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Abstract:

Background:

Few Antiretroviral Therapy (ART) adherence trials investigate the reasons for intervention success or failure among HIV-positive
individuals.

Objectives:

To conduct qualitative research to explore the reasons for effectiveness of a 6-month mHealth (mobile health) trial that improved
adherence among ART patients  in China.  The intervention utilized Wireless Pill  Containers  (WPCs) to provide,  real-time SMS
reminders, WPC-generated adherence reports, and report-informed counseling.

Methods:

We conducted in-depth interviews with 20 intervention-arm participants immediately following the trial. Sampling was purposeful to
ensure  inclusion  of  participants  with  varied  adherence  histories.  Questions  covered  adherence  barriers  and  facilitators,  and
intervention  experiences.  We  analyzed  data  in  nVivo  using  a  thematic  approach.

Results:

Of participants, 14 (70%) were male; 7 (35%) had used injectable drugs. Pre-intervention, 11 were optimal adherers and 9 were
suboptimal adherers, using a 95% threshold. In the final intervention month, all but 3 (85%) attained optimal adherence. Participants
identified a range of adherence barriers and facilitators, and described various mechanisms for intervention success. Optimal adherers
at  baseline were  motivated by positive  adherence reports  at monthly  clinic  visits-similar to  receiving A+ grades. For suboptimal
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adherers, reminders facilitated the establishment of adherence-promoting routines; data-guided counseling helped identify strategies
to overcome specific barriers.

Conclusion:

Different behavioral mechanisms appear to explain the success of an mHealth adherence intervention among patients with varying
adherence histories. Positive reinforcement was effective for optimal adherers, while struggling patients benefitted from reminders
and data-informed counseling. These findings are relevant for the design and scalability of mHealth interventions and warrant further
investigation.

Keywords: HIV treatment, ART adherence, Behavior change, Intervention trial, mHealth, China.

1. INTRODUCTION

Interventions to improve adherence to Antiretroviral Therapy (ART) medication regimens among people living with
HIV (PLHIV) are critical to achieve optimal outcomes. Poor adherence has serious consequences for patients, including
progression of HIV to AIDS, development of resistant strains of HIV, and death [1 - 7]. ‘Optimal adherence’ is often
interpreted as ≥95%, though other thresholds have been used [6, 8, 9], particularly in recent years as the potency of
current  ART  regimens  suggests  that  lower  adherence  may  be  associated  with  viral  suppression  [10].  However,
sustaining high ART adherence is a challenge for many patients, with typical ART adherence ranging between 60-80%
[6, 11 - 14] and often declining over time [4, 15 - 18]. A number of interventions have been shown to improve ART
adherence  [19  -  22].  Successful  intervention  approaches  have  included  elements  such  as  providing  information  to
patients, engaging them in discussions of cognition and adherence expectations, directly-observed therapy, nutrition
support, and drug-use treatment [22]. Mobile health (mHealth) interventions that use real-time monitoring strategies for
ART are a new approach that allow early identification of adherence lapses [23 - 25]. mHealth adherence interventions
have been shown to be effective in resource-limited settings, and among certain populations, such as people who inject
drugs (PWID), that often face specific challenges to achieving optimal adherence [25 - 27].

Relatively few studies have investigated the factors that determine success or failure of adherence interventions,
including those focused on ART. Candy et al., reviewed randomized trials using qualitative evidence on patients’ views
to help understand variation in the effectiveness of interventions to improve adherence to long-term drug therapy [28].
Their analysis identified common intervention components; the component most commonly associated with effective
interventions was ‘a focus on personal risk factors’. Ineffective interventions typically lacked this component. Other
components of successful interventions included ‘explaining the value of adherence’ or ‘provision of clear/appropriate
information  on  how  to  take  medication’  [28].  While  these  findings  are  useful  for  informing  the  design  of  future
interventions,  they  do  not  fully  explain  the  mechanisms  behind  the  behavioral  change(s)  that  result  in  improved
adherence or maintenance of optimal adherence at the individual level.

The  China  Adherence  Through  Technology  Study  (CATS)  assessed  efficacy  of  a  novel  mHealth  adherence
intervention among HIV-infected individuals in China [29]. China is home to Asia’s second largest HIV epidemic, with
over 500,000 individuals living with HIV and indications that the annual rate of new infections is rising [30]. China’s
western and southern border regions have been hardest hit by HIV, largely due to easy access to and high use of heroin
in these areas [31]. Although China’s government has scaled up ART rapidly, with nearly 300,000 individuals initiated
on ART by 2015 [30], drug resistance is emerging as a major concern, a sign of suboptimal adherence [32, 33]. The
CATS trial was one of the first rigorous trials to assess an adherence intervention in China, and the first to report on the
efficacy of an intervention based on new real-time adherence monitoring technology [29]. One component of the trial
was to explore the views and experiences of trial participants regarding the intervention, particularly regarding use of
the Wireless Pill  Containers (WPCs) that  monitor  adherence in real-time.  In the present  analysis,  we examined the
results  of  this  qualitative  component.  It  encompassed  In-Depth  Interviews  (IDIs)  with  a  sample  of  CATS  trial
participants to better understand the dynamics of intervention results. Specifically, we aimed to explore the mechanisms
of action behind success of the intervention, and whether they varied according to adherence at baseline.

2. MATERIALS AND METHODS

2.1. CATS Study Site and Intervention

The CATS study was conducted from December 2012 to April 2014 in Nanning, China, capital city of Guangxi
Province,  and  home  to  7  million  residents.  Located  on  China’s  southern  border  north  of  Vietnam,  Guangxi  has
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experienced  a  widespread  heroin  epidemic  that  has  helped  fuel  the  spread  of  HIV:  recent  estimates  suggest  that
80,000-100,000  individuals  had  been  infected  with  HIV  by  2011  [34].  We  implemented  CATS  at  the  ART  clinic
operated by the Guangxi Provincial Center for Disease Control and Prevention (CDC). In 2012, the clinic was staffed
with 4 physicians, 2 nurses, and 3 HIV counselors, and provided HIV treatment to over 1,000 patients. Most clinic
patients were on a twice-daily ART regimen consisting of nevirapine or efavirenz, plus lamivudine with stavudine or
lamivudine with zidovudine; patients initiating therapy typically started on a once-daily regimen of lopinavir/ritonavir
plus tenofovir or abacavir. Usual care involved monthly clinic visits for medication refills and frequent sessions with
adherence counselors at the request of a clinician or patient.

For the CATS trial, we enrolled 120 ART patients and provided each one with a WPC for one ART medication,
with the medication selected by the participant based on pill fit and patient preference for refilling frequency. The WPC
(Wisepill  Technologies,  Capetown,  South  Africa)  recorded  the  date  and  time  of  each  container  opening  and
communicated the data immediately to a central server. After three months of passive monitoring, participants were
stratified  by  “optimal”  vs  “suboptimal”  adherence,  based  on  a  95%  threshold  over  the  full  3  months.  We  then
randomized participants  within each stratum to intervention or  comparison arms for  the 6-month trial.  Intervention
participants received personalized text message reminders triggered when the WPC was not opened within 30 minutes
past prescribed dose time. They also received a WPC-generated report showing their adherence in the previous month at
each monthly clinic visit.  Participants with suboptimal adherence in the prior month were required to participate in
counseling provided by trained adherence counselors using the reports; optimal adherers in the previous month had a
choice of engaging in report-informed counseling. The trial’s methods are described in detail elsewhere [29].

The CATS intervention resulted in improved mean on-time ART adherence and a greater likelihood of achieving
‘optimal  adherence’,  as  defined  by  95%  on-time  adherence  [29].  The  results  showed  an  immediate  and  sustained
improvement  in  mean  adherence  among  intervention  participants  who  were  suboptimal  adherers  (defined  prior  to
implementing the trial as <95% at baseline). Among optimal adherers at baseline, mean adherence remained above 95%
for  the  full  intervention  period  (6  months)  for  intervention  participants,  whereas  it  declined  among  comparison
participants [29].

2.2. Qualitative Study Participants

Participants in the IDIs were all CATS trial subjects, and thus had met study criteria at the time of enrollment. They
were:  receiving  or  initiating  ART;  aged  18  years  or  above;  owned  a  mobile  phone;  and  deemed  at  risk  for  poor
adherence by clinicians or themselves. Trial participants’ time on ART was an average of 2.5 years at randomization
[29].  For  the  post-intervention  qualitative  component,  we  purposefully  identified  20  intervention  arm  subjects  to
maximize a range of experiences (roughly 1/3 of intervention arm participants). This sample size was pre-determined
based on the team’s previous experience with the number of participants needed to reach saturation. First, we selected
all seven self-reported PWID. Next, we identified subjects randomly to yield equal numbers of optimal vs. suboptimal
adherers at baseline. Finally, we made adjustments to ensure inclusion of 3-4 female participants in each group (equal to
their overall proportion among trial subjects).

2.3. Data Collection

All 20 pre-selected subjects agreed to participate in an IDI at their sixth and final intervention visit to the study
clinic  (Month  9  of  the  study).  A  trained  interviewer,  who  had  also  served  as  the  coordinator  of  the  CATS  trial,
conducted each IDI in Mandarin Chinese, using a semi-structured interview guide. The interview guide provided open-
ended questions with follow-up probes on perceived adherence barriers and facilitators, and participants’ experiences
participating in, and views of, the CATS intervention. These encompassed features such as use of the WPC, reminders,
adherence reports, and data-informed counseling. Typical questions were: “Can you tell me about your experience with
the text message reminders?”, “Can you tell me about your feelings when you saw your adherence report?”, “Can you
tell me about your experiences with the counseling?”. The average length of the IDIs was 30 minutes (ranging from
20-50 minutes); all were audio-recorded. Demographic information was collected at enrollment into the CATS study.

The study was reviewed and approved by the institutional review boards at Boston University Medical Center in
Boston, Massachusetts, USA and the Guangxi Provincial CDC in Nanning, China. All participants provided written
informed consent.
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2.4. Data Analysis

The IDI audio-recordings were transcribed by one team member verbatim and translated into English by two dual
Chinese-English speakers. The resulting Chinese language and English language transcripts were then reviewed by a
third  dual  language-speaker  for  accuracy.  Four  Boston-based  team  members  (two  of  whom  were  dual-language
speakers) read all the transcripts and analyzed the English-language versions in QSR NVivo 11. A preliminary analysis
by two members yielded major themes. Two additional team members started with these themes and used an iterative
approach to further explore them and sub-themes in depth. For instance, an initial theme was “positive views of the
counseling.” As further reading was pursued, we noted that participants commented on the ways in which counselors
helped  them  to  surmount  adherence  barriers.  We  thus  created  a  sub-theme,  “help  from  counselors  in  overcoming
adherence  obstacles.”  In  this  way,  a  comprehensive  theme  codebook  was  developed  to  code  each  transcript
systematically.  We  compared  responses  by  baseline  adherence,  adherence  at  month  9  (final  intervention  month),
gender, and PWID status. Responses were prioritized by their frequency; we also examined divergent views.

3. RESULTS

3.1. Baseline Characteristics of Study Participants

Of all participants, 14 (70%) were male (Table 1). Seven (35%) were PWID and seven also reported using non-
injectable drugs (35%); six (30%) reported using both types of drugs. Three (17.65%) said they drank alcohol at least
3-4 times per week. The majority (15, 75%) were employed. Nine participants (45%) had been on ART for less than 6
months.  At  randomization,  11 (55%) were optimal  adherers  and nine (45%) were suboptimal  adherers.  In the final
intervention month, 10 (90.91%) of the 11 baseline optimal adherers and seven (78%) of the nine baseline suboptimal
adherers attained ≥95% adherence. The three who failed to achieve optimal adherence were: 1) a young male who was
suboptimal at baseline; 2) a middle-aged male who was optimal at baseline; and 3) a middle-aged female who was
suboptimal  at  baseline.  None  were  among  those  with  self-reported  drug  use.  Individual-level  information  on  key
parameters for each participant is provided in Table 2. Fig. (1) contains illustrative reports for optimal and suboptimal
adherers  at  two  time  points:  Month  3  (final  month  before  randomization)  and  Month  5  (second  month  of  the
intervention).

Our analysis revealed several themes related to participants’ perceptions of adherence and their perceived barriers
and  facilitators.  Clear  themes  and  sub-themes  also  emerged  with  respect  to  the  intervention.  These  findings  are
presented below, beginning with views toward adherence generally, and then covering barriers and facilitators, and
finally, views of the intervention. Direct statements are presented where appropriate. Where differences emerged by
baseline adherence, adherence in the last intervention month, gender, and drug use, these are highlighted.

Table 1. Characteristics of participants at baseline.

Demographic Characteristics Number (%/SD)
Age, years, n (%)

   18-24 2 (10.0)

   25-34 10 (50.0)
   35-44 8 (40.0)

Male, n (%) 14 (70.0)
Highest education level achieved, n (%)

   Primary school only 2 (10.0)
   Middle/secondary school 12 (60.0)
   Beyond secondary school 6 (30.0)

   Married, n (%) 7 (35.0)
Employed, n (%) 15 (75.0)

Monthly income, yuan, mean (SD) 2678.5 (2197.7)
Health Characteristics

Optimal adherence ≥95%, n (%) 11 (55.0)
Time on ART, months, mean (SD) 23.8 (28.4)

Time on ART <6 months, n (%) 9 (45.0)
Twice/daily (vs. once/daily) regimen, n (%) 11 (55.0)

Used injectable street drug (ever), n (%) 7 (35.0)
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Demographic Characteristics Number (%/SD)
Used non-injectable drug (ever), n (%) 7 (35.0)

Used both injectable and non-injectable drug (ever), n (%) 6 (30.0)
Alcohol use 3-4 times per week or greater, n (%) 3 (17.7)

Note: Most characteristics were similar to those of the entire intervention-arm sample in the CATS trial, with the exception of injectable and non-
injectable drug use, which was 11% and 13%, respectively [29]

3.2. Views Regarding Adherence

All participants said that being adherent was of personal importance. This stemmed from their understanding of the
clinical necessity of ART and that being adherent would keep the disease under control. Statements about adherence
were intermingled with a sense of confidence and optimism, even among suboptimal adherers. As one such participant
explained: “I am confident in taking my medicine continuously.” (Male, 28, baseline suboptimal)

Most participants stated that they felt personally responsible for their health, and that the rationale for adhering to
therapy was to ensure effective treatment and good health:

It’s  [taking  the  medication]  for  myself.  I  want  to  live  a  better  life  and  to  be  healthier.  –Female,  29,
baseline suboptimal

Taking my medicine is the top priority and nothing could change our punctuality in taking medicine, no
matter how busy we are. - Male, 40, baseline optimal

Table 2. Key Characteristics of Individual Participants.

Participant
Number

Age (at
time of

IDI)
Gender

Self-Reported
Injectable Drug use

(yes/no)1

Self-Reported Non-
Injectable Drug use

(yes/no)2

Pre-Intervention Adherence
(Months 1-3)3

Adherence in Last
Intervention Month

(Month 9)3

1 32 M Yes Yes optimal optimal
2 22 M No No suboptimal suboptimal
3 20 M No No optimal optimal
4 40 M Yes Yes optimal optimal
5 35 M Yes No suboptimal optimal
6 38 F Yes Yes optimal optimal
7 28 M No Yes suboptimal optimal
8 26 M No No optimal optimal
9 34 M Yes Yes optimal optimal
10 30 F No No suboptimal optimal
11 33 F No No suboptimal optimal
12 29 F No No suboptimal optimal
13 35 M No No optimal suboptimal
14 40 M Yes Yes optimal optimal
15 33 M No No suboptimal optimal
16 32 M No No suboptimal optimal
17 35 F No No suboptimal suboptimal
18 42 M Yes Yes optimal optimal
19 35 M No No optimal optimal
20 31 F No No optimal optimal

1Yes denotes heroin use; 2of 7 who self-reported non-injectable drug use: 6 had smoked heroin, 2 had taken methadone, 2 had snorted or swallowed
ketamine, 1 had snorted or swalled amphetamines or methamphetamines, and 1 had smoked opium; 3optimal adherence refers to ≥ 95% adherence and
suboptimal adherence refers to <95% adherence as measured by a real-time wireless pill monitor.

3.3. Perceived Barriers and Facilitators

Several themes emerged related to perceived barriers and facilitators of adherence. The main barriers mentioned
were job-related issues, feared stigma related to HIV, and unplanned events. Facilitators encompassed having a daily
routine, using reminders, and social support. These are each discussed below.

(Table 1) contd.....
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Fig. (1). Examples of Wireless Pill Container adherence reports. Graphs show the adherence history in the pre-intervention period
(Month 3, in graphs to the left) and in the second intervention month (Month 5, in graphs to the right) for two subjects. 2a (top):
Reports for a patient with suboptimal adherence; 2b (bottom): Reports for a patient with optimal adherence.

3.3.1. Barriers

Work-related barriers were noted by most (75%) participants. Most typically, they explained that they were busy at
work  and  would  either  forget  to  take  their  medication  or  would  be  unable  to  “get  away”  to  take  a  dose.  As  one
participant, a truck driver, explained:
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The biggest challenge is that, when I’m driving on the highway, etc., there is no rest stop. For example, I
could take my medicine from 10 to 12, but I may have already been on the highway before 10 and still
haven’t reached the next service stop at 12. In that case, I’d miss the time for my medication. –Male, 33,
baseline suboptimal.

Certain types of employment, namely those that allowed for breaks, were viewed as more supportive of medication-
taking than others. For example:

What I did for a living before [hairdresser], I can’t just stop what I was doing and take my medicine
immediately….  It  will  also  be  a  problem  for  waiters  in  restaurants.  But  for  cashiers  working  in  a
supermarket or internet-café, they may just excuse themselves by saying that they need to drink some
water. –Male, 28, baseline suboptimal

Divergent views emerged regarding which types of employment posed barriers. In contrast to the statement above, a
female participant who worked as a shelf-stocker noted that being a cashier could be challenging for timely dose-taking:
“Cashiers cannot pause [to take medication].” (Female, 33, baseline suboptimal)

Another barrier was fear of revealing HIV status, both within and beyond work settings. Many participants said they
wanted to  hide  their  status  from their  boss  or  coworkers,  making it  imperative  to  find a  private  place  to  take  their
medications. This could be challenging, as explained by two participants:

Once I was on a business trip and I was half an hour late taking my medicine. That’s because the bag
with my bottle in it was stored in the trunk of the car and my boss was driving. The car didn’t stop then,
and I was too shy to ask him to pull over. -Male, 35, baseline optimal

Sometimes I have meetings until very late and I couldn’t just walk away. It was a bit inconvenient in
those situations…. We have strict rules for meetings. We were not allowed to leave freely…. We were not
even allowed to take phone calls. -Male, 35, baseline optimal

Fear of  inadvertent  disclosure was also an issue for  those whose social  network (i.e.,  family,  friends)  remained
unaware of their status. Most participants’ families and/or partners knew their status, but some did not. This could lead
to dose-taking delays. As two participants with suboptimal adherence explained:

I was having a walk with another person, and there was no water [to take the medication with] along the
way. I couldn’t just leave…. There was no bathroom either. Nothing. -Female, 30, baseline suboptimal

It feels really troublesome. I’m worried that other people will see me opening the pill bottle and wonder
what medicine I have in there. They will feel strange…. I was worried about my friends. -Female, 29,
baseline suboptimal

Another major theme was the importance of having a routine, and conversely, the way that unexpected events jolted
routines, requiring negotiation and often resulting in late or missed doses. In these cases, participants could not plan
ahead to ensure timely dose-taking:

There are some unexpected situations. Our lives are not very stable, nor are our jobs. I’m basically a
freelancer, so sometimes things just happen out of the blue. Everything is possible. -Male, 40, baseline
optimal

In addition, one participant, a PWID, highlighted the effect of drinking alcohol. In his words: “Sometimes I forgot. I
drank  too  much  and  got  drunk.”  (Male,  35,  baseline  suboptimal).  Another  PWID  acknowledged  the  negative
consequences of illegal drug use, noting that he had been compelled to take a dose late when hiding from the police.
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3.3.2. Facilitators

Regarding adherence facilitators, most participants stressed the importance of maintaining or establishing a routine
as the key to sustaining optimal adherence. Having a routine meant incorporating dose-taking into daily activities on a
regular basis:

It feels like a part of my life and when it’s time, I’d take them. I have been on medication for so long, I
won’t forget at all. When it’s time, I definitely will get them out and take them, just like having meals
every day. -Male, 42, baseline optimal.

This  theme  was  consistent  among  all  groups  of  participants,  with  failure  to  establish  and  maintain  a  routine
emerging as a reason for lack of improved adherence during the intervention. In the words of one suboptimal adherer at
baseline  as  he  reflected  on  his  persistently  low adherence:  “The  main  problem was  a  lack  of  routine.”  (Male,  22,
baseline suboptimal)

Another facilitator was the presence of a reminder system. Many participants reported relying on an alarm-most
frequently a phone-based reminder-to prompt them to take a dose. As one participant explained:

Usually when my alarm goes off, I’d grab the bottle out of my bag with one hand and snooze the alarm
with my other hand. Therefore, I don’t think I could miss my medicine. -Male, 35, baseline optimal

A third facilitator was having social support. Participants stressed that it helped them to be with people who knew
their HIV status, and described the role that their families and friends played in reminding them to take their doses.
Several  participants  referenced  their  “patient  friends”,  referring  to  HIV-positive  friends.  They  alluded  to  social
activities, as well as conversations about the WPC, with these friends:

People in my circle basically know about it. I have a friend now. He checks my text messages …. and
then he’d tell me to be on time next time. -Female, 35, baseline suboptimal

My family knows about it, [and] so do my patient friends. Except for my patient friends, I was worried
about being seen [with the WPC] by other people. -Male, 40, baseline optimal

All  participants  also  reported a  good relationship  with  the  clinicians  at  the  study clinic;  most  described feeling
supported by the doctors and counselors, including all of the PWID. Their descriptions revealed their high regard for the
counselors, whom they claimed conveyed “mutual understanding.” One female PWID explained:

Sometimes when we have something bothering us in our life, they would also comfort me. It feels like
having a friend at the same level. I’m not that suppressed like when I’m outside. -Female, 38, baseline
optimal.

Only one participant suggested that  encounters with a clinician might be unsupportive.  This participant,  a  male
whose adherence was suboptimal at baseline and failed to improve over the intervention, said that if he did not take his
medications as directed, “I would be criticized.” (Male, 22, baseline suboptimal)

Several specifically mentioned that the counselors played a supportive role regarding ART. This is an illustrative
statement:

I think it also serves as mental assistance [talking to clinicians or counselors]. It is possible that nobody
around us knows that we are taking this medicine…. Only when I’m here for the consultation, would I
tell the consultants my difficulties. -Male, 20, baseline optimal
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3.4. Effect of the Intervention

Five  major  themes  emerged  that  were  related  directly  to  the  effect  of  the  intervention,  including:  salutary
“supervisory effect;” the motivating influence of objective feedback; the role of the reports in promoting accountability;
text messages as simple reminders or to establish routines; and the usefulness of counseling in overcoming barriers.

3.4.1. Salutary “Supervisory Effect”

Participants described a beneficial supervisory effect of the intervention, particularly WPC use. The specific words
they used included “self-imposed pressure,” “invisible pressure,” “a supervisor,” and “like a teacher overseeing.”
Participants were aware that the WPC sent wireless signals that recorded their adherence, and they liked the sense of
‘being watched.’ In this sense, the WPC also served as a cue to action, urging participants to take their medication.
Participants also described how the WPC helped condition them to establish a habit of timely dose-taking:

I think the bottle is equivalent to an invisible pressure to remind myself of taking medicine on time. It
seems I won’t forget when I see it. Now, I basically begin to think that it’s half an hour for me to take my
medicine at 9:30, and whatever I’m doing, I will have this in mind. -Male, 20, baseline optimal

Most  of  the  time,  participants  revealed  positive  feelings  about  this  “supervisory  effect,”  claiming  that  it  was  a
helpful type of pressure that supported high adherence. Only one male participant, suboptimal at baseline, expressed an
opposing view, saying that “the self-imposed pressure was ever growing,” causing him to worry frequently. (Male, 22,
baseline suboptimal)

3.4.2. Objective Feedback via Reports led to Greater Awareness and Motivation

All  participants  liked  the  adherence  reports,  claiming  that  they  were  a  helpful  reference  for  maintaining  or
improving adherence. Participants said the reports provided a visual depiction of their punctuality that was easy to read
and to use for identifying late or missed doses. The reports heightened their awareness of recent medication-taking
behavior, including changes in such behavior:

Now I see 96.6 [percent] for this month and it used to be over 98. I would certainly be aware of the
wrong time taking my medicine in  this  month.  I  can’t  make the  same mistake the  next  month.  It  just
reminds me to have this awareness. -Female, 38, baseline optimal

I was not punctual at the beginning…. It’s better when I have that …[the adherence report] as reference.
You can know about your situation through this…. I can read it and if I was not punctual, I’d pay more
attention. -Male, 28, baseline suboptimal

Participants described feeling happy and satisfied when they received a report showing optimal adherence in the
previous month. Participants who were optimally adherent at baseline stressed the way that the report was encouraging
and reinforced positive adherence behaviors. As one male participant explained: “When I see the straight line…. I’d feel
satisfied for the past month. It makes me happy and I think it’s encouraging.” (Male 26, baseline optimal) Participants
who had late or missed doses reported feeling badly. However, this was generally viewed as motivation to improve the
report for the next month. One participant explained:

It is [helpful]. The time before last time, I missed once and I felt pretty bad about it. Once I was late and
only took it after the set time. I quite care about this 100% [goal]. -Male, 33, baseline suboptimal

3.4.3. Reports Promoted Accountability

While personal motivation was important, many participants revealed a desire to please the clinicians, to “follow the
doctor’s orders” (Male 42, baseline optimal). One participant explained his motivation for being adherent: “Half for my
own health, and half … to do what the doctors want me to do.” (Male, 40, baseline optimal)

Participants viewed their relationship with the doctor as somewhat contractual and being adherent as a “promise” to
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the doctors. They saw themselves as trustworthy and did not want to break this promise. One participant explained:

I care about other people’s opinions when I do something and I wish to do it well…. I take my promise
seriously and I’m a man of my word. When I break my promise, the first thing I do is to blame myself,
and next, I’d be concerned about whether other people are angry and think that I’m not trustworthy. -
Male, 33, baseline suboptimal

To this end, the report provided an objective record of adherence that promoted a sense of accountability to doctors,
counselors, and to the patients themselves.

The pillbox can prove that I have been taking my doses on time, and the clinicians would know that I am
adherent…. to let them know I have been taking my doses on time, and I am following their instruction. -
Male, 32, baseline optimal

For example, [in the past] it would be natural to tell them that I didn’t miss my medication when they
ask. [Now] had I really missed, even if I could lie about it, I’d still feel hesitant and I’d feel perturbed. -
Male, 26, baseline optimal

As for the [adherence report], he [the counselor] said to me, “look, you didn’t take your medicine on
time, it looks like a wave”. I said, “really? I thought I was on time”…. Did you notice that I have more
straight lines now? -Male, 28, baseline suboptimal

3.4.4. Text Messages as Simple Reminders or to Establish Routines

Overall,  participants  viewed the  text  messages  as  a  useful  reminder  if  a  dose  had  been  forgotten.  Occasionally
signals  were  not  transmitted  immediately  upon  opening  of  the  WPCs,  so  some  participants  reported  receiving  a
reminder after having taken their medication, though this was not viewed as burdensome. A typical statement about the
reminders was: “...definitely useful. For example, it would remind you if you forget to take your medicine. The feeling is
that I’d think about whether I had forgotten to take my medicine. I’d recall whether I had forgotten and then take it if I
had.” (Male, 35, baseline suboptimal)

Views of the text messages differed by adherence at baseline. Most optimal adherers said that they would have been
adherent without the reminders. However, they also noted that in the case of an unplanned event, unusual business, or
when a dose was forgotten, the text messages were helpful:

I think they [reminders] are useful as I can double check whether I have had my medicine. I can take it
then, if I haven’t. -Male, 35, baseline optimal

I have my alarm set at 9:45 and 9:55 separately. Sometimes I was busy doing homework or other things
when the alarm went off. I wanted to wait to take my medicine right on time, so I just kept on doing what
I  was doing until  it  was 10:30,  when the message came in.  Then I’d  realize  that  I  forgot  to  take my
medicine, and I’d take it immediately. -Male, 20, baseline optimal

Some high adherers noted that the text messages were a general reminder of the need for consistent dose-taking:

This pill bottle is a reminder. You have to remember to take your medicine on time; otherwise you’ll get
a text message. That’s how I feel. I think it helps you to form the idea that you have to take your medicine
when it’s time. -Female, 38, baseline optimal

Among suboptimal adherers at baseline, most participants viewed the text messages as helpful both in alerting them
to missed doses and in helping them to establish a routine to support on-time adherence behaviors. Only a few said they
thought the reminders were not critical because they would still use an alarm. A typical statement was:
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I  remember  that  this  thing  would  remind  me  later;  I  would  just  hurry  and  take  it  [medication].
Otherwise, I’d get a text message reminder later. Because of this mindset, I must hurry to open the bottle
and take my medicine within half  an hour.  That’s the type of  mindset  that  pushes me to hurry,  to be
comparatively more punctual. -Female, 29, baseline suboptimal

One  participant  said  that  she  had  used  an  alarm previously,  but  had  come to  rely  on  the  text  messages  instead
because they were more discreet.

I used to set an alarm, but I don’t set it very often now.... Don’t you think that people might wonder why
you always run away when it was time? Now I set it on vibration. …I already remember the time now
after a while…. For now, I’ll just rely on this text message. -Female, 33, baseline suboptimal

3.4.5. Usefulness of Counseling in Overcoming Barriers

Among participants who engaged in data-informed counseling, which was required only when the report showed
<95% adherence in the prior month, all were positive about the counseling. This is an illustrative statement about the
counseling during the intervention, by the same participant who noted that counselors could sometimes be critical:

I  [learned]  more  about  adherence.  I  could  forget  if  I  was  told  just  once,  but  through  repeated
counseling, I would take the information more seriously. The counselors gave me different examples, like
a patient who could always take his ARVs [antiretroviral medications] on time or a patient who was not
adherent, and the consequences. -Male, 22, baseline suboptimal

Over the course of the intervention, many participants identified a personal barrier to adherence and then devised a
strategy to overcome it. Sometimes these were simple strategies like finding excuses to leave to go take their medication
when out with friends or at work. Sometimes it was a matter of planning ahead how to take a pill more discreetly or
punctually.

At the beginning, I used a small bag and I couldn’t open my pill bottle in the open public. My bag then
was narrow and I could only open it vertically…. Now I have a bigger bag, I can open it horizontally. -
Male, 28, baseline suboptimal

I think it takes some planning ahead…. I need to have the pill bottle with me all the time. You have to
carry your bottle when you’re not sure whether you can get back in time. - Male, 35, baseline optimal

I’d take it in bed when I’m in my dorm because there are lots of things in my bed, which could serve as a
screen.  Plus  my dorm mates  wouldn’t  notice  when they  are  playing games.  When I’m out,  using the
bathroom is the most frequently used excuse, as this is normal. -Male, 20, baseline optimal

Many participants enacted a strategy suggested to them by a counselor. As two participants explained, including one
who remained suboptimal at the end of the intervention:

For instance, [they suggested that I] change my habit and set the alarm clock ahead of my dose time.
Now, I don’t go to bed even if I am very tired and sleepy. I would wait until I take my doses. -Male, 22,
baseline suboptimal

The pill bottle makes some noises when it’s getting empty. They told me to put some cotton wool in it. -
Male, 20, baseline optimal Occasionally, counselors advised not using the WPC in order to facilitate
dose-taking.  As  the  participant  quoted  above  explained:  “[Counselors  also  said  that]  if  I  were  truly
afraid of being seen by other people, I could take the meds out in advance and put them somewhere easy
to reach, which simplifies the process.” (Male, 20, baseline optimal)
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While  most  participants  reported  success  in  overcoming  personal  barriers  to  achieve  optimal  adherence,  one
participant who failed to achieve optimal adherence explained his inability to change certain habits:

I have changed my habit of going to sleep too early. I am limiting my computer game playing as well. I
would try to set one more alarm [on my cellphone] 10 minutes after the first alarm, but I feel that would
also be a problem. It is a bit annoying. When I play computer games, I cannot stop. -Male, 22, baseline
suboptimal

4. DISCUSSION

This qualitative study aimed at exploring the reasons that an mHealth ART adherence intervention trial in China
proved successful in helping HIV-positive participants who were suboptimal adherers to improve their adherence, and
in supporting maintenance of high adherence among those who began the trial with optimal adherence. Generally, we
found that perceptions of the value of adherence, as well as perceived facilitators and barriers played an important role
in adherence behaviors for participants. All participants showed a clear understanding of the importance of adherence
and motivation to achieve optimal adherence. That they understood that adherence was key to successful treatment may
reflect the fact that the study took place in a large city in China that had been providing ART services for some time,
with the result that patients had absorbed the messaging provided by clinicians and counselors regarding adherence.
Most also revealed strong internal motivation to achieve optimal adherence. Thus, lack of understanding or motivation
to  adhere  does  not  explain  poor  adherence  among  those  participants  who  failed  to  maintain  or  achieve  optimal
adherence by the end of the trial.

Participants described a number of issues they believed acted as barriers to adherence. These included: work issues,
fear  of  revealing  HIV  status,  and  unplanned  events.  Both  employment-related  barriers  and  stigma  have  been  well
documented  in  the  ART adherence  literature,  including  in  China  [35  -  40].  Unplanned  events-or  changes  in  one’s
regular schedule-has also been a common ART adherence barrier in numerous settings [39, 40], along with the related
phenomenon-forgetfulness [39, 41]. One previous study has shown a link between a ‘chaotic life’ (self-reported) and
missed outpatient visits among HIV-positive individuals [42]. Missed outpatient visits are a likely indicator of poor
ART retention and thus may also be indicative of poor adherence since retention in care is required for adherence to a
medication regimen.

In  our  analysis  of  these  qualitative  data,  five  clear  themes  emerged  that  help  clarify  the  reasons  for  the  trial’s
positive effect on adherence. These encompassed: a beneficial “supervisory effect” of the WPC; the motivating effect of
receiving objective adherence feedback; a sense of accountability that was encouraged by adherence reports; the way
that  triggered reminders  served as  simple reminders  and/or  helped establish routines;  and the role  of  counseling in
overcoming barriers. Woven through these themes was a strong recognition of the importance of personal awareness
and accountability; these were consistent across adherence level at baseline, gender, and prior drug use. In part, this
recognition may be due to the fact that the majority of participants had been on ART for some time even before trial
enrollment-they  were  thus  already  experienced  (and  in  some  sense  ‘successful’  since  they  were  retained  in  care)
patients. Yet the intervention itself seemed to heighten such recognition in several important respects.

First, the “supervisory effect” of the WPC was viewed as beneficial. Participants liked being “watched,” claiming
that it naturally increased personal awareness of adherence. While our patients expressed this positive view, not all
patients will welcome a potential “Big Brother” feeling [43]. Second, the monthly adherence reports emerged as key to
enlightening participants about their monthly adherence patterns. This finding is less controversial; a recent review and
meta-analysis of adherence-enhancing interventions in 79 RCTs, including an assessment of “drug dosing histories”
(like the adherence reports used in CATS), found that giving patients feedback about their dosing behavior was the
largest factor influencing adherence [44]. Finally, the reports were instrumental in providing an objective record of the
prior month’s adherence that motivated participants to be accountable to themselves and to the doctors. The desire to
appear trustworthy and not disappoint one’s doctor may be a form of introjected motivation (actions taken to avoid guilt
or shame). Other studies have suggested that striving to save face may motivate behavior change in some populations
[45, 46].

While we found no clear differences in experiences or views by gender or PWID status, the differences between
those who were baseline optimal vs. baseline suboptimal adherers represent a key finding of this study. For participants
who already had high adherence, the intervention clearly provided support and motivation to maintain high adherence.



32   The Open AIDS Journal, 2018, Volume 12 Sabin et al.

In contrast to those who were suboptimal at baseline, optimal adherers had already established positive habits and a
routine of on-time adherence prior to intervention implementation. For this group, the reminders served mainly as a
reminder in rare cases of forgetfulness. However, the adherence report played an important role for this group. They
viewed the report as something akin to a report card. The receipt of a report that showed declining adherence, or even
worse, suboptimal adherence in the previous month, was viewed as a warning sign. This finding may help to explain
why the CATS intervention arm did not show the typical decline in adherence over time observed in other studies.
While declines in adherence have been commonly observed in prior studies, usually they are characterized as a “modest
decline” in adherence [15 - 18]. Although the threshold of 95% adherence is arbitrary, and a slight decline below 95%
may not have serious medical consequences, reports showing a decline to below 95% clearly prompted participants to
redouble their efforts to cross back over the 95% threshold. They desired a ‘good report,’ and wished to avoid the sense
of failure they associated with a ‘suboptimal’ report.

For participants who were baseline suboptimal adherers, the intervention seems to have worked through two key
mechanisms, regardless of gender or experience with drug use. First, the triggered text messages played an important
role  in  helping participants  to  establish habits  that  would lead to  a  pattern of  on-time adherence.  This  is  important
because the establishment or maintenance of a routine was fundamental to achieving optimal adherence over the course
of the intervention. The direct link between behavior (being late for a dose or headed toward missing a dose altogether)
and receiving a reminder may have helped provide an immediate stimulus for  behavior  change.  Here,  participants’
knowledge of the importance of adherence, and their motivation to be adherent, are critical, encouraging them to view
the  triggered  reminders  as  a  welcome  support,  rather  than  as  annoying  messages  unassociated  with  behavior,  as
automatic reminders have been viewed in other studies [47 - 52].

Second, the WPC-generated adherence reports and data-informed counseling were critical in helping suboptimal
participants overcome whatever personal barriers they were experiencing. As our findings show, the data-informed
counseling in particular presented an opportunity to discuss barriers and to strategize about solutions. Here, the positive
relationship  with  clinicians  that  participants  described is  particularly  relevant.  Were  they to  fear  criticism,  or  were
clinicians unprepared for a supportive conversation, the counseling might not have contributed to the positive effect
found in CATS. Interestingly, the evidence on the potential impact of data-informed counseling is growing, including
from some of  our  previous  work  in  China  [9,  44,  53].  However,  this  study  is  the  first  of  which  we are  aware  that
provides  clear  evidence  from  ART  patients  themselves  about  how  data-informed  counseling  assisted  them  in
overcoming barriers. Further studies to unpack the details of what is shared in these types of counseling sessions may
provide guidance about how to best use data to inform counseling.

Notably, few participants failed to achieve optimal adherence over the course of the intervention-only three among
the qualitative study sample. Little emerged from the qualitative data to help shed light on why the intervention did not
succeed  with  these  participants.  Indeed,  the  themes  and  sub-themes  that  surfaced  from  the  data  were  generally
consistent  among all  participants  regardless  of  whether  their  adherence was optimal  in  Month 9.  The most  notable
exception was the view expressed by one participant, a young male whose adherence remained suboptimal throughout
the intervention, who felt that being watched led to an “ever growing” self-imposed pressure that made him anxious.
This particular participant also conveyed somewhat mixed experiences with counseling: he stated that he would be
‘criticized’ when he was not adherent, and yet also conveyed positive views of the data-informed counseling, giving
examples of how the counselors helped him cope with specific pill-taking challenges. It would thus appear to be the
case that while struggling participants liked the intervention, and most of its separate features, it did not always spur
optimal medication-taking behaviors.

These  findings  have  several  important  implications  for  informing  the  design  of  mHealth  interventions  for  HIV
adherence, as well as for the scalability of this type of intervention. Our results regarding the central role of personal
barriers  are notable because it  suggests  that  what  participants  had previously lacked were strategies and support  to
overcome these  barriers.  They  support  those  of  Candy  et  al.,  who  found  that  a  focus  on  overcoming  personal  risk
factors was a common thread of successful interventions for adherence [28].

In  addition,  our  findings  suggest  that  for  ART  patients  who  are  already  high  adherers,  real-time  monitoring
combined  with  reports  may  provide  sufficient  support.  However,  further  counseling  appears  necessary  to  help
suboptimal adherers overcome challenges. Our findings also help to address concerns as to whether the use of triggered
text-message reminders could train patients to take their medications only in response to a reminder, which might leave
patients  vulnerable  in  the  event  of  device  failures  or  loss  of  cellular  connectivity.  The  CATS study  found  that  the
proportion of doses taken before the 30-minute mark increased during the intervention period, mitigating this concern



Participants’ Insights into an Adherence Intervention The Open AIDS Journal, 2018, Volume 12   33

[29].  The  qualitative  component  corroborates  this  finding,  indicating  that  text  message  reminders  served  to  help
participants  establish  a  habit  of  on-time  adherence  such  that  they  no  longer  relied  on  the  messages  as  medication
reminders.

4.1. Limitations

We note several study limitations. First, the topics discussed in the IDIs-views of HIV and adherence, motivations,
values,  accountability,  and  relationship  with  clinicians,  are  all  highly  culture-specific  and  findings  related  to  these
factors will undoubtedly vary in different settings and populations. Second, we were limited by the fact that the majority
of our participants succeeded in attaining optimal adherence by month 9, restricting perceptions of adherence ‘failure’.
Similarly, we used a binary (yes/no) measure to determine baseline adherence (suboptimal versus optimal), as well as
intervention  success,  defined  as  ≥95%  adherence  in  month  9.  This  may  have  limited  our  comparisons  between
suboptimal and optimal adherers at baseline, as such dichotomous categories do not capture the full extent of variability
within these categories. In addition, although electronic drug monitors are considered the gold standard in adherence
measures, we could not determine the reliability of the WPCs we used in CATS. It is possible that participants opened
the WPC because they knew they were being monitored, but did not take their medication. However, we believe a more
significant limitation may be that participants would occasionally take pills out of the container in advance for later
dosing without the device recording that they took the dose. Several participants reported doing this when they could
anticipate situations during which it would be difficult to use the device. Unfortunately, the HIV viral load outcomes
from the  trial  are  not  helpful  in  understanding  the  effect  of  this  activity,  primarily  because  most  participants  were
suppressed at randomization [29]. Finally, participants may have provided biased information due to poor recall or out
of a desire to please the interviewer, a common challenge in qualitative research. In this case, we do not believe the
latter was an issue because the interviewer was also the study coordinator at the study clinic and was familiar with the
issues that participants faced with their medications, having given them their detailed adherence reports and discussed
challenges with them over the previous 6 months of the intervention.

CONCLUSION

This study provides valuable insight regarding the factors driving the success of an mHealth intervention to promote
HIV  adherence.  Our  findings  help  to  elucidate  the  role  of  the  different  components  of  the  CATS  intervention  in
contributing to change in adherence behaviors resulting in improvement or maintenance of optimal adherence. Notably,
our findings show the differential effect of the intervention observed among participants who were baseline optimal
adherers compared with baseline suboptimal adherers. These findings warrant further investigation because of their
implications for the design and scalability of mHealth interventions. Interventions should give consideration to patients’
prior level of adherence, and should ensure that patients are adequately supported to overcome personal barriers to
adherence, if necessary.

AUTHORS’ CONTRIBUTIONS

LLS  led  the  study  design,  provided  training  and  support  during  data  collection,  helped  interpret  findings,  and
assisted with drafting the manuscript.

LM led the data analysis, helped interpret findings, and led the drafting of the manuscript.

MBD assisted with study design, provided training related to data collection, and helped interpret findings and draft
the manuscript.

TV assisted with study design, and helped interpret findings and draft the manuscript.

ZL assisted with study design, provided oversight during data collection, played a key role in data collection, and
helped draft the manuscript.

XW led data collection, and helped interpret findings and draft the manuscript.

ALG assisted with study design and helped draft the manuscript.

YB assisted with data analysis and helped draft the manuscript.

CJG assisted with study design, interpretation of findings, and drafting the manuscript.



34   The Open AIDS Journal, 2018, Volume 12 Sabin et al.

ETHICS APPROVAL AND CONSENT TO PARTICIPATE

The study was  reviewed and approved by the  Institutional  Review Boards  (IRB)  at  Boston University  Medical
Center in Boston, Massachusetts, and the Guangxi Provincial CDC in Nanning, China.

HUMAN AND ANIMAL RIGHTS

No  Animals  were  used.  All  the  reported  experiments  involving  humans  were  in  accordance  with  the  ethical
standards of the committee responsible for human experimentation (Institutional and national), and with the Helsinki
declaration of 1975, as revised in 2008.

CONSENT FOR PUBLICATION

No personal identifying information is included in this manuscript. Where personal statements are included, they are
identified  only  by the  gender,  age,  and adherence  categorization of  the  study participant.  All  participants  provided
written informed consent to participate in the trial as well as the study whose results are reported here.

CONFLICT OF INTEREST

The authors declare no conflict of interest, financial or otherwise.

ACKNOWLEDGEMENTS

This  research  was  supported  by  the  United  States  National  Institutes  of  Health,  Institute  for  Drug  Abuse
(NIH/NIDA 1R34DA032423). We thank the late Richard Denisco and Dr. Tang Zhirong, as well as Mohamad Brooks,
Ariel Falconer, Xu Keyi, Cheng Feng, Lan Guanghua, Li Yongzhen, and Lu Hongyan for their efforts on behalf of this
project.  We  appreciate  the  support  of  personnel  at  the  US  CDC-GAP  office,  WHO,  and  the  National  Center  for
AIDS/STD Control and Prevention (NCAIDS), Chinese Center for Disease Control and Prevention, in Beijing. Finally,
we acknowledge and thank all  the participants in the qualitative component of the CATS trial—their  generous and
honest engagement were critical to this study.

REFERENCES

[1] Bangsberg DR, Hecht FM, Charlebois ED, et al. Adherence to protease inhibitors, HIV-1 viral load, and development of drug resistance in an
indigent population. AIDS 2000; 14(4): 357-66.

[2] Bangsberg DR, Perry S, Charlebois ED, et al. Non-adherence to highly active antiretroviral therapy predicts progression to AIDS. AIDS
2001; 15(9): 1181-3.
[http://dx.doi.org/10.1097/00002030-200106150-00015] [PMID: 11416722]

[3] Hogg RS, Heath K, Bangsberg D, et al. Intermittent use of triple-combination therapy is predictive of mortality at baseline and after 1 year of
follow-up. AIDS 2002; 16(7): 1051-8.
[http://dx.doi.org/10.1097/00002030-200205030-00012] [PMID: 11953472]

[4] Howard AA, Arnsten JH, Lo Y, et al. A prospective study of adherence and viral load in a large multi-center cohort of HIV-infected women.
AIDS 2002; 16(16): 2175-82.
[http://dx.doi.org/10.1097/00002030-200211080-00010] [PMID: 12409739]

[5] Arnsten JH, Demas PA, Grant RW, et al. Impact of active drug use on antiretroviral therapy adherence and viral suppression in HIV-infected
drug users. J Gen Intern Med 2002; 17(5): 377-81.
[http://dx.doi.org/10.1007/s11606-002-0044-3] [PMID: 12047736]

[6] Paterson DL, Swindells S, Mohr J, et al. Adherence to protease inhibitor therapy and outcomes in patients with HIV infection. Ann Intern
Med 2000; 133(1): 21-30.
[http://dx.doi.org/10.7326/0003-4819-133-1-200007040-00004] [PMID: 10877736]

[7] Roux  P,  Carrieri  MP,  Villes  V,  et  al.  The  impact  of  methadone  or  buprenorphine  treatment  and  ongoing  injection  on  highly  active
antiretroviral therapy (HAART) adherence: evidence from the MANIF2000 cohort study. Addiction 2008; 103(11): 1828-36.
[http://dx.doi.org/10.1111/j.1360-0443.2008.02323.x] [PMID: 18778390]

[8] Gulick RM. Adherence to antiretroviral therapy: How much is enough? Clin Infect Dis 2006; 43(7): 942-4.
[http://dx.doi.org/10.1086/507549] [PMID: 16941381]

[9] Sabin LL, DeSilva MB, Hamer DH, et al. Using electronic drug monitor feedback to improve adherence to antiretroviral therapy among HIV-

http://dx.doi.org/10.1097/00002030-200106150-00015
http://www.ncbi.nlm.nih.gov/pubmed/11416722
http://dx.doi.org/10.1097/00002030-200205030-00012
http://www.ncbi.nlm.nih.gov/pubmed/11953472
http://dx.doi.org/10.1097/00002030-200211080-00010
http://www.ncbi.nlm.nih.gov/pubmed/12409739
http://dx.doi.org/10.1007/s11606-002-0044-3
http://www.ncbi.nlm.nih.gov/pubmed/12047736
http://dx.doi.org/10.7326/0003-4819-133-1-200007040-00004
http://www.ncbi.nlm.nih.gov/pubmed/10877736
http://dx.doi.org/10.1111/j.1360-0443.2008.02323.x
http://www.ncbi.nlm.nih.gov/pubmed/18778390
http://dx.doi.org/10.1086/507549
http://www.ncbi.nlm.nih.gov/pubmed/16941381


Participants’ Insights into an Adherence Intervention The Open AIDS Journal, 2018, Volume 12   35

positive patients in China. AIDS Behav 2010; 14(3): 580-9.
[http://dx.doi.org/10.1007/s10461-009-9615-1] [PMID: 19771504]

[10] Bangsberg DR. Less than 95% adherence to nonnucleoside reverse-transcriptase inhibitor therapy can lead to viral suppression. Clin Infect
Dis 2006; 43(7): 939-41.
[http://dx.doi.org/10.1086/507526] [PMID: 16941380]

[11] Liu H, Golin CE, Miller LG, et al. A comparison study of multiple measures of adherence to HIV protease inhibitors. Ann Intern Med 2001;
134(10): 968-77.
[http://dx.doi.org/10.7326/0003-4819-134-10-200105150-00011] [PMID: 11352698]

[12] Gill CJ, Sabin LL, Hamer DH, et al. Importance of dose timing to achieving undetectable viral loads. AIDS Behav 2010; 14(4): 785-93.
[http://dx.doi.org/10.1007/s10461-009-9555-9] [PMID: 19353263]

[13] Arnsten JH, Demas PA, Farzadegan H, et al. Antiretroviral therapy adherence and viral suppression in HIV-infected drug users: comparison
of self-report and electronic monitoring. Clin Infect Dis 2001; 33(8): 1417-23.
[http://dx.doi.org/10.1086/323201] [PMID: 11550118]

[14] Mills EJ, Nachega JB, Buchan I, et al. Adherence to antiretroviral therapy in sub-Saharan Africa and North America: A meta-analysis. JAMA
2006; 296(6): 679-90.
[http://dx.doi.org/10.1001/jama.296.6.679] [PMID: 16896111]

[15] Pearson CR, Simoni JM, Hoff P, Kurth AE, Martin DP. Assessing antiretroviral adherence via electronic drug monitoring and self-report: An
examination of key methodological issues. AIDS Behav 2007; 11(2): 161-73.
[http://dx.doi.org/10.1007/s10461-006-9133-3] [PMID: 16804749]

[16] Parruti  G,  Manzoli  L,  Toro  PM,  et  al.  Long-term adherence  to  first-line  highly  active  antiretroviral  therapy  in  a  hospital-based  cohort:
Predictors and impact on virologic response and relapse. AIDS Patient Care STDS 2006; 20(1): 48-56.
[http://dx.doi.org/10.1089/apc.2006.20.48] [PMID: 16426156]

[17] Pinheiro CA, de-Carvalho-Leite JC, Drachler ML, Silveira VL. Factors associated with adherence to antiretroviral therapy in HIV/AIDS
patients: A cross-sectional study in Southern Brazil. Braz J Med Biol Res 2002; 35(10): 1173-81.
[http://dx.doi.org/10.1590/S0100-879X2002001000010] [PMID: 12424490]

[18] Etard JF, Lanièce I, Fall MB, et al. A 84-month follow up of adherence to HAART in a cohort of adult Senegalese patients. Trop Med Int
Health 2007; 12(10): 1191-8.
[http://dx.doi.org/10.1111/j.1365-3156.2007.01910.x] [PMID: 17956501]

[19] Amico KR, Harman JJ, Johnson BT. Efficacy of antiretroviral therapy adherence interventions: A research synthesis of trials, 1996 to 2004. J
Acquir Immune Defic Syndr 2006; 41(3): 285-97.
[http://dx.doi.org/10.1097/01.qai.0000197870.99196.ea] [PMID: 16540929]

[20] Simoni JM, Frick PA, Pantalone DW, Turner BJ. Antiretroviral adherence interventions: A review of current literature and ongoing studies.
Top HIV Med 2003; 11(6): 185-98.
[PMID: 14724327]

[21] Simoni JM, Amico KR, Smith L, Nelson K. Antiretroviral adherence interventions: Translating research findings to the real world clinic. Curr
HIV/AIDS Rep 2010; 7(1): 44-51.
[http://dx.doi.org/10.1007/s11904-009-0037-5] [PMID: 20425057]

[22] Chaiyachati KH, Ogbuoji O, Price M, Suthar AB, Negussie EK, Bärnighausen T. Interventions to improve adherence to antiretroviral therapy:
A rapid systematic review. AIDS 2014; 28(Suppl. 2): S187-204.
[http://dx.doi.org/10.1097/QAD.0000000000000252] [PMID: 24849479]

[23] Haberer JE. Actionable adherence monitoring to optimise intervention. Lancet HIV 2017; 4(1): e5-6.
[http://dx.doi.org/10.1016/S2352-3018(16)30191-6] [PMID: 27864001]

[24] Haberer JE, Musinguzi N, Tsai AC, et al. Real-time electronic adherence monitoring plus follow-up improves adherence compared with
standard electronic adherence monitoring. AIDS 2017; 31(1): 169-71.
[http://dx.doi.org/10.1097/QAD.0000000000001310] [PMID: 27835622]

[25] Haberer JE, Sabin L, Amico KR, et al.  Improving antiretroviral therapy adherence in resource-limited settings at scale: A discussion of
interventions and recommendations. J Int AIDS Soc 2017; 20(1): 21371.
[http://dx.doi.org/10.7448/IAS.20.1.21371] [PMID: 28630651]

[26] Bachman  D  M,  Gifford  AL,  Bonawitz  R,  et  al.  Real  time  electronic  drug  monitoring  (EDM)  for  HIV-positive  adolescents:  Promising
acceptability and feasibility in China. J AIDS & cli Res 2016; 7(1): 586.

[27] Bachman D M, Gifford AL, Keyi X, et al. Feasibility and acceptability of a real-time adherence device among HIV-positive IDU patients in
china. AIDS Res Treat 2013. 2013: 957862.

[28] Candy B, King M, Jones L, Oliver S. Using qualitative evidence on patients’ views to help understand variation in effectiveness of complex
interventions: A qualitative comparative analysis. Trials 2013; 14: 179.
[http://dx.doi.org/10.1186/1745-6215-14-179] [PMID: 23777465]

[29] Sabin LL, Bachman D M, Gill CJ, et al. Improving adherence to antiretroviral therapy with triggered real-time text message reminders: The
china adherence through technology study. J Acquir Immune Defic Syndr 2015; 69(5): 551-9.

http://dx.doi.org/10.1007/s10461-009-9615-1
http://www.ncbi.nlm.nih.gov/pubmed/19771504
http://dx.doi.org/10.1086/507526
http://www.ncbi.nlm.nih.gov/pubmed/16941380
http://dx.doi.org/10.7326/0003-4819-134-10-200105150-00011
http://www.ncbi.nlm.nih.gov/pubmed/11352698
http://dx.doi.org/10.1007/s10461-009-9555-9
http://www.ncbi.nlm.nih.gov/pubmed/19353263
http://dx.doi.org/10.1086/323201
http://www.ncbi.nlm.nih.gov/pubmed/11550118
http://dx.doi.org/10.1001/jama.296.6.679
http://www.ncbi.nlm.nih.gov/pubmed/16896111
http://dx.doi.org/10.1007/s10461-006-9133-3
http://www.ncbi.nlm.nih.gov/pubmed/16804749
http://dx.doi.org/10.1089/apc.2006.20.48
http://www.ncbi.nlm.nih.gov/pubmed/16426156
http://dx.doi.org/10.1590/S0100-879X2002001000010
http://www.ncbi.nlm.nih.gov/pubmed/12424490
http://dx.doi.org/10.1111/j.1365-3156.2007.01910.x
http://www.ncbi.nlm.nih.gov/pubmed/17956501
http://dx.doi.org/10.1097/01.qai.0000197870.99196.ea
http://www.ncbi.nlm.nih.gov/pubmed/16540929
http://www.ncbi.nlm.nih.gov/pubmed/14724327
http://dx.doi.org/10.1007/s11904-009-0037-5
http://www.ncbi.nlm.nih.gov/pubmed/20425057
http://dx.doi.org/10.1097/QAD.0000000000000252
http://www.ncbi.nlm.nih.gov/pubmed/24849479
http://dx.doi.org/10.1016/S2352-3018(16)30191-6
http://www.ncbi.nlm.nih.gov/pubmed/27864001
http://dx.doi.org/10.1097/QAD.0000000000001310
http://www.ncbi.nlm.nih.gov/pubmed/27835622
http://dx.doi.org/10.7448/IAS.20.1.21371
http://www.ncbi.nlm.nih.gov/pubmed/28630651
http://dx.doi.org/10.1186/1745-6215-14-179
http://www.ncbi.nlm.nih.gov/pubmed/23777465


36   The Open AIDS Journal, 2018, Volume 12 Sabin et al.

[http://dx.doi.org/10.1097/QAI.0000000000000651] [PMID: 25886927]

[30] HIV  and  AIDS  in  China  [Internet]  2017  Available  from:  [https://wwwavertorg/professionals/hiv-around-world/asia-pacific/china]  cited
November 20, 2017

[31] Ministry of Health of the People’s Republic of China. 2012 China AIDS Response Progress Report 2012 .

[32] Xiao Y, Kristensen S, Sun J, Lu L, Vermund SH. Expansion of HIV/AIDS in china: Lessons from yunnan province. Soc Sci Med 2007; 64(3):
665-75.
[http://dx.doi.org/10.1016/j.socscimed.2006.09.019] [PMID: 17107739]

[33] Xing H, Ruan Y, Li J, et al. HIV drug resistance and its impact on antiretroviral therapy in Chinese HIV-infected patients. PLoS One 2013;
8(2): e54917.
[http://dx.doi.org/10.1371/journal.pone.0054917] [PMID: 23405098]

[34] China Ministry of Health, UnAIDS, WHO. China AIDS Epidemic Situation and Estimates (in Chinese). 2011. Beijing, China

[35] Mills EJ, Nachega JB, Bangsberg DR, et al. Adherence to HAART: A systematic review of developed and developing nation patient-reported
barriers and facilitators. PLoS Med 2006; 3(11): e438.
[http://dx.doi.org/10.1371/journal.pmed.0030438] [PMID: 17121449]

[36] Sabin LL, Desilva MB, Hamer DH, et al. Barriers to adherence to antiretroviral medications among patients living with HIV in southern
China: A qualitative study. AIDS Care 2008; 20(10): 1242-50.
[http://dx.doi.org/10.1080/09540120801918651] [PMID: 19012083]

[37] Liu Y, Osborn CY, Qian HZ, et al. Barriers and facilitators of linkage to and engagement in HIV care among HIV-Positive men who have sex
with men in china: A Qualitative Study. AIDS Patient Care STDS 2016; 30(2): 70-7.
[http://dx.doi.org/10.1089/apc.2015.0296] [PMID: 26784360]

[38] Liu Y, Sun X, Qian HZ, et al. Qualitative assessment of barriers and facilitators of access to HIV testing among men who have sex with men
in china. AIDS Patient Care STDS 2015; 29(9): 481-9.
[http://dx.doi.org/10.1089/apc.2015.0083] [PMID: 26186029]

[39] Croome N, Ahluwalia M, Hughes LD, Abas M. Patient-reported barriers and facilitators to antiretroviral adherence in sub-Saharan Africa.
AIDS 2017; 31(7): 995-1007.
[http://dx.doi.org/10.1097/QAD.0000000000001416] [PMID: 28121707]

[40] Shubber Z,  Mills  EJ,  Nachega JB,  et  al.  Patient-reported barriers  to adherence to antiretroviral  therapy:  A systematic review and meta-
analysis. PLoS Med 2016; 13(11): e1002183.
[http://dx.doi.org/10.1371/journal.pmed.1002183] [PMID: 27898679]

[41] Mills EJ, Nachega JB, Bangsberg DR, et al. Adherence to HAART: A systematic review of developed and developing nation patient-reported
barriers and facilitators. PLoS Med 2006; 3(11): e438.
[http://dx.doi.org/10.1371/journal.pmed.0030438] [PMID: 17121449]

[42] Wong MD, Sarkisian CA, Davis C, Kinsler J, Cunningham WE. The association between life chaos, health care use, and health status among
HIV-infected persons. J Gen Intern Med 2007; 22(9): 1286-91.
[http://dx.doi.org/10.1007/s11606-007-0265-6] [PMID: 17597350]

[43] Campbell JI, Eyal N, Musiimenta A, Haberer JE. Ethical questions in medical electronic adherence monitoring. J Gen Intern Med 2016;
31(3): 338-42.
[http://dx.doi.org/10.1007/s11606-015-3502-4] [PMID: 26358284]

[44] Demonceau  J,  Ruppar  T,  Kristanto  P,  et  al.  Identification  and  assessment  of  adherence-enhancing  interventions  in  studies  assessing
medication adherence through electronically compiled drug dosing histories: A systematic literature review and meta-analysis. Drugs 2013;
73(6): 545-62.
[http://dx.doi.org/10.1007/s40265-013-0041-3] [PMID: 23588595]

[45] Vian T, Bachman D M, Cabral HJ, et al. The role of motivation in predicting ART adherence in China. health psychology: Off J Div Health
Psy Am Psychol Assoc 2016; 1-10.hpq.sagepub.com Epub 2016: Oct 19

[46] Wang C. WC L. Teachers’ motivation to teach national education in Singapore: A self determination theory approach. Asia Pac J Educ 2008;
28(4): 395-410.
[http://dx.doi.org/10.1080/02188790802469052]

[47] Lester RT, Mills EJ, Kariri A, et al. The HAART cell phone adherence trial (WelTel Kenya1): A randomized controlled trial protocol. Trials
2009; 10: 87.
[http://dx.doi.org/10.1186/1745-6215-10-87] [PMID: 19772596]

[48] Lester RT, Ritvo P, Mills EJ, et al. Effects of a mobile phone short message service on antiretroviral treatment adherence in Kenya (WelTel
Kenya1): A randomised trial. Lancet 2010; 376(9755): 1838-45.
[http://dx.doi.org/10.1016/S0140-6736(10)61997-6] [PMID: 21071074]

[49] Hasvold PE,  Wootton R.  Use of  telephone and SMS reminders  to  improve attendance at  hospital  appointments:  A systematic  review.  J
Telemed Telecare 2011; 17(7): 358-64.
[http://dx.doi.org/10.1258/jtt.2011.110707] [PMID: 21933898]

http://dx.doi.org/10.1097/QAI.0000000000000651
http://www.ncbi.nlm.nih.gov/pubmed/25886927
http://dx.doi.org/10.1016/j.socscimed.2006.09.019
http://www.ncbi.nlm.nih.gov/pubmed/17107739
http://dx.doi.org/10.1371/journal.pone.0054917
http://www.ncbi.nlm.nih.gov/pubmed/23405098
http://dx.doi.org/10.1371/journal.pmed.0030438
http://www.ncbi.nlm.nih.gov/pubmed/17121449
http://dx.doi.org/10.1080/09540120801918651
http://www.ncbi.nlm.nih.gov/pubmed/19012083
http://dx.doi.org/10.1089/apc.2015.0296
http://www.ncbi.nlm.nih.gov/pubmed/26784360
http://dx.doi.org/10.1089/apc.2015.0083
http://www.ncbi.nlm.nih.gov/pubmed/26186029
http://dx.doi.org/10.1097/QAD.0000000000001416
http://www.ncbi.nlm.nih.gov/pubmed/28121707
http://dx.doi.org/10.1371/journal.pmed.1002183
http://www.ncbi.nlm.nih.gov/pubmed/27898679
http://dx.doi.org/10.1371/journal.pmed.0030438
http://www.ncbi.nlm.nih.gov/pubmed/17121449
http://dx.doi.org/10.1007/s11606-007-0265-6
http://www.ncbi.nlm.nih.gov/pubmed/17597350
http://dx.doi.org/10.1007/s11606-015-3502-4
http://www.ncbi.nlm.nih.gov/pubmed/26358284
http://dx.doi.org/10.1007/s40265-013-0041-3
http://www.ncbi.nlm.nih.gov/pubmed/23588595
http://hpq.sagepub.com
http://dx.doi.org/10.1080/02188790802469052
http://dx.doi.org/10.1186/1745-6215-10-87
http://www.ncbi.nlm.nih.gov/pubmed/19772596
http://dx.doi.org/10.1016/S0140-6736(10)61997-6
http://www.ncbi.nlm.nih.gov/pubmed/21071074
http://dx.doi.org/10.1258/jtt.2011.110707
http://www.ncbi.nlm.nih.gov/pubmed/21933898


Participants’ Insights into an Adherence Intervention The Open AIDS Journal, 2018, Volume 12   37

[50] Liu X, Lewis JJ, Zhang H, et al. Effectiveness of electronic reminders to improve medication adherence in tuberculosis patients: A Cluster-
Randomised Trial. PLoS Med 2015; 12(9): e1001876.
[http://dx.doi.org/10.1371/journal.pmed.1001876] [PMID: 26372470]

[51] Pop-Eleches  C,  Thirumurthy  H,  Habyarimana  JP,  et  al.  Mobile  phone  technologies  improve  adherence  to  antiretroviral  treatment  in  a
resource-limited setting: A randomized controlled trial of text message reminders. AIDS 2011; 25(6): 825-34.
[http://dx.doi.org/10.1097/QAD.0b013e32834380c1] [PMID: 21252632]

[52] Zurovac D, Sudoi RK, Akhwale WS, et al. The effect of mobile phone text-message reminders on Kenyan health workers’ adherence to
malaria treatment guidelines: A cluster randomised trial. Lancet 2011; 378(9793): 795-803.
[http://dx.doi.org/10.1016/S0140-6736(11)60783-6] [PMID: 21820166]

[53] de Bruin M, Hospers HJ, van Breukelen GJ, Kok G, Koevoets WM, Prins JM. Electronic monitoring-based counseling to enhance adherence
among HIV-infected patients: A randomized controlled trial. Health Psychol 2010; 29(4): 421-8.
[http://dx.doi.org/10.1037/a0020335] [PMID: 20658830]

© 2018 Sabin et al.

This is an open access article distributed under the terms of the Creative Commons Attribution 4.0 International Public License (CC-BY 4.0), a
copy of which is available at: https://creativecommons.org/licenses/by/4.0/legalcode. This license permits unrestricted use, distribution, and
reproduction in any medium, provided the original author and source are credited.

http://dx.doi.org/10.1371/journal.pmed.1001876
http://www.ncbi.nlm.nih.gov/pubmed/26372470
http://dx.doi.org/10.1097/QAD.0b013e32834380c1
http://www.ncbi.nlm.nih.gov/pubmed/21252632
http://dx.doi.org/10.1016/S0140-6736(11)60783-6
http://www.ncbi.nlm.nih.gov/pubmed/21820166
http://dx.doi.org/10.1037/a0020335
http://www.ncbi.nlm.nih.gov/pubmed/20658830
https://creativecommons.org/licenses/by/4.0/legalcode

	Why it Worked: Participants’ Insights into an mHealth Antiretroviral Therapy Adherence Intervention in China 
	[Background:]
	Background:
	Objectives:
	Methods:
	Results:
	Conclusion:

	1. INTRODUCTION
	2. MATERIALS AND METHODS
	2.1. CATS Study Site and Intervention
	2.2. Qualitative Study Participants
	2.3. Data Collection
	2.4. Data Analysis

	3. RESULTS
	3.1. Baseline Characteristics of Study Participants
	3.2. Views Regarding Adherence
	3.3. Perceived Barriers and Facilitators
	3.3.1. Barriers
	3.3.2. Facilitators

	3.4. Effect of the Intervention
	3.4.1. Salutary “Supervisory Effect”
	3.4.2. Objective Feedback via Reports led to Greater Awareness and Motivation
	3.4.3. Reports Promoted Accountability
	3.4.4. Text Messages as Simple Reminders or to Establish Routines
	3.4.5. Usefulness of Counseling in Overcoming Barriers


	4. DISCUSSION
	4.1. Limitations

	CONCLUSION
	AUTHORS’ CONTRIBUTIONS
	ETHICS APPROVAL AND CONSENT TO PARTICIPATE
	HUMAN AND ANIMAL RIGHTS
	CONSENT FOR PUBLICATION
	CONFLICT OF INTEREST
	ACKNOWLEDGEMENTS
	REFERENCES




