 
measurements, medication dispensing, and other components of care.
Program managers can adapt and customize home visit scripts and
counseling guides based on the scope of the home visit functions. 

For further information or  
assistance please contact us. 

  Email us at info@resolvetosavelives.org

  Fill out our contact form
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Appendix 1. Evidence for overdue patient tracking methods
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Appendix 2. Overdue patient line list for digital  
and non-digital systems
Consider the following information when using and adapting the line list below:

•	 This template provides a list of all patients with hypertension overdue for a health visit who meet 
overdue criteria

•	 Print weekly

•	 If this form will be used for home visits, modify in the following ways:

•	 Limit the list to only the patients who require a home visit

•	 Outreach worker should confirm patient phone number and update sheet with any new information 
at every visit

•	 Organize the list by village or region specific to each outreach worker

Print out done by: [responsible health worker’s name]

Date:

 

HYPERTENSION CARE & TREATMENT OVERDUE PATIENT LINE LIST 
(To be used by the tracking team for all phone/home visit tracking) 

Enter patient tracking information 

Patient tracking information Patient status Overdue Phone Tracking Attempt information 

Outreach Status Outreach Outcome Reason for missing 
scheduled visit 

Next step 

Patient 
Name  

Sex  Age Phone 
number  

Address  Village Last visit 
date  

Scheduled 
appointment 
date  

Days 
overdue  

Registration 
date  

Last BP 
measure 

#Call pending 
#Unreachable by 

phone, home 
visits pending 

#Unreachable at 
home 

#Reached by 
call/SMS/home
-visit 

#Opted out   

#Agreed to a visit   
#No answer 
#Wrong phone 

number 
#Already visited 
#Moved to another 

location 
#Permanently 

transferred to 
another facility 

#Opted out of 
reminder calls 

#Opted out of 
follow-up or care  

#Died  

# Distance  
#Asymptomatic  
#Side eLects  
# Too expensive  
#Relocated 
#Visited other facility 

(public/private)   
#Too sick  
#Died  
#Don’t trust facility/ 

poor service   
#Meds not available/ 

perceived poor drug 
quality 
#Natural treatment/ 

local healers  
#No one to accompany 

patient to visit   
#Have suLicient 

medication 
#Other reason - 

specify  

#Remove 
from 
overdue 
list (if 
already 
visited, 
transferred 
out, moved 
or died 

#Declined 
to visit (if 
opted out 
of 
reminder 
or follow 
up/care  

# Follow up 
again on 
date  

                            

      
 

                    

 
 

HYPERTENSION CARE & TREATMENT OVERDUE PATIENT LINE LIST 
(To be used by the tracking team for all phone/home visit tracking) 

Enter patient tracking information 

Patient tracking information Patient status Overdue Phone Tracking Attempt information 

Outreach Status Outreach Outcome Reason for missing 
scheduled visit 

Next step 

Patient 
Name  

Sex  Age Phone 
number  

Address  Village Last visit 
date  

Scheduled 
appointment 
date  

Days 
overdue  

Registration 
date  

Last BP 
measure 

#Call pending 
#Unreachable by 

phone, home 
visits pending 

#Unreachable at 
home 

#Reached by 
call/SMS/home
-visit 

#Opted out   

#Agreed to a visit   
#No answer 
#Wrong phone 

number 
#Already visited 
#Moved to another 

location 
#Permanently 

transferred to 
another facility 

#Opted out of 
reminder calls 

#Opted out of 
follow-up or care  

#Died  

# Distance  
#Asymptomatic  
#Side eLects  
# Too expensive  
#Relocated 
#Visited other facility 

(public/private)   
#Too sick  
#Died  
#Don’t trust facility/ 

poor service   
#Meds not available/ 

perceived poor drug 
quality 
#Natural treatment/ 

local healers  
#No one to accompany 

patient to visit   
#Have suLicient 

medication 
#Other reason - 

specify  

#Remove 
from 
overdue 
list (if 
already 
visited, 
transferred 
out, moved 
or died 

#Declined 
to visit (if 
opted out 
of 
reminder 
or follow 
up/care  

# Follow up 
again on 
date  

                            

      
 

                    

 

Outreach by: [responsible health worker’s name]
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Appendix 3. Prioritization guide
•	 Assess overarching infrastructure and capacity to decide which tracking method(s) to implement.

•	 If your facility has the capacity to call all patients on the overdue list, then all patients should be called. 
However, if capacity is limited, see below for guidance on how to prioritize.

METHOD WHO TO 
TRACK PROS CONS WHO TO PRIORITIZE

Tracking via 
phone call

Patients with 
a registered, 
valid 
telephone 
number

•	 Effective for getting 
patients to return to care

•	 Can be more effective 
in reducing non-
attendance than text 
message reminders

•	 Requires capacity for staff 
to make phone calls

•	 Can be considered intrusive

•	 Patients may ignore masked/ 
unknown phone numbers

•	 May require purchasing 
of equipment if calls from 
personal phones are be 
acceptable to the staff

•	 Patients with higher BP  
(eg SBP >160) at last visit

•	 Patients who are >14 days 
but <6 months overdue (to 
provide time for patients who 
would return without a call 
to return, and to not focus 
efforts on patients who are 
very overdue and a single 
call may not be effective)

•	 Patients at facilities with 
adequate drug stock

•	 Patients who are 
pending to call

•	 Patients who agreed to 
return during a prior call but 
have not yet returned. 

Tracking 
via text 
messaging:

Patients with 
a registered 
valid 
telephone 
number 

•	 Effective for getting 
patients to return to care

•	 Good for high-volume

•	 Quick delivery

•	 Minimal intrusion

•	 Bulk messaging allows 
large numbers of 
messages to be delivered 
simultaneously and 
automatically at low cost 
with minimal labor. 

•	 Requires 
technology and funding

•	 Patients may ignore or 
consider message spam

•	 May not be a sufficient 
intervention for patients 
more distantly overdue  
(e.g. over 90 days)

Tracking in- 
person via 
home visits

Overdue 
patients with 
no phone 
number, not 
responding 
to multiple 
calls and 
unreachable 
with phone 
number in 
patient record

•	 Only way to reach 
patients without a valid 
phone number

•	 May result in higher 
return visit than 
phone call or SMS

•	 Provides opportunity for 
integration with other 
health conditions

•	 Intrusive

•	 Not good for high volume of 
patients as it requires lots of 
time from health workers

•	 Requires documentation 
of complete address in 
patient’s record, which is 
often missing

•	 Patients who the health 
worker can’t reach 
via telephone call 
or SMS system

•	 Patients that have been 
overdue for a long period 
of time (e.g. 12-month 
LTFU patients) 
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