
Tracking and Tracing Standard Operating Procedures for Linkage and Retention 
 

Definitions: 

 Missed appointment: A patient who missed an appointment or drug pick-
up and for whom 7 or more days have elapsed since that appointment  

 Lost to follow up (LTFU): A patient for whom 4 or more 
weeks have elapsed since their missed appointment or drug 
pick-up (per PEPFAR MER TX_ML indicator) 

 
Identify all HIV-positive persons who failed to successfully link from testing to ART and those who 
missed appointments or are LTFU using HIV testing and counseling (HTC) registers, appointment 
registers, missed appointment lists, tracking logs, and LTFU reports from electronic medical record 
systems (EMRs): 
 

1) Linkage to Care (ART Initiation): Review ART registers, EMRs, and patient charts/files to 
identify all newly identified HIV-positive patients from HTC registers who did not start ART 
on the same day as diagnosis  

a. Persons who did not initiate same day should be appointed to return to clinic for 
additional counseling and ART initiation by the counselor/nurse or Linkage and 
Retention Officer within 3-7 days, unless patient was not initiated for medical 
reasons  

b. If patient doesn’t return, attempt to contact by phone and educate about benefits 
of ART, solicit reasons for non-attendance at clinic, and encourage newly identified 
persons to come to clinic for appointment and ART initiation within 7 days and if no 
show, contact and reschedule within 14 days of diagnosis 

c. If patient is not reached by clinic staff within 14 days of diagnosis, refer to community 
tracer for follow up so that patient gets to clinic and on ART as soon as possible 

d. Document attempts/contacts and outcomes of all tracing efforts in tracking log, 
patient’s chart, and EMR 

 

2) Missed Appointment/Defaulters/LTFU: 

a. At the end of each day, appointment logs, diaries, lists of scheduled patients, etc. 
should be reviewed and all patients who failed to show for their appointment should 
be added to a tracking log (or missed appointment register); names and contact 
information should be entered in the tracking log (see country Samples A and B) 

b. If the patient has not returned after 7 days, the patient should be contacted by the 
clinic nurse or Linkage and Retention Officer and rescheduled (time period may vary 
by country guidelines however many patients return on their own within a week)  

c. Where available, generate lists of patients from EMRs who have missed 
appointments or have not picked up drugs as scheduled within past 7 days (missed 
appointment) and 4 weeks (LTFU) 

d. Call patients who have not returned to the clinic and give appointments if the patient 
is reached directly 

e. Prioritize calls to those with the most recent missed appointments, those most 
recently initiated on ART, those with high VLs, pregnant women, and children. 

f. Data clerks should verify lists are up to date, based on patients’ charts, and ensure 



that patients who are enrolled in Differentiated Service Delivery (DSD) programs 
(e.g.,  external drug pick-ups, Community Adherence Groups, etc.) and are still 
current do not appear on these lists (it is helpful to ensure expected appointment 
dates for DSD-enrolled patients are entered in EMR) 

g. Clinic nurses, counselors or Linkage and Retention Officers should attempt to contact 
patients by phone at least 3 times to schedule a return visit to the clinic, and all 
attempts/contacts should be documented in a tracking log 

h. All outcomes of calls including transfers, death, LTFU, patient returned to the clinic, 
etc., should be recorded in the tracking log, the patient’s chart, and in the EMR 

i. Check the ART register/patient’s chart/EMR to see if the patient has returned to the 
clinic and was seen in the HIV clinic/initiated/re-initiated on ART 

j. If unable to reach the patient directly, call the treatment supporter whose 
details are in the patient’s file 

k. After 3 unsuccessful phone attempts and patient has not returned to clinic, if 
possible check national laboratory system to see if patient has HIV-related lab tests 
(e.g., viral load) associated with another clinic. If so, call clinic and verify patient is in 
care and on treatment at that clinic and complete transfer documentation 

l. If unable to reach or locate patient, refer patient to community tracers for home 
visits to try to locate patient and return him/her to care/treatment 

m. If the patient returns at a later date, update tracking log and ensure patient chart and 
EMR have documentation of the patient’s visit 

 

Strategies for tracking and tracing – Phone calls: 

 Ensure all patients give detailed phone and home contact information and a treatment 

supporter or trusted family member name and contact information for future contact 

 Have the patient chart and be familiar with it before making the call, especially the date of the 

last visit and the purpose for the appointment (e.g. ART initiation, ART refill, etc.) 

 Stagger calls at different times of day and on different days, and evenings and weekends if 

possible,  to maximize chances of reaching patient 

 Consider using mobile phones if possible for calls, as many patients don’t have or won’t pick up 

landlines 

 If unable to reach and calls go straight to voicemail, send SMS messages (see Sample C)  

 If someone answers the telephone, ask their name to ensure it is the patient or their treatment 

supporter. The caller should not share patient’s information to unauthorized individuals (e.g. 

those not listed as treatment supporter). 

 If the patient is dead, transferred out, or did not consent for home visits (if needed per country 

guidelines), then record that information (including new treatment facility for patients who 

transferred) in the tracking log, patient chart, and in the EMR 

 

Strategies for tracing and tracking – Home visits 

 After 3 unsuccessful attempts to reach patient or treatment supporter by phone, or if patient 

repeatedly does not show up after being reached by phone multiple times, refer case for 

home visits by community tracer 

 Document referral and date of referral on tracking log and in the patient’s chart 

 Community tracers should conduct home visits on different days and at different times, 



including evenings and weekends where possible, to maximize chances of finding patient at 

home 

 Conduct home visit for patients who have not linked (initiated ART) or missed appointments at 

7, 14, and 28 days post-referral (this may need adaptation to country guidelines or SOPs) 

 Continue tracking and tracing patients beyond 4 weeks to try to get patients back into care/on 

treatment; follow national guidelines for retention follow-up 

 If contact is made, patient should be counseled on importance of early and consistent 

treatment and encouraged to return to care; patient should be given an appointment at their 

preferred clinic for the day and time that is best for them 

 Community tracer should report back to their supervisor at least weekly with status of 

contacts, when patients are scheduled for appointments, and to receive feedback on who has 

returned to the clinic and can be closed out 

 Supervisors of community tracers should meet at least weekly with clinic 

nurse/counselor/Linkage and Retention Officer to compare referrals with ART register, 

tracking log, patients’ charts, and EMR to see who has been contacted and appointed, and 

who has returned to care/initiated/re-initiated ART 

 Regular communication between facility and community staff is critical for successful tracking 

and tracing of patients and obtaining outcomes of each referral 

 If the patient is unable to be located through clinic or community contacts, efforts should be 

made to locate patient through above-site EMRs such as national laboratory systems to see if 

patient has transferred to another clinic 

 If the patient has a clear outcome (not reachable at home, dead, transferred out, stopped 

treatment), document these in the tracking tog, ART register, patient chart, and in the EMR 

 

Monitoring and Reporting results of Tracking and Tracing services 

A tracking log or missed appointment register should be implemented at all facilities where ART is initiated 
and/or provided. The log should capture information needed to track clients/patients, the methods of 
attempting to contact them, and the outcomes of each attempted contact. The structure of the tracking 
log should allow for easy tabulation of outcomes so that monitoring and reporting is facilitated; this is 
important for partner management and service implementation monitoring, and specifically to support 
reporting the TX_ML MER indicator.  
 
Tracking logs or missed appointment registers should include columns for contact information, missed 
appointment dates, contact attempt methods, dates of contact activities and resulting events for 
outcomes of interest; Died (confirmed), Previously undocumented patient transfer (confirmed), Traced 
patient (unable to locate), Did not attempt to trace patient. Tracing outcomes can be summarized for the 
specific reporting period on tally sheets that include counts by age and sex disaggregation. 
 


