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Abstract
Background: The Philippines HIV epidemic is one of the fastest growing epidemics globally, and infections among men who
have sex with men are increasing at an alarming rate. Connect for Life Philippines is a mobile health (mHealth) intervention that
supports antiretroviral therapy (ART) adherence in this key population through individualized voice calls and SMS text messages.
Objective: The objective of this process evaluation is to assess the intervention reach, dose delivered and received, fidelity, and
acceptability and to describe contextual factors affecting the implementation of an mHealth adherence support intervention for
patients on ART in a clinic in Metro Manila, Philippines.
Methods: A mixed methods process evaluation approach was used in an observational cohort study. Quantitative data sources
for the process evaluation were call and SMS text message logs obtained from the mHealth platform and questionnaires collected
at 12-, 24-, and 48-week study visits. Qualitative data were collected from process reports and through a series of focus group
discussions conducted with a subset of participants during the intervention development phase, after an initial 8-week pilot phase,
and at the end of the study.
Results: The 462 study participants received 31,095 interactive voice calls and 8234 SMS text messages during the study.
Owing to technical issues, intervention fidelity was low, with only 22.1% (102/462) of the participants receiving reminders via
voice calls and others (360/462, 77.9%) receiving only SMS text messages during the intervention. After 48 weeks in the study,
63.5% (293/462) of the participants reported that they would be quite likely or very likely to recommend the program to a friend,
and 53.8% (249/462) of the participants reported that they benefited quite a bit or very much from the intervention. Participants
who were on ART for <6 months at the beginning of the study and those who received the daily or weekly pill reminders were
more likely to report that they benefited from the intervention (P=.02 and P=.01, respectively).
Conclusions: The Connect for Life intervention had high participant satisfaction and acceptability, especially among those who
received high dose of the intervention. However, poor reliability of local telecommunication networks had a large impact on the
intervention’s usability, fidelity, and dose received.
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Introduction
Background
The HIV epidemic in the Philippines is one of the fastest
growing epidemics globally, with 207% increase in new HIV
infections and 388% increase in AIDS deaths from 2010 to
2020. In 2020, an estimated 73% of people living with HIV in
the Philippines knew their status and 44% of people living with
HIV were on antiretroviral therapy (ART) [1-4]. In 2 studies of
cohorts of patients with HIV in Manila, 84% to 90% of patients
who started ART had achieved viral suppression [4,5]. Most
new and existing HIV infections occur among men who have
sex with men (MSM) [3]. Improving treatment coverage,
retention, adherence, and viral suppression are key to slowing
the spread of HIV in the Philippines. Unfortunately, widespread
stigma, lack of knowledge, and barriers to accessing care pose
a challenge to engaging patients in testing and ensuring high
levels of adherence to ART and retention in care [6-8]. High
rates of first-line treatment failure, loss to follow-up, and
suboptimal treatment adherence lead to poor outcomes in many
patients with HIV in the Philippines [9,10].
This paper describes the process evaluation of a mobile phone
technology for health (mobile health [mHealth]) intervention
for people living with HIV in Metro Manila, Philippines. To
support ART adherence, the intervention, Connect for Life,
provided patients with HIV with individualized voice calls and
SMS text messages, pill reminders, appointment reminders,
symptom reporting, health tips, and adherence feedback.
The Connect for Life platform was developed by Janssen Global
Public Health, and before adaptation for the Philippines, its
versions were piloted in India and Uganda. The mMitra (mobile
friend) project in India aimed to improve maternal health
outcomes through health messages to pregnant women [11,12].
The Treatment Advice using Mobile Alerts project in India
[13,14] and Call for Life Uganda [15,16] supported ART
adherence among people living with HIV.

Process Evaluation of mHealth Interventions
As mHealth technologies have become widespread in
low-income and middle-income countries, mobile phone
interventions have become increasingly popular in the global
health and development sectors as an inexpensive and efficient
way to communicate and deliver services. Several trials have
shown that mHealth approaches show potential for improving
self-management of chronic diseases, including adherence to
HIV medications [17-21], whereas systematic reviews show
mixed outcomes of mHealth interventions and highlight the
need for more rigorous evaluation methods and longer follow-up
periods in mHealth studies [22-31].
Trials assessing mHealth adherence interventions for HIV often
do not include process evaluations to examine the fidelity and
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quality of the intervention delivery, causal mechanisms for the
health outcomes, contextual factors affecting the delivery, and
costs to implement [29,32,33]. For mHealth interventions,
current guidance suggests that practitioners should also include
a minimum set of information about the content, context, and
technical features of the intervention, including aspects such as
ease of use, content quality, privacy and security, service quality,
personalization, and perceived enjoyment [34-37].
Process evaluations of SMS text messages and interactive voice
response systems (IVRSs) have examined fidelity, reach, dose
delivered, and user satisfaction for projects ranging from water
and sanitation to prevent diarrheal disease [38]; airline pilot
fatigue [39]; and prevention of weight gain, smoking, or HIV
among young people [40-42]. A systematic review of mHealth
projects in Africa found that in projects where acceptability and
usability of mHealth technology among participants was
measured, it was generally high. However, infrastructure issues
(unreliable network and internet and electricity access) were
frequently cited as key challenges in delivery [24].
The success of mHealth projects in achieving the intended health
outcomes is almost entirely dependent on the adaptation and
delivery of the intervention in local contexts. Having a complete
understanding of the implementation process of an mHealth
intervention can enable practitioners to interpret the outcomes
and replicate the intervention in other contexts. Therefore, we
performed a process evaluation alongside the Connect for Life
Philippines prospective cohort study. The process evaluation
examined the fidelity, dose delivered and received, reach,
usability, acceptability, and cost of the Connect for Life
Philippines intervention.

Methods
Recruitment
The study was conducted at the Sustained Health Initiatives of
the Philippines (SHIP) Clinic, a low-cost, private facility in
Metro Manila, a city with approximately 13 million people in
the predominantly Catholic country of the Philippines.
SHIP Clinic provides HIV primary care and wraparound services
to approximately 900 people living with HIV. Approximately
98% of SHIP’s clients are MSM, with an average age of 30
years at initial consultation. Most are full-time or part-time
employees. The clients come from all regions of Metro Manila,
and some live in other provinces.
Recruitment into the Connect for Life study occurred in person
at the study site between October 2016 and December 2017. As
patients checked in for their routine clinic visits, the study
coordinator approached all patients seated in the clinic waiting
room, briefly introduced the study following a recruitment script,
elicited their interest in participating, screened them for
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eligibility, completed the informed consent process, and
provided a brief orientation to the intervention.

Connect for Life Mobile Phone ART Adherence
Support Intervention
The study team worked with IT specialists and public health
professionals from Jannsen Global Public Health, University
of the Philippines, and local IT companies to develop the content
and functionality of the Connect for Life mHealth platform
(Figure 1). Connect for Life is a technology built on the Mobile
Technology for Community Health (MOTECH; Grameen
Foundation) open-source software platform [43]. It enables
health facilities to connect to patients via their mobile phones
through IVRS call flows or SMS text messages. As Connect
for Life works through phone calls and SMS text messages, it
does not require the user to have a smartphone, install an app,
or have mobile internet connection. This makes it accessible to
a wide range of users in the Philippines, where, in 2015, mobile
phone penetration was high, but smart phone coverage and
internet access were low (with 113 mobile subscriptions per
100 people, 99% of the population reached by network coverage,
and 22% of the population owning a smart phone) [44-46].
The study team tailored the Connect for Life platform for the
Philippine context. Some existing features were retained, such
as reminders sent on the recipient’s preferred days and times,
health tips, and symptom screening. New features were
developed, such as medical record functionality and adherence
feedback scores. Clinicians at the study site developed new
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content for the voice and SMS text messages, which were
recorded by a local voice talent agency. During the formative
study and intervention development stage, a series of focus
groups were conducted to engage with patients at the clinic
about their adherence behaviors and preferences for
configuration and content, and their feedback was incorporated
to ensure that the intervention was tailored to the target
population [47-49].
The Connect for Life system was installed in a secure cloud
server environment and linked to a local telecom provider
through application programming interface integration to
execute calls and SMS text messages. A local IT service
provider was contracted to monitor server functionality, install
software updates, and troubleshoot technical issues. The Connect
for Life software developers provided in-depth technical training
and software documentation to the local IT provider and training
for the clinical staff on how to use the Connect for Life
web-based platform.
The intervention development process was guided by the
Behavior Change Wheel and the Capability Opportunity
Motivation–Behavior model developed by Michie, Atkins, and
West [50-52]. Behavior change techniques related specifically
to ART adherence were informed by the
information-motivation-behavioral skills model of ART
adherence [53]. Each service in the intervention package was
designed to address ≥1 of the 3 main components that drive
behavior in the Capability Opportunity Motivation–Behavior
model, as outlined in Figure 2 [47,48].
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Figure 1. Connect for Life Philippines mobile health intervention functions. ART: antiretroviral therapy; IVRS: interactive voice response system;
PIN: personal identification number.
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Figure 2. Intervention theory of change. ART: antiretroviral therapy.

Data Collection and Analysis
A mixed methods approach was used with qualitative data
embedded in the experimental design of the 48-week prospective
cohort study [54]. The design allowed us to assess participants’
use of and experience with the system and use quantitative and
qualitative analyses to generate complementary data about
acceptability, usability, and the impact of contextual factors on
the intervention.
The process evaluation measures were based on the framework
proposed by Linnan and Steckler [55], which defines the
approach to adequately describe the context, reach, dose
(delivered and received), acceptability, and fidelity of the
intervention. Additional aspects related to reporting on mHealth
technology were included based on guidance from the mHealth
Evidence Reporting and Assessment checklist [36].
The process evaluation questions, tools, methods, and data
sources are described in Multimedia Appendix 1.
To measure the fidelity and dose of intervention delivery,
records from the mHealth platform detailing the services
received by each participant were exported. To understand the
usability and acceptability of the intervention, participants
completed self-administered paper-based questionnaires at 3
time points during the study. Where questionnaires had blank
or missing fields, all available data points were included in the
analysis. Data distributions were explored to categorize the
responses to the questionnaires. Associations between
acceptability of the intervention and independent variables (time
point, treatment experience, and reminder frequency) were
calculated using chi-square tests. Data analysis was conducted
using Stata 15.
Qualitative feedback was collected in several ways: routine
monthly process reports from clinicians to document
implementation successes and challenges, comments recorded
on the acceptability questionnaires, and a series of focus group
https://formative.jmir.org/2022/8/e37163
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discussions (FGDs). The study team conducted 2 FGDs with a
total of 12 participants during the intervention development
phase in 2016. In early 2017, a total of 2 additional FGDs were
conducted with 5 participants after an 8-week pilot phase.
Finally, in 2018, during the final 2 months of the study, 3 FGDs
were conducted with 15 participants. The FGDs were
transcribed, transcripts were manually coded using a deductive
coding methodology to group responses by topic areas in the
FGD guide, subtopics were assigned through line-by-line coding,
and data were consolidated in a structured template that enabled
identification of salient themes. Results from the FGDs in the
formative and pilot phases informed the content and structure
of the intervention and helped to identify implementation issues
early in the project [47].

Ethics Approval
Ethics approval for the study was obtained from the University
of the Philippines Manila research ethics board (protocol number
2016-265-01) and the London School of Hygiene and Tropical
Medicine (reference number 11631). All participants provided
written consent before inclusion in the study.

Results
Study Population and Intervention Delivery
Process Evaluation Questions 1 and 2: Reach and
Recruitment
Of approximately 675 patients receiving ART services at the
study site during the recruitment period, 485 (71.9%) were
approached by the study coordinator while attending a routine
visit at the clinic, 464 (68.7%) were interested in learning about
the study, and 462 (68.4%) met the eligibility criteria and
consented to participate.
Reasons for refusal (21/485, 4.3%) included no need or desire
for adherence support, not wanting to receive messages or calls
on their mobile phone, privacy concerns, and frequent travel
JMIR Form Res 2022 | vol. 6 | iss. 8 | e37163 | p. 5
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out of the country. Of the 0.4% (2/464) of the patients who were
excluded, one was ineligible because he did not speak English
and the other did not have a mobile phone.
All but 1 of the participants in the study (461/462, 99.8%)
identified as male, and 98.5% (455/462) were MSM. The mean
age at enrollment was 32.4 (SD 5.7) years. University or
postgraduate studies had been completed by 85.9% (397/462)
of the participants, and 91.3% (422/462) were employed or
enrolled in university, which reflects the higher-than-average
socioeconomic status of patients at the study site, a private
fee-for-service clinic.
At the time of enrollment, 92.2% (426/462) of the participants
were already taking ART and 7.8% (36/462) had not yet started.
Of those already taking ART, perfect adherence of 100% of
doses taken in the last 30 days was reported by 52.1% (222/426)
of the participants, 95% to 99% adherence was reported by
26.6% (113/426), 90% to 94% adherence was reported by 12.7%
(54/426), and adherence of <90% was reported by 8.7%
(37/426).
Participants were followed for 48 weeks, during which time
91.1% (421/462) of the participants were retained for the study
duration and active on ART at the study site, 0.6% (3/462) had
withdrawn from the study but were still in care, 0.6% (3/462)
had died, 3.9% (18/462) had defaulted from treatment, and 3.7%
(17/462) had transferred to another clinic.

Process Evaluation Question 3: Fidelity
The process evaluation found that the fidelity of the intervention
was low. The planned intervention consisted of daily IVRS pill

reminder calls for all participants in the first 6 months of ART
and weekly IVRS calls for those on ART for >6 months. During
the study, only 22.1% (102/462) of the participants received
the IVRS intervention, whereas 72.7% (336/462) received a
scaled-down SMS text message version of the intervention. The
reasons for the small proportion of participants receiving the
voice calls were technology-related challenges described in the
Usability and Context section.

Process Evaluation Questions 4 and 5: Dose Delivered
Of the 462 participants, 95 (20.6%) participants received a
combination of voice calls and SMS text messages, 336 (72.7%)
received SMS text messages only, 7 (1.5%) received voice calls
only, and 24 (5.2%) received neither.
The 22.1% (102/462) of the participants who opted for IVRS
services received a total of 30,940 calls during their study
enrollment period (Table 1). During the calls, participants
listened to 3980 health tips. Only 2 symptom or side effect
reports were made. An average of 303 calls were made per
participant, which included repeat reminder calls (up to 3 calls
per day) if the initial call was unanswered. Of all the scheduled
outgoing IVRS calls by the Connect for Life system, only 0.14%
(44/31,095) of the calls failed to initiate owing to a software or
platform issue.
The 93.3% (431/462) of the participants who opted for SMS
text messages received 8234 messages in total: 2468 (29.97%)
adherence feedback, 417 (5.06%) health tips, 2272 (27.59%)
pill reminders, and 3077 (37.37%) visit reminders.

Table 1. IVRSa and SMS text message services provided.
Services

Participants who received the
service (N=462), n (%)

Total number of calls and messages deliv- Number of calls and SMS text mesered after enrollment (N=30,940 calls;
sages per participant, mean (SD)
N=8234 SMS text messages), n (%)

Any

102 (22.1)

30,940 (100)

303 (324.3)

Listened to health tip

69 (14.9)

3980 (12.86)

58 (80.1)

Reported symptoms or
side effects

2 (0.4)

2 (0.01)

1 (0)

Any

431 (93.3)

8234 (100)

19 (49)

Adherence feedback

70 (15.2)

2468 (30)

35 (17.3)

Health tip

11 (2.4)

417 (5.1)

38 (45.7)

Pill reminder

10 (2.2)

2272 (27.6)

227 (187.3)

Visit reminder

428 (92.6)

3077 (37.4)

7 (4)

IVRS calls (n=102)

SMS text messages (n=431)

a

IVRS: interactive voice response system.

Process Evaluation Question 6: Dose Received
Including setup calls during the visits, of the 31,095 outgoing
calls made by the Connect for Life system, 8119 (26.11%) were
answered by the participants. To listen to the message, the
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participant had to enter their personal identification number
(PIN). A PIN attempt was recorded for 66.87% (5429/8119) of
the calls that were answered, and the PIN was entered
successfully in 84.56% (4591/5429) of the PIN attempts (Figure
3).
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Figure 3. Interactive voice response system calls made and outcomes. PIN: personal identification number.

Of the 2690 calls that were answered and no PIN was entered,
an estimated 1846 (68.62%) went to voicemail. This estimate
was based on the number of seconds the call was connected
before it was automatically terminated by the software
(approximately 140 seconds).

Experiences of Participants and Providers
Process Evaluation Questions 7 and 8: Usability and
Context
The biggest technology challenge that the project faced was
frequent dial tone multifrequency (DTMF) malfunction during
IVRS calls. This was reported by study participants and
observed by the study staff during the process of activation of
the IVRS service. During the DTMF malfunction, the system
was unable to recognize the tones as users pressed number keys

on their phones, resulting in invalid PINs or inability to navigate
the IVRS menus. DTMF failure was suspected during an
estimated 32.08% (2605/8119) of calls that were answered by
participants (1767/2605, 67.83% of the answered calls where
no PIN was entered and 838/2605, 32.17% calls where an
invalid PIN was entered). Enrollment was temporarily
suspended, and an investigation of the issue found that the
DTMF malfunctions were related to the telecommunication
infrastructure rather than the Connect for Life platform;
therefore, it was not possible for the study team to correct the
issues.
Only 46.1% (159/345) of the participants reported that they
found the Connect for Life system quite easy or very easy to
use (Figure 4), indicating that ease of use can be improved.

Figure 4. Intervention acceptability after 48 weeks (n=392 respondents).

The provider’s experience with the system was largely positive.
In monthly process reports, clinicians reported that the medical
record functionality facilitated easy access to laboratory results,
medication history, diagnosis, and other information, which had
previously been recorded in Microsoft Word documents and
https://formative.jmir.org/2022/8/e37163
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paper charts. Clinicians also reported that the alert function,
which flagged patients with poor adherence or side effects for
the clinician to follow up, was overwhelming to use. The
symptom reporting alerts were useful, but these alerts were
“buried” in a long list of alerts about missed doses and missed
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clinic visits. This occurred when participants failed to answer
calls and responded to the IVRS prompts, which triggered alerts
for nonadherence, resulting in high numbers of inaccurate alerts
for missed doses. Clinicians recommended reviewing and
updating the criteria for generating alerts.
Clinic staff also observed that across the clinic, participant
compliance with attending appointments on the scheduled date
and time improved from 17% before the study to >30% after
the implementation of Connect for Life. They attributed this
improvement to the visit reminders sent through SMS text
messages. The improved on-time visit attendance saved staff
time and effort by reducing the need to call patients and
reschedule appointments.

Process Evaluation Question 9: Acceptability and
Satisfaction
Acceptability
Acceptability questionnaires were collected at 3 time points
(426/462, 92.2% completed at the 12-week visit; 335/462, 72.5%
at the 24-week visit; and 392/462, 84.8% at the 48-week visit).
Acceptability levels are summarized in Figure 4.
After 48 weeks in the study, 63.5% (221/348) of the participants
reported that they would be quite likely or very likely to
recommend the program to a friend, and 53.9% (187/347) of
the participants reported that they benefited quite a bit or very
much from the intervention.
Some participants reported concern over privacy and
inconvenience, with 12.4% (43/347) of the participants reporting
that the messages and calls disturbed them quite a bit or very
much during their work or other important activities and 11.3%
(39/345) of the participants stating it was quite likely or very
likely that the intervention could cause unwanted disclosure of
HIV status. Social harm monitoring was conducted at each study
visit and no instances of disclosure were reported.
Associations between acceptability and several independent
variables were explored.
Time on Study
There was no strong evidence of difference in the acceptability
indicators at different time points after enrollment. The
proportion of participants who reported that the intervention
benefited them quite a bit or very much was 45.2% (128/283)
at the 12-week study visit, 54.3% (188/346) at the 24-week
visit, and 53.9% (187/347) at the 48-week visit (P=.51)
Time on Treatment
Among participants who had started ART <6 months before
enrollment in the intervention, after 48 weeks, 65% (39/60)
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reported that the intervention benefited them quite a bit or very
much, compared with only 51.6% (148/287) of the more
experienced participants who had been on ART for >6 months
at the time of enrollment (P=.02).
Frequency of Service
People who received daily or weekly pill reminders were much
more likely to report that the intervention benefited them
compared with those who did not receive pill reminders. This
trend was consistent across all time points. At the 48-week visit,
70% (21/30) of the participants who received weekly pill
reminder and 64% (9/14) of those who received daily pill
reminder reported that they benefited quite a bit or very much
from the intervention compared with only 51.5% (157/305) of
those who received no reminders (P=.01).
There was no evidence of difference between those receiving
daily and those receiving weekly pill reminders in terms of
acceptability of the frequency of pill reminders or participants’
likelihood to recommend Connect for Life to a friend. Of those
who received daily pill reminder, 14% (11/78 observations)
said that there were “too many” reminders, whereas 7% (4/58
observations) of those who received weekly pill reminder said
that there were “too many” reminders (P=.29). At week 48, a
total of 80% (24/30) of the participants who received weekly
pill reminders were quite likely or very likely to recommend to
a friend, compared with 64% (9/14) of those who received daily
pill reminders and 61.4% (188/306) of those who received no
reminders (P=.30).
Other Factors
No association was observed between viral load suppression or
HIV knowledge score and intervention acceptability.
Qualitative Feedback From FGDs and Adherence
Questionnaires
Qualitative data were collected to facilitate better understanding
of participants’ experiences with the system and the contextual
and motivating factors influencing the use, acceptability, and
usability of the intervention.
The key findings from the acceptability questionnaires and the
FGDs at the end of the study were that the intervention was
received positively, and participants believed that the
intervention should continue after the study ended. Several main
themes emerged—the importance of personalized reminders,
technical challenges and usability issues, desire for health tips,
and importance of social support as part of HIV care (Textbox
1).
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Textbox 1. Main themes from focus group discussions (FGDs).
Personalized reminders
•

Participants liked that the intervention was highly personalizable, enabling them to select the frequency and time of calls or SMS test messages
and the topics of health tips. Preferences for voice calls and SMS text messages varied. Participants also reported that they found the visit reminders
and pill reminders to be helpful for their adherence; however, most patients were using their own alarms or pill boxes as adherence tools. Several
participants who only received the visit reminder service expressed interest in trying the pill reminders and health tips after hearing the feedback
from participants who received those components of the service:

It is an advantage being reminded at work especially when you get busy so you would not miss to take your medicine
on time.
Receiving pill reminder call on a weekly basis made me more aware of the time and I think it is more beneficial to
those who has tight schedule. But in my end, I never forget a dose with the aid of alarm clock.
For me, the two times [visit] reminder is fine. Actually, it is very helpful on reminding me on my next visit. There are
times that I got surprised receiving the text because I already forgot that I have a follow-up visit.
Technical challenges
•

Participants who received the calls described challenges with entering their personal identification number and with navigating the interactive
voice response system (these challenges were owing to failure of the dial tone multifrequency technology) and more broadly about the hassle of
responding to the prompts in the calls. Even when the call went unanswered, it still served as a prompt to take medication:

In the evening, I don’t know how to use the PIN so whenever I received the call (usually an international number)
and hear the music, I already know that it is the pill reminder call. I actually can’t go through the IVR because I don’t
know exactly when I need to enter the PIN... On the other hand, the call itself serves as an alarm to take my meds
though I was not able to answer or enter my PIN.
Health tips
•

Participants expressed that although they use the internet to find health information, they trusted health tips from Connect for Life more, because
the information was vetted by their health care provider. They liked that the health tips included information on a range of related health topics,
such as nutrition and mental health, in addition to the HIV basics. However, some participants were unwilling to receive tips via SMS text message
because of concerns about privacy, and some stated that they knew someone who they could ask for health information:

In general, I think it is better that the health tips are coming from Sustained Health Initiatives of the Philippines and
recommended by health care professionals. It would be more reliable as compared to information in the Google.
It’s like trivia for today, even you are on meds for a long time already.
Social support
•

Almost all FGD participants mentioned the importance of human connection. Several participants mentioned that they would prefer to connect
to a live person in addition to electronic information, especially regarding symptom management. Participants stressed the role of support from
their health care providers or other patients in helping them to understand more about living with HIV:

I would like to suggest having someone to reach to answer a not so relevant question like if I have stomach-ache and
I want to know if it is connected to my meds or a side effect versus to searching in Google which is sometimes inaccurate.
Exchange of experiences [is important] especially to the new patient so they would know what to do. They would feel
that they are not alone, because you won’t know how to avoid feeling self-pity. At least with a support group they
have someone to communicate with.

Process Evaluation Question 10: Cost
A description of the types of expenses involved in the
implementation and the approximate costs from the Philippines
setting are shown in Table 2.
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Table 2. Costs involved in the intervention.
Aspect

Description

Cost

Cloud hosting of
solution

The database and software require hosting on RDSa and EC2b server instance. US $50 per month
The cost of a monthly or yearly subscription depends on the amount of storage
needed and payment schedule. Our database includes data for approximately
700 patients.

VOIPc provider

This may be the local telecommunications company (eg, Vodacom and Globe)
or a specialist service provider.

PHP 0.50 (US $0.01) per SMS text message
or PHP 5 (US $0.10) per minute for voice calls

Local service
IT support monitors the server, VOIP functionality, and software updates and
PHP 10,000 (US $200) per month
provider IT support manages users’ log-ins. Our local IT support provides up to 20 hours of support
monthly and charges an hourly rate for additional support.
Staff

a

An administrative clerk, counselor, or other cadre of staff will allocate time and Cost varies (0.1-0.5 FTEd of administrator)
effort to enroll patients on the system, activate their services, monitor alerts, and
update details.

RDS: relational database service.

b

EC2: Elastic Compute Cloud.

c

VOIP: voice over IP.

d

FTE: full time equivalent.

Discussion
Principal Findings
During the study, >31,000 IVRS calls and 8000 SMS text
messages were sent to 462 study participants. The Connect for
Life system was acceptable to both participants and providers.
Participants liked that the intervention was highly
personalizable, enabling them to select the frequency and time
of calls or SMS text messages and the topics of health tips.
Feedback on the pill reminders, visit reminders, and health tips
was very positive. Participants appreciated that health tips
covered a variety of topics beyond HIV basics. The FGDs
revealed that acceptability of the weekly adherence scores and
symptom reporting functionalities of the intervention was low,
as these 2 functions required lengthy navigation of the IVRS
menu.
Owing to technical issues, the intervention was not implemented
as originally intended, with only 22.1% (102/462) of the
participants receiving the IVRS pill reminder intervention and
others receiving a scaled-back SMS text message intervention.
When the technical issues were first identified, enrollment in
the study was paused for 3 months, while the study team
assessed the cause of the issue. Ultimately, the issue of DTMF
malfunction was attributed to issues in the telecommunications
system that neither the telecommunications provider nor the
Connect for Life developers could resolve. When enrollment
was resumed, participants were provided SMS text messages
rather than IVRS services. Despite the technical challenges,
acceptability remained high, and only 0.6% (3/462) of the
participants withdrew from the study. Following the study, the
frequency of technical issues has decreased significantly, and
the study site has continued to provide the service. Currently,
pill reminder calls are a routine service for all new patients
undergoing ART.
Notably, the technical challenges experienced in delivering the
intervention were related to navigating the IVRS menu and
made it difficult to distinguish whether the issues raised with
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ease of use or overall satisfaction were related to the technical
challenges (ie, the dial tones were not recognized when keyed
in) or to the product design (ie, IVRS menus were very
complicated). The accuracy of the adherence scores in the
weekly feedback SMS text messages was dependent on
successful navigation of the IVRS process. This type of feedback
may have been better delivered via a smart phone app rather
than an IVRS setup. The interactive component of the IVRS
system was an important aspect of the study design, which was
not effectively evaluated in this study owing to the low number
of participants who received this part of the service, warranting
ongoing monitoring and future studies.
The scaled-back intervention provided everyone with visit
reminders, which addressed part of the theory of change by
improving medication accessibility through timely refills, but
did little to prompt pill-taking, habit forming, and improvements
in health knowledge. Individuals who received a high dose of
the intervention (daily or weekly pill reminders) were more
likely to recommend the intervention to others, suggesting that
the planned intervention was more acceptable than the
scaled-back version.
Our analysis of dose received shows that the call answer rate
was low, with only 26.24% (8119/30,940) of outgoing calls
answered, which is reflective of a preference for SMS text
messages and chat services among the target population. The
requirement of a PIN reduced exposure to the intervention,
which was mostly owing to technological challenges. After
experiencing technical difficulties several times, many
participants stopped answering the calls. However, some
mentioned that the phone ringing at the set time each day served
as an effective adherence reminder.
Privacy considerations were paramount, with 11% (51/462) of
the participants reporting that they had concerns about the
potential for disclosure of their HIV status. Therefore, in
situations where entering a PIN is a barrier to intervention
exposure, practitioners can consider adapting the content to
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eliminate potentially sensitive health information and delivering
the service with no PIN requirement.
Ultimately, the study showed the importance of choosing
technologies that can function in local contexts. In low-resource
settings, it may take time to scale-up technologies that will be
quick to roll out in high-resource settings. Practitioners must
identify service providers with appropriate capacity and ensure
that patients have the skills and motivation to use the
intervention. Conducting an iterative process with several pilot
stages is advantageous, as it enables practitioners to identify
the problems with functionality and adapt the intervention before
scaling up.
An important aspect of the intervention was that, through this
regular contact from the clinic, participants felt cared for and
felt that their health care provider was concerned about their
well-being. This social support was a key motivator for
adherence. Participants requested to be able to speak to someone
about side effects or for social support, suggesting that an
intervention that links calls to counselors more effectively may
be an area for future evaluation.

Comparison With Previous Studies
The Connect for Life Philippines intervention was adapted from
the same platform used for Call for Life Uganda and mMitra
and Treatment Advice using Mobile Alerts in India.
Acceptability was high in all 3 settings [11,16]. However, there
were differences in the preferences and use patterns of the
participants in the Philippines setting compared with those in
Uganda and India. The Philippines had a high preference for
SMS text messages over voice calls and a low call answer rate.
The Connect for Life Philippines and Call for Life Uganda
projects experienced similar challenges with network instability
issues in the early stages [16].
Similar to Connect for Life and Call for Life, other mHealth
interventions for people living with HIV have shown
improvements in ART adherence, even where participant
response rates (ie, dose received) are low [29,31,56]. For
example, the PositiveLinks app used by people living with HIV
in Virginia, United States, had response rates of <40% to most
app prompts, but participant retention in care, CD4 results, and
viral suppression improved significantly [57]. There is an
important distinction between adherence to the intervention (ie,
calls, app prompts, and device use) and adherence to medication.

Strengths and Limitations
A strength of the Connect for Life platform is its scalability;
the project can easily be expanded to cover a large number of
sites and patients with great cost efficiency, if those facilities
have access to computers and internet connectivity. To deliver
the project at scale, creation of content in regional languages
will be an important consideration. The platform is adaptable,
as the local IT provider can add and remove new data fields and
update the SMS text message content, voice files, and call flows.
However, changes to the functionality of the software or
interoperability with other systems will require support from
the software developers at Johnson and Johnson Global Public
Health. The Philippines Department of Health has plans to
implement electronic reporting systems for HIV services at an
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aggregated level. If the department is ever to implement a
patient-level electronic medical record, interoperability with
Connect for Life will be an important consideration to ensure
delivery at scale.
A strength of this process evaluation study is the mixed methods
and participatory approach. The study used prospectively
collected quantitative data on participants’ responses to the
intervention and qualitative feedback from questionnaires,
monthly process reports, and FGDs. The evaluation included
the users of the intervention, clinical service providers, and
developers of the technology platform.
The methodology addressed all key components in process
evaluation for public health interventions and studies (context,
reach, dose delivered, dose received, fidelity, implementation,
and recruitment) [55]. Furthermore, the study included
information on the technology platform, infrastructure, security,
and cost, as guided by the mHealth Evidence Reporting and
Assessment checklist developed by the World Health
Organization mHealth Technical Evidence Review Group [35].
A limitation of our approach was that the evaluation was
conducted by the same study team responsible for planning and
implementing the intervention, rather than by independent
evaluators. Other limitations included the convenience sampling
strategy for participants in the FGDs and the low participation
in the focus groups. Although the study team approached many
individuals to participate, it was a challenge to identify those
who were willing owing to reluctance to disclose their HIV
status in a group. Furthermore, owing to transportation
challenges, there was low attendance among those who
confirmed their intention to participate in the groups.
Incomplete data may have affected the interpretation of the
results. Of the 462 participants in the study, 440 (95.2%)
attended the final study visit at week 48, and 89.1% (392/440)
of them completed the questionnaire during the final visit. There
may be differences in the experiences of participants who
transferred out, died, withdrew from the study or were lost to
follow-up, attended but did not complete the questionnaire, and
completed the questionnaire.
This study focused on MSM in Metro Manila, and the study
population was urban and highly educated. Participants may
have had alternative adherence reminders, including self-set
phone alarms and email alerts. Therefore, the results are not
broadly generalizable to other contexts.

Conclusions
mHealth interventions are useful to support adherence, as they
have low replication costs and are highly adaptable to specific
cultural contexts. On the basis of the findings of this process
evaluation, we can guide practitioners implementing mHealth
interventions to support medication adherence to consider the
following recommendations:
1.

The intervention should allow the participant to personalize
the service based on their preferences for delivery by SMS
text message or voice calls, timing of messages and calls,
and selection of content.

JMIR Form Res 2022 | vol. 6 | iss. 8 | e37163 | p. 11
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
2.

3.

4.

Limit the complexity of the IVRS menus to reduce the
“hassle” factor and likelihood of technical failures. If the
navigation of menus is a key aspect of the intervention,
consider using an app or a chatbot instead of, or in addition
to, an IVRS system.
Consider how to use the mHealth intervention to facilitate
human interaction. For example, certain responses to the
intervention may prompt counselor-, clinician-, or peer
support.
Ensure that the roll out of an existing mHealth technology
in a new setting is an iterative process that includes robust
process evaluation methods. Rigorous pilot-testing is needed
to ensure technical function. Work plans should include
ample time and budget for adaptation of the technology.

O'Connor et al
The Connect for Life mHealth intervention to support adherence
to ART had high participant satisfaction and acceptability.
However, the feasibility of the intervention was dependent on
the reliability of local telecommunications networks, and poor
reliability of the local mobile networks had a large impact on
the intervention’s usability, fidelity, and dose received.
The process evaluation allowed us to better understand the
preferences and use patterns of mHealth services by MSM in
the Philippines. This will enable the effective scale-up of
mHealth services for this key population, which is essential in
the context of the dual HIV and COVID-19 pandemics, where
more services must be delivered virtually.

Acknowledgments
This study received sponsorship from Johnson and Johnson Global Public Health. The authors are thankful to their collaborators
in the Johnson and Johnson team for developing the Connect for Life platform and for their extensive work in tailoring the
technology to the Philippine setting: RG, Paula McKenna, Piet Knaepen, Avinash Agrawal, and Jurgen de Beckker. Furthermore,
this study would not have been possible without the efforts of the implementing partner, the Sexually Transmitted Infection and
AIDS Guidance Intervention and Prevention Unit at the Philippine General Hospital. The authors thank Cari Free, Ford Hickson,
and James Hargreaves at the London School of Hygiene and Tropical Medicine for their guidance during protocol development,
especially regarding intervention development, behavior change theory, and process evaluation methodology. The study was
funded through a sponsorship agreement with Johnson and Johnson Global Public Health, the developer of the Connect for Life
platform. According to the licensing agreement, all platform content and data are owned solely by the licensee (Sustained Health
Initiatives of the Philippines). Although Johnson and Johnson Global Public Health had a collaborative role in the intervention
development phase, all data collection and analysis were conducted by the study team at the Sustained Health Initiatives of the
Philippines.

Conflicts of Interest
None declared.

Multimedia Appendix 1
Process evaluation methodology.
[DOCX File , 19 KB-Multimedia Appendix 1]

References
1.
2.
3.

4.

5.

6.

7.

UNAIDS Data 2017. Joint United Nations Programme on HIV/AIDS (UNAIDS). 2017 Jul 20. URL: https://www.unaids.org/
en/resources/documents/2017/2017_data_book [accessed 2019-07-28]
Philippines Country Data 2020. Joint United Nations Programme on HIV/AIDS (UNAIDS). 2020. URL: https://www.
aidsdatahub.org/sites/default/files/resource/2020-aids-data-book-ph.pdf [accessed 2020-11-19]
HIV/AIDS and ART Registry of the Philippines (HARP) Report March 2022. National HIV/AIDS & STI Surveillance and
Strategic Information Unit. 2022. URL: https://doh.gov.ph/sites/default/files/statistics/EB_HARP_April_AIDSreg2022.pdf
[accessed 2022-05-15]
Eustaquio PC, Docken SS, Leyritana KT, Wulandari LP. HIV care cascade among cisgender men who have sex with men
in a key population-led community center in the Philippines. Int J STD AIDS 2021 Jul;32(8):718-728. [doi:
10.1177/0956462420987435] [Medline: 33533689]
Salvana EM, Samonte GM, Telan E, Leyritana K, Tactacan-Abrenica RJ, Ching PR, et al. High rates of tenofovir failure
in a CRF01_AE-predominant HIV epidemic in the Philippines. Int J Infect Dis 2020 Jun;95:125-132 [FREE Full text] [doi:
10.1016/j.ijid.2020.02.020] [Medline: 32081778]
de Lind van Wijngaarden JW, Ching AD, Settle E, van Griensven F, Cruz RC, Newman PA. "I am not promiscuous
enough!": exploring the low uptake of HIV testing by gay men and other men who have sex with men in Metro Manila,
Philippines. PLoS One 2018 Jul 6;13(7):e0200256 [FREE Full text] [doi: 10.1371/journal.pone.0200256] [Medline:
29979766]
2013 Integrated Behavioral and Serologic Surveillance (IHBSS) Report. National Epidemiology Center Department of
Health Philippines. 2014. URL: http://www.doh.gov.ph/sites/default/files/publications/2013IHBSSFinalReport(XII.2014).
pdf [accessed 2016-04-29]

https://formative.jmir.org/2022/8/e37163

XSL• FO
RenderX

JMIR Form Res 2022 | vol. 6 | iss. 8 | e37163 | p. 12
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
8.

9.

10.

11.

12.
13.

14.

15.

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.
26.

2014 Global AIDS Response Progress Reporting Country Progress Report Philippines. Joint United Nations Programme
on HIV/AIDS. 2014. URL: http://www.unaids.org/sites/default/files/en/dataanalysis/knowyourresponse/
countryprogressreports/2014countries/PHL_narrative_report_2014.pdf [accessed 2016-04-29]
Leyritana KT, Alejandria MM, Tenorio AR, Salvaña ET. The evolving epidemiology of people living with HIV in a
developing country in the midst of an epidemic: a descriptive cohort. In: ID Week – Advancing Science, Improving Care.
2013 Presented at: ID Week '13; October 2-6, 2013; San Francisco, CA, USA URL: https://idsa.confex.com/idsa/2013/
webprogram/Paper40015.html
Jiamsakul A, Kumarasamy N, Ditangco R, Li PC, Phanuphak P, Sirisanthana T, TREAT Asia Studies to Evaluate Resistance
Monitoring Study (TASER-M). Factors associated with suboptimal adherence to antiretroviral therapy in Asia. J Int AIDS
Soc 2014 May 16;17(1):18911 [FREE Full text] [doi: 10.7448/IAS.17.1.18911] [Medline: 24836775]
Murthy N, Chandrasekharan S, Prakash MP, Ganju A, Peter J, Kaonga N, et al. Effects of an mHealth voice message service
(mMitra) on maternal health knowledge and practices of low-income women in India: findings from a pseudo-randomized
controlled trial. BMC Public Health 2020 Jun 01;20(1):820 [FREE Full text] [doi: 10.1186/s12889-020-08965-2] [Medline:
32487065]
mMitra: Connecting More Moms via Mobile. Johnson & Johnson India. 2017. URL: https://www.jnj.com/our-giving/
mmitra-connecting-more-moms-via-mobile [accessed 2021-12-30]
Joshi AA, Rane M, Roy D, Emmadi N, Srinivasan P, Kumarasamy N. Treatment Advice using Mobile Alerts (TAMA) –
IVRs for improved anti-retroviral therapy adherence. In: Proceedings of the 10th International Congress on AIDS in Asia
and the Pacific. 2011 Presented at: ICAAP '11; August 26-30, 2011; Busan, South Korea p. 11-12. [doi:
10.13140/RG.2.1.2924.9687]
Joshi A, Rane M, Roy D, Emmadi N, Srinivasan P, Kumarasamy N, et al. Supporting treatment of people living with HIV
/ AIDS in resource limited settings with IVRs. In: Proceedings of the SIGCHI Conference on Human Factors in Computing
Systems. 2014 Presented at: CHI '14; April 26-May 1, 2014; Toronto, Canada p. 1595-1604. [doi: 10.1145/2556288.2557236]
Parkes-Ratanshi RM, Nabaggala MS, Bwanika AN, Lamorde M, King R, Owarwo N, et al. Call for life Uganda: An RCT
using interactive voice response for PLHIV on art. Top Antivir Med Internet. 2019. URL: https://www.embase.com/search/
results?subaction=viewrecord&id=L634220726&from=export [accessed 2021-05-29]
Byonanebye DM, Nabaggala MS, Naggirinya AB, Lamorde M, Oseku E, King R, et al. An interactive voice response
software to improve the quality of life of people living with HIV in Uganda: randomized controlled trial. JMIR Mhealth
Uhealth 2021 Feb 11;9(2):e22229 [FREE Full text] [doi: 10.2196/22229] [Medline: 33570497]
Free C, Phillips G, Galli L, Watson L, Felix L, Edwards P, et al. The effectiveness of mobile-health technology-based health
behaviour change or disease management interventions for health care consumers: a systematic review. PLoS Med
2013;10(1):e1001362 [FREE Full text] [doi: 10.1371/journal.pmed.1001362] [Medline: 23349621]
Schnall R, Bakken S, Rojas M, Travers J, Carballo-Dieguez A. mHealth technology as a persuasive tool for treatment, care
and management of persons living with HIV. AIDS Behav 2015 Jun;19 Suppl 2:81-89 [FREE Full text] [doi:
10.1007/s10461-014-0984-8] [Medline: 25572830]
Lester RT, Ritvo P, Mills EJ, Kariri A, Karanja S, Chung MH, et al. Effects of a mobile phone short message service on
antiretroviral treatment adherence in Kenya (WelTel Kenya1): a randomised trial. Lancet 2010 Nov 27;376(9755):1838-1845.
[doi: 10.1016/S0140-6736(10)61997-6] [Medline: 21071074]
Finitsis DJ, Pellowski JA, Johnson BT. Text message intervention designs to promote adherence to antiretroviral therapy
(ART): a meta-analysis of randomized controlled trials. PLoS One 2014 Feb 5;9(2):e88166 [FREE Full text] [doi:
10.1371/journal.pone.0088166] [Medline: 24505411]
Mbuagbaw L, Thabane L, Ongolo-Zogo P, Lester RT, Mills EJ, Smieja M, et al. The Cameroon Mobile Phone SMS
(CAMPS) trial: a randomized trial of text messaging versus usual care for adherence to antiretroviral therapy. PLoS One
2012;7(12):e46909 [FREE Full text] [doi: 10.1371/journal.pone.0046909] [Medline: 23236345]
Mbuagbaw L, Mursleen S, Lytvyn L, Smieja M, Dolovich L, Thabane L. Mobile phone text messaging interventions for
HIV and other chronic diseases: an overview of systematic reviews and framework for evidence transfer. BMC Health Serv
Res 2015 Jan 22;15:33 [FREE Full text] [doi: 10.1186/s12913-014-0654-6] [Medline: 25609559]
Mbuagbaw L, Sivaramalingam B, Navarro T, Hobson N, Keepanasseril A, Wilczynski NJ, Patient Adherence Review
(PAR) Team. Interventions for enhancing adherence to antiretroviral therapy (ART): a systematic review of high quality
studies. AIDS Patient Care STDS 2015 May;29(5):248-266 [FREE Full text] [doi: 10.1089/apc.2014.0308] [Medline:
25825938]
Aranda-Jan CB, Mohutsiwa-Dibe N, Loukanova S. Systematic review on what works, what does not work and why of
implementation of mobile health (mHealth) projects in Africa. BMC Public Health 2014 Feb 21;14:188 [FREE Full text]
[doi: 10.1186/1471-2458-14-188] [Medline: 24555733]
Park LG, Howie-Esquivel J, Dracup K. A quantitative systematic review of the efficacy of mobile phone interventions to
improve medication adherence. J Adv Nurs 2014 Sep;70(9):1932-1953. [doi: 10.1111/jan.12400] [Medline: 24689978]
Shah R, Watson J, Free C. A systematic review and meta-analysis in the effectiveness of mobile phone interventions used
to improve adherence to antiretroviral therapy in HIV infection. BMC Public Health 2019 Jul 09;19(1):915 [FREE Full
text] [doi: 10.1186/s12889-019-6899-6] [Medline: 31288772]

https://formative.jmir.org/2022/8/e37163

XSL• FO
RenderX

O'Connor et al

JMIR Form Res 2022 | vol. 6 | iss. 8 | e37163 | p. 13
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
27.

28.
29.

30.

31.
32.
33.

34.
35.

36.

37.

38.

39.

40.

41.

42.

43.
44.
45.
46.

47.

48.

Demena BA, Artavia-Mora L, Ouedraogo D, Thiombiano BA, Wagner N. A systematic review of mobile phone interventions
(SMS/IVR/Calls) to improve adherence and retention to antiretroviral treatment in low-and middle-income countries. AIDS
Patient Care STDS 2020 Feb;34(2):59-71. [doi: 10.1089/apc.2019.0181] [Medline: 32049555]
Chib A, van Velthoven MH, Car J. mHealth adoption in low-resource environments: a review of the use of mobile healthcare
in developing countries. J Health Commun 2015;20(1):4-34. [doi: 10.1080/10810730.2013.864735] [Medline: 24673171]
DeKoekkoek T, Given B, Given CW, Ridenour K, Schueller M, Spoelstra SL. mHealth SMS text messaging interventions
and to promote medication adherence: an integrative review. J Clin Nurs 2015 Oct;24(19-20):2722-2735. [doi:
10.1111/jocn.12918] [Medline: 26216256]
Anglada-Martinez H, Riu-Viladoms G, Martin-Conde M, Rovira-Illamola M, Sotoca-Momblona JM, Codina-Jane C. Does
mHealth increase adherence to medication? Results of a systematic review. Int J Clin Pract 2015 Jan;69(1):9-32. [doi:
10.1111/ijcp.12582] [Medline: 25472682]
Lee SB, Valerius J. mHealth interventions to promote anti-retroviral adherence in HIV: narrative review. JMIR Mhealth
Uhealth 2020 Aug 28;8(8):e14739 [FREE Full text] [doi: 10.2196/14739] [Medline: 32568720]
Hatcher AM, Bonell CP. High time to unpack the 'how' and 'why' of adherence interventions. AIDS 2016 May
15;30(8):1301-1304. [doi: 10.1097/QAD.0000000000001071] [Medline: 27128329]
Moore GF, Audrey S, Barker M, Bond L, Bonell C, Hardeman W, et al. Process evaluation of complex interventions:
Medical Research Council guidance. BMJ 2015 Mar 19;350:h1258 [FREE Full text] [doi: 10.1136/bmj.h1258] [Medline:
25791983]
Kowatsch T, Otto L, Harperink S, Cotti A, Schlieter H. A design and evaluation framework for digital health interventions.
Inf Technol 2019 Nov 20;61(5-6):253-263. [doi: 10.1515/itit-2019-0019]
Agarwal S, Lefevre AE, Labrique AB. A call to digital health practitioners: new guidelines can help improve the quality
of digital health evidence. JMIR Mhealth Uhealth 2017 Oct 06;5(10):e136 [FREE Full text] [doi: 10.2196/mhealth.6640]
[Medline: 28986340]
Agarwal S, LeFevre AE, Lee J, L'Engle K, Mehl G, Sinha C, WHO mHealth Technical Evidence Review Group. Guidelines
for reporting of health interventions using mobile phones: mobile health (mHealth) evidence reporting and assessment
(mERA) checklist. BMJ 2016 Mar 17;352:i1174. [doi: 10.1136/bmj.i1174] [Medline: 26988021]
Michie S, Yardley L, West R, Patrick K, Greaves F. Developing and evaluating digital interventions to promote behavior
change in health and health care: recommendations resulting from an international workshop. J Med Internet Res 2017 Jun
29;19(6):e232 [FREE Full text] [doi: 10.2196/jmir.7126] [Medline: 28663162]
Islam Bhuyian MS, Saxton R, Hasan K, Masud J, Zohura F, Monira S, et al. Process evaluation for the delivery of a water,
sanitation and hygiene mobile health program: findings from the randomised controlled trial of the CHoBI7 mobile health
program. Trop Med Int Health 2020 Aug;25(8):985-995 [FREE Full text] [doi: 10.1111/tmi.13414] [Medline: 32406965]
van Drongelen A, Boot CR, Hlobil H, Smid T, van der Beek AJ. Process evaluation of a tailored mobile health intervention
aiming to reduce fatigue in airline pilots. BMC Public Health 2016 Aug 26;16(1):894 [FREE Full text] [doi:
10.1186/s12889-016-3572-1] [Medline: 27565140]
Partridge SR, Allman-Farinelli M, McGeechan K, Balestracci K, Wong AT, Hebden L, et al. Process evaluation of
TXT2BFiT: a multi-component mHealth randomised controlled trial to prevent weight gain in young adults. Int J Behav
Nutr Phys Act 2016 Jan 19;13:7 [FREE Full text] [doi: 10.1186/s12966-016-0329-2] [Medline: 26785637]
Ybarra ML, Holtrop JS, Prescott TL, Strong D. Process evaluation of a mHealth program: lessons learned from Stop My
Smoking USA, a text messaging-based smoking cessation program for young adults. Patient Educ Couns 2014
Nov;97(2):239-243 [FREE Full text] [doi: 10.1016/j.pec.2014.07.009] [Medline: 25103183]
Ybarra ML, Prescott T, Mustanski B, Parsons J, Bull SS. Feasibility, acceptability, and process indicators for Guy2Guy,
an mHealth HIV prevention program for sexual minority adolescent boys. J Adolesc Health 2019 Sep;65(3):417-422 [FREE
Full text] [doi: 10.1016/j.jadohealth.2019.04.025] [Medline: 31277991]
About MOTECH. Grameen Foundation. 2015. URL: http://docs.motechproject.org/en/latest/intro.html [accessed 2021-04-11]
World Development Indicators: Power and communications. The World Bank. 2015. URL: http://wdi.worldbank.org/table/
5.11 [accessed 2016-06-23]
Stryjak J, Sharma A, Hatt T. Country overview: Philippines growth through innovation. GSMA Intelligence. 2014. URL:
https://www.gsmaintelligence.com/research/?file=141201-philippines.pdf&download [accessed 2016-06-23]
Poushter J. Smartphone Ownership and Internet Usage Continues to Climb in Emerging Economies. Pew Research Center.
2016 Feb 22. URL: https://www.pewresearch.org/global/2016/02/22/
smartphone-ownership-and-internet-usage-continues-to-climb-in-emerging-economies/ [accessed 2016-06-23]
O'Connor C, Leyritana K, Doyle A, Lewis JJ, Gill R, Salvaña EM. Interactive mobile phone HIV adherence support for
men who have sex with men in the Philippines connect for life study: mixed methods approach to intervention development
and pilot testing. JMIR Form Res 2022 Feb 03;6(2):e30811 [FREE Full text] [doi: 10.2196/30811] [Medline: 35113030]
O'Connor C, Leyritana K, Calica K, Gill R, Doyle AM, Lewis JJ, et al. Risk factors affecting adherence to antiretroviral
therapy among HIV patients in Manila, Philippines: a baseline cross-sectional analysis of the Philippines Connect for Life
Study. Sex Health 2021 Mar;18(1):95-103. [doi: 10.1071/SH20028] [Medline: 33648625]

https://formative.jmir.org/2022/8/e37163

XSL• FO
RenderX

O'Connor et al

JMIR Form Res 2022 | vol. 6 | iss. 8 | e37163 | p. 14
(page number not for citation purposes)

JMIR FORMATIVE RESEARCH
49.

50.
51.
52.
53.
54.
55.
56.

57.

O'Connor et al

Elsayed H, O'Connor C, Leyritana K, Salvana E, Cox SE. Depression, nutrition, and adherence to antiretroviral therapy in
men who have sex with men in Manila, Philippines. Front Public Health 2021 Sep 21;9:644438 [FREE Full text] [doi:
10.3389/fpubh.2021.644438] [Medline: 34621715]
Michie S, van Stralen MM, West R. The behaviour change wheel: a new method for characterising and designing behaviour
change interventions. Implement Sci 2011 Apr 23;6:42 [FREE Full text] [doi: 10.1186/1748-5908-6-42] [Medline: 21513547]
Michie S. Which behaviour change approach should I choose? An introduction to the behaviour change wheel. YouTube.
2014 Mar 20. URL: https://www.youtube.com/watch?v=XIJZFM8v1-w [accessed 2022-07-25]
Michie S, Atkins L, West R. The Behaviour Change Wheel: A Guide to Designing Interventions. Sutton, UK: Silverback
Publishing; 2014.
Fisher JD, Amico KR, Fisher WA, Harman JJ. The information-motivation-behavioral skills model of antiretroviral adherence
and its applications. Curr HIV/AIDS Rep 2008 Nov;5(4):193-203. [doi: 10.1007/s11904-008-0028-y] [Medline: 18838059]
Creswell JW, Clark VL. Designing and Conducting Mixed Methods Research. Thousand Oaks, CA, USA: Sage Publications;
2007.
Steckler A, Linnan L. Process Evaluation for Public Health Interventions and Research. San Francisco, CA, USA:
Jossey-Bass/Wiley; 2002.
Ngowi KM, Lyamuya F, Mmbaga BT, Muro E, Hillu Z, Shirima M, et al. Technical and psychosocial challenges of mHealth
usage for antiretroviral therapy adherence among people living with HIV in a resource-limited setting: case series. JMIR
Form Res 2020 Jun 10;4(6):e14649 [FREE Full text] [doi: 10.2196/14649] [Medline: 32519966]
Dillingham R, Ingersoll K, Flickinger TE, Waldman AL, Grabowski M, Laurence C, et al. PositiveLinks: a mobile health
intervention for retention in HIV care and clinical outcomes with 12-month follow-up. AIDS Patient Care STDS 2018
Jun;32(6):241-250 [FREE Full text] [doi: 10.1089/apc.2017.0303] [Medline: 29851504]

Abbreviations
ART: antiretroviral therapy
DTMF: dial tone multifrequency
FGD: focus group discussion
IVRS: interactive voice response system
mHealth: mobile health
MOTECH: Mobile Technology for Community Health
MSM: men who have sex with men
PIN: personal identification number
SHIP: Sustained Health Initiatives of the Philippines

Edited by A Mavragani; submitted 09.02.22; peer-reviewed by M Pinto da Costa, R Rahimi; comments to author 20.04.22; revised
version received 05.06.22; accepted 22.06.22; published 12.08.22
Please cite as:
O'Connor C, Leyritana K, Doyle AM, Birdthistle I, Lewis JJ, Gill R, Salvaña EM
Delivering an mHealth Adherence Support Intervention for Patients With HIV: Mixed Methods Process Evaluation of the Philippines
Connect for Life Study
JMIR Form Res 2022;6(8):e37163
URL: https://formative.jmir.org/2022/8/e37163
doi: 10.2196/37163
PMID:

©Cara O'Connor, Katerina Leyritana, Aoife M Doyle, Isolde Birdthistle, James J Lewis, Randeep Gill, Edsel Maurice Salvaña.
Originally published in JMIR Formative Research (https://formative.jmir.org), 12.08.2022. This is an open-access article distributed
under the terms of the Creative Commons Attribution License (https://creativecommons.org/licenses/by/4.0/), which permits
unrestricted use, distribution, and reproduction in any medium, provided the original work, first published in JMIR Formative
Research, is properly cited. The complete bibliographic information, a link to the original publication on https://formative.jmir.org,
as well as this copyright and license information must be included.

https://formative.jmir.org/2022/8/e37163

XSL• FO
RenderX

JMIR Form Res 2022 | vol. 6 | iss. 8 | e37163 | p. 15
(page number not for citation purposes)

