
R E S E A R C H Open Access

© The Author(s) 2025. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​t​p​​:​/​/​​c​r​e​a​​t​i​​v​e​c​​o​m​m​​o​n​s​.​​o​r​​g​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/.

Giordano et al. BMC Public Health         (2025) 25:1104 
https://doi.org/10.1186/s12889-025-22266-6

BMC Public Health

†Julia Giordano and Jayne Lewis-Kulzer contributed equally to this 
work.

*Correspondence:
Jayne Lewis-Kulzer
Jayne.lewis@ucsf.edu

Full list of author information is available at the end of the article

Abstract
Background  Conditional cash transfers (CCTs) have been shown to improve retention in HIV care while they are 
provided, but their long-term effectiveness remains uncertain and effects may be time-limited, with cessation 
resulting in HIV care engagement deterioration. We explored CCT experiences, perceptions, and effects after cessation 
to investigate potential mechanisms of this observation and better understand the psychological mechanisms 
behind CCTs.

Methods  This qualitative study was nested within a larger trial, AdaPT-R (NCT02338739), focused on HIV care 
engagement in western Kenya. A subset of participants were purposively sampled from AdaPT-R participants: adults 
with HIV who had recently started ART, received CCTs for one year, completed one year of follow-up without missing 
a clinic visit, and were randomized to either continue or discontinue CCTs for one more year of follow-up. In-depth 
interviews were conducted by an experienced qualitative researcher using a semi-structed guide within a month of 
randomization. Interviews were conducted in the participants’ preferred language (Dholuo, Kiswahili, English). Data 
on patient characteristics, randomization dates, and clinic visit dates to determine care lapses were extracted from 
the AdaPT-R database. A codebook was developed deductively based on the guide and inductively refined based on 
initial transcripts. Transcripts were coded using Dedoose software, and thematic saturation was identified.

Results  Of 38 participants, 15 (39%) continued receiving incentives, while 23 (61%) were discontinued from receiving 
incentives. Half were female (N = 19), median age was 30 years (range: 19–48), and about three-quarters were married 
or living with partners. Both groups expressed high intrinsic motivation to engage in care, prioritized clinic attendance 
regardless of CCTs,and felt the incentives expanded their decision-making options. Despite high motivation, some 
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Introduction
Incentives in the form of conditional cash transfers 
(CCTs) for healthy behaviors have been widely studied, 
including in people living with HIV (PWH), but questions 
about sustainability complicate the policy pathway. Exist-
ing research shows CCTs can improve retention in care 
and viral suppression for PWH during the period of time 
they are administered. Recent work, however — includ-
ing from our group in Kenya — suggests that improve-
ments disappear when CCTs are stopped. The viability 
for whether or not CCTs are a feasible solution for HIV 
care engagement will depend in part on whether they can 
be adapted or supplemented with other behavioral inter-
ventions so that they can produce lasting effects.

Explaining how CCTs work for retention in HIV care 
help inform potential future adaptations for sustainabil-
ity. One prevailing theory from psychology that is often 
invoked is the idea that cash incentives act as an extrin-
sic motivation (changes to the desired behavior are not 
made for its inherent value, but because of rewards 
offered), which operate only when they are present, but 
direct evidence from the HIV treatment context is miss-
ing [1]. If true, this may help motivate patients for whom 
lack of motivation is a barrier to care. Other explanations 
in the psychological literature may also be operative and 
should explored. For example, some evidence exists for 
“crowding in,” which is when an external incentive can 
lead to ultimate internal motivation [2]. Other mecha-
nisms include that CCTs can convey social norms, or that 
CCT’s can have “recursive” effects, where engagement in 
care (created initially by a CCT), leads to better health 
and a self-identity based on being a healthy survivor of 
HIV, which then in turn motivates continued behaviors 
[3].

In this study, we use the unique setting of a randomized 
trial (NCT#02338739) to directly assess from partici-
pants their views on how CCTs worked. The parent study 
was unique in that individuals randomly received CCTs, 
and then some who succeeded during receipt were ran-
domized to discontinuation. We conducted interviews 
before and after discontinuation to assess how individu-
als perceived and explained the effects of the incentives 
and the effects of their discontinuation, both before 
and after actual discontinuation. We use qualitative 

interviews to further explore how people perceive money 
to have affected day-to-day financial choices, HIV care-
related anxiety, transportation costs of care, and other 
factors.

Methods
Study population and setting
This qualitative study, led by an investigator with exten-
sive qualitative expertise (CC), was nested within a larger 
parent trial, AdaPT-R. Study participants in the par-
ent trial included adults (18 years and older) with HIV 
who had started ART within 90 days of study enroll-
ment. The study took place in western Kenya (in Migori 
and Kisumu counties) in four government health facili-
ties and one faith-based health facility. At study enroll-
ment, participants were randomized to one of three stage 
1 lower intensity interventions: standard of care (SOC), 
text message reminders (SMS), or conditional cash trans-
fers (CCTs) in the amount of approximately $4 USD for 
each on time (-/+ 3 days) scheduled clinic visit. If par-
ticipants in any of the stage 1 arms missed a clinic visit 
by 14 or more days during their first year in the study, 
they were randomized a second time to a stage 2 higher 
intensity intervention. Those in the CCTs stage 1 inter-
vention arm who did not miss a clinic visit by 14 or more 
days in their first year were considered successful partici-
pants who had not lapsed care. These individuals were 
then randomized again to either continue or discontinue 
CCTs and followed for one more year. A subset of par-
ticipants randomized to receive CCT at baseline were 
purposefully selected for interviews. Participants were 
eligible for this sub-study if they were randomly assigned 
to receive CCTs at enrollment, did not lapse during their 
first year in the study, and were re-randomized to either 
stop or continue the CCT. We purposively selected par-
ticipants from a subset of participants who had success-
fully received CCTs for a year. We used the maximum 
variation sampling approach, which involved choosing 
participants to capture a broad and diverse range of per-
spectives. Selection of participants from among those 
randomized to continue receiving CCTs and those ran-
domized to discontinue receiving CCTs included 75% 
who had participated in baseline interviews and 25% who 
were being interviewed for the first time, while factoring 

participants reported that cessation of the CCTs affected their ability to access care, especially those with constrained 
financial situations. Participants also expressed concerns that incentives might foster dependency.

Conclusions  CCTs do not appear to exert their effects through motivation, but instead act through creating 
opportunities for better care engagement. This study helps us better understand the durability of financial incentives 
for HIV care engagement and support the idea that careful consideration be exercised when implementing incentives 
for sustainable engagement effects.
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in urban (Kisumu county) and peri-urban (Migori 
county) health facility grouping, age (18–30 and 30+) and 
gender.

Data collection
Data collection took place at five health facilities in 
Migori and Kisumu counties from March 2017 through 
December 2018. The qualitative study was supervised by 
two study coordinators (SI and HFA) and the data was 
collected by a qualitative researcher (GO) whose occu-
pation was qualitative data collection, transcription, 
and translation. She had over 10 years of experience in 
HIV-related qualitative research experience, a bachelors 
degree in Sociology and Anthropology, and was well-
versed in active listening, putting participants at ease, 
and encouraging open discussion and participant confi-
dentiality. She did not have knowledge of the participants 
prior to the study. The qualitative researcher was also a 
native speaker of the local languages (Dholuo, Kiswahili, 
English). The data manager provided the study coordina-
tors and qualitative researcher with a monthly list of the 
eligible participants. The qualitative researcher called eli-
gible participants over the phone, either re-introduced 
herself (if they had participated in a baseline interview) 
or introduced herself (if to be newly interviewed), pro-
vided the purpose of the call and research, and then 
scheduled a time for the in-depth interviews. Participants 
were first taken through the informed consent process 
and then the in-depth interviews were conducted using a 
semi-structured interview guide in the participants’ pre-
ferred language. The interviews were conducted in a pri-
vate room at the health facility with only the qualitative 
researcher and participant present to ensure privacy and 
confidentiality. Each interview was audio-recorded and 
field notes were captured. Each interview took approxi-
mately 60–90 min to complete. One participant declined 
to participate in the interview for personal reasons. The 
participants were reimbursed for their time and trans-
port. The interviews took place within three months of 
randomization to continue or stop the CCT, which was 
prior to participants’ future clinic appointments. Inter-
view guide key topics, fully detailed in Additional File 1, 
included attitudes (e.g. reaction to incentive discontinu-
ation on care engagement), experiences (e.g. influence of 
incentive on care attendance and engagement, challenges 
and barriers encountered in care engagement), and usage 
(e.g. how often the incentive was utilized for its intended 
purpose of mitigating clinic transportation costs). Inter-
views were transcribed and translated into English by 
the qualitative researcher. To ensure transcription qual-
ity, the study coordinators reviewed the first three tran-
scripts and periodic transcripts thereafter by comparing 
the translation and content to the audio file. Any changes 
needed were discussed and made by the qualitative 

researcher. The audio-files were stored securely in pass-
word protected folders on password protected laptops 
with only limited access by the qualitative study team. 
Quantitative data were extracted from the parent study 
database, including baseline data captured at study 
enrollment on patient age, sex, education, marital status, 
distance to clinic, mode of transportation to the clinic, 
socio-economic factors, and if there was a lapse in care 
in the year following randomization to incentive continue 
or discontinue.

Data analysis
Two experienced qualitative researchers (JG, JLK) coded 
the interview transcripts in Dedoose software (cloud-
based qualitative and quantitative analysis software) with 
a codebook developed deductively based on the guide 
and refined inductively based on emerging codes identi-
fied in the initial transcripts using thematic analysis. To 
ensure for inter-coder reliability and consistency, the 
researchers cross-coded the first three transcripts and 
met to review and build code consensus and consistency. 
The two researchers then divided the remaining tran-
scripts for individual coding, noting any difficult coding 
decisions. The two researchers met weekly to discuss the 
coding nuances to reach agreement and confirmation of 
appropriate coding. After coding completion, excerpts 
were generated and analyzed inductively to identify 
theme saturation, with review and input from the study 
coordinators (SI, HFA) and investigators (EG, MP, CC). 
Themes were identified pertaining to both study arms, 
with the exception of themes around the effects of CCTs 
discontinuation, which focused on the discontinued 
incentive arm only. Descriptive data containing partici-
pants’ sex, age, marital status, education level, walking 
time to clinic, mode of transport to clinic, socioeconom-
ics, and lapses in care were extracted and summarized 
in Excel. Descriptive characteristics were generated to 
describe the populations within the CCTs continue and 
CCTs discontinue arms and collectively. Among those 
discontinued from receiving CCTs, lapse outcomes one 
year following randomization to stop the CCTs were 
compared to patient-reported perceived plans for future 
care in the qualitative data to examine if plans aligned 
with actual future care attendance in the year following 
their randomization. Illustrative quotes were identified 
for each emerging theme. Each quote excerpt includes 
information about patient age, sex, and study arm and 
whether the patient lapsed care (missed clinic visit by 14 
days are more) in the year following randomization to 
either continue or discontinue the incentive.

Ethics approval
The study was approved by the institutional review 
boards at the Kenya Medical Research Institute (KEMRI 
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SSC No 2838) and the University of California, San 
Francisco (UCSF IRB No. 13-12810). All participants 
provided written informed consent prior to study partici-
pation. This research fully adhered to the Declaration of 
Helsinki.

Results
This study included a subset of 38 participants who had 
received CCTs for one year from among the 517 suc-
cessful non-lapsed participants. Of the 38 participants, 
15 (39%) were randomized to continue CCTs and 23 
(61%) were randomized to discontinue CCTs (Table  1). 
Half were female (N = 19) and median age was 30 years 
(range: 19–48); 29 were married or living with a partner 
and all 38 had at least some primary education. Taking a 

motorbike or walking were the most common ways sub-
study participants travelled to the clinic; 32 required less 
than hour to walk to the clinic. Eight sub-study partici-
pants had electricity and none had running water in their 
homes. When exploring who lapsed in the year after ran-
domization, 7 of 23 participants in the CCTs discontinue 
arm lapsed compared to 2 of 15 in the CCTs continue 
arm (Table 1).

Key themes from qualitative analysis are elucidated and 
presented below including care motivation, effects fol-
lowing cessation of the CCTs among the discontinue arm 
only, and participant recommendations on incentives.

Internal motivation for care is strong, but CCTs also may 
contribute
We found high intrinsic motivation to attend clinic visits 
among participants, which was not changed by initiation 
of CCTs. Motivation to obtain and take their HIV medi-
cation, sustain good health, and survive for themselves 
and their families were many participants’ primary rea-
sons for attending care.

“It motivated me because I would spend the money 
for the benefit of my house; as you know, money is 
the pillar of happiness in a family.” Male, 27, CCTs 
Continued, Did Not Lapse Care.
“[The CCTs] encouraged me because at times I could 
even lack salt in my house so when my clinic day 
comes I would say to myself to go to the clinic, I will 
find money there.” Female, 29, Migori, CCTs Discon-
tinued, Lapsed Care.

Most participants who indicated that the CCTs would 
motivate, however, also indicated they would come to the 
clinic regardless of the CCTs. Participants who missed 
clinic visits in the past also expressed a strong motivation 
for future care attendance.

“HIV medication is my life, that is why I have never 
missed [a visit].” Female, 31, CCTs Discontinued, 
Lapsed Care.
“I feel that nothing can stop me from coming to the 
clinic because I’m the one taking medication and I 
know how important it has been to me and so there 
is nothing that can prevent me from coming to the 
clinic.” Female, 22, CCTs Discontinued, Lapsed Care.
“Coming for medication was my major reason for 
coming to the clinic; I cannot say that I was com-
ing because of the [CCTs]; it motivated me, yes, but 
it wasn’t mandatory; I have still been able to come 
to the clinic.” Male, 38, CCTs Discontinued, Lapsed 
Care.
“It [CCTs] motivated me to continue coming; how-
ever, I didn’t consider the transport alone but also 

Table 1  Participant characteristics
Characteristics CCTs 

con-
tinue
N = 15

CCTs 
discon-
tinue
N = 23

Total
N = 38

Sex
Females 7 12 19
Males 8 11 19
Age
Median age 33 30 30
Range 21–47 19–48 19–48
Marital status
Married/living together 14 15 29
Single/separated/divorced 1 6 7
Widowed 0 2 2
Education level
Some primary 11 10 21
Some secondary 3 12 15
Some college 1 1 2
Time to clinic in walking minutes
60 min or more to walk to clinic 0 6 6
60 min or less to walk to clinic 15 17 32
Mode of transport
Walking 5 11 16
Bodaboda/pikipiki (motorcycle) 8 11 19
Matatu (minibus) 2 0 2
Tuk-tuk 0 1 1
Socio-economics
Electricity in the home 3 6 8
Running water in house 0 0 0
Food insecure mean score (range) (0 = low 
& 18 = high)

6.00 
(0–12)

9.57 
(2–17)

8.16 
(0–17)

Lapsed care in the year following CCTs 
randomization to continue or stop
Did not lapse 11 15 26
Lapsed care 2 7 9
Missing 2 1 3
Characteristics of participants in this qualitative study who received CCTs for 
one year and did not lapse care and were then randomized to continue with the 
CCTs or discontinue the CCTs and followed for one more year. (Table 1)
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my medications because my life depends on them. 
My number one priority is to get my medication.” 
Female, 22, CCTs Discontinued, Lapsed Care.

The prospect of stopping CCTs did not change motivation 
to go to clinic
Importantly, the prospect of CCT discontinuation did 
not change what participates said about their overall 
motivation to attend clinic. Broadly, participants con-
veyed how much they value their health above all else 
and would not miss a clinic appointment to obtain their 
HIV medication, regardless of the CCTs. When patients 
reported that CCTs had an encouraging effect, they often 
followed with stating that the underlying motivation for 
care remained unchanged.

“Even if the voucher will not be available, I will 
always make sure that I don’t miss my clinic [visit], 
this is because my life and the life of my children 
depend on my medication.” Male, 40, CCTs Contin-
ued, Did Not Lapse Care.
“[The CCTs] encouraged me, yes, but at the same 
time, my coming was not pegged on it; at time I 
wouldn’t get the [CCTs] but I would still come and 
take medication without fail.” Female, 43, CCTs Dis-
continued, Did Not Lapse Care.

CCTs acted through creating opportunities to engage in 
care
Participants described ways the CCTs enabled clinic 
attendance in the presence of other competing daily 
needs and therefore operated through making more 
opportunities possible. One highly motivated participant 
discussed how the CCT simplified her life by reducing 
need to borrow money:

“Because I wouldn’t have suffered looking for trans-
port to and from the clinic like I sometimes do; I can 
borrow transport from someone and repay them 
once I am from the clinic but it’s a challenge, it’s just 
that my desire for HIV medication overrides any 
prevailing challenge. I must work a way out to get to 
the clinic.” Female, 22, CCTs Discontinued, Lapsed 
Care.

Many patients emphasized the general feeling that the 
CCTs reduced the ubiquitous challenge of, for example, 
transportation:

“[The CCTs] ease my burden to some extent that 
would make it easier for me to come and go back 

home. That is the way it helped me mostly.” Male, 23, 
CCTs Discontinued, Lapsed Care.

For participants who faced physical challenges reaching 
the clinic, the transportation incentive was especially 
helpful:

“It helped me with covering up my transport cost to 
the hospital since I come from far and I’m not able 
to walk; I don’t have a proper job for now and so I 
always have to ensure that I have a means of getting 
money to reach the hospital; the [CCTs] has really 
been helpful.” Male, 41, CCTs Continued, Did Not 
Lapse Care.

CCTs enabled material and social engagement 
commitments outside of health
Aside from covering the intended purpose of trans-
port costs, many other participants discussed how left-
over money from the CCTs allowed them to purchase 
food and other household necessities. One participant 
described how taking food with his HIV medications 
reduced his side effects and that he used leftover money 
from CCTs to buy that food:

“[The CCTs] helped so much; I could use part of the 
money to buy a quarter of meat and change my diet; 
there drugs require someone to have a good diet.” 
Male, 48, CCTs Discontinued, Did Not Lapse Care.

The leftover incentive money also helped participants ful-
fill familial responsibilities, as described by one mother:

I was given Ksh. 400(~$4) and two way I used Ksh. 
100 (~$1) the balance of Ksh. 300 (~$3) I would 
use for buying sugar for my children, I would use it 
to buy food, silver cyprinid, sometimes I would buy 
cooking oil.” Female, 29, CCTs Discontinued, Lapsed 
Care.

Other participants mentioned how the CCTs helped 
make up for money earned at work or by offsetting 
missed income.

“It influenced my decision to come to the clinic 
because I couldn’t have an excuse for missing to 
come; I was certain of getting some money at the 
end of the day even if I didn’t open business that 
day.” Female, 31, CCTs Discontinued, Did Not Lapse 
Care.
“I felt happy because whenever I missed making 
profit in my business due to the appointment the 
voucher I received would cater for that loss.” Female, 
31, CCTs Discontinue, Lapsed Care.
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CCTs direct effects on psychological wellbeing
Many participants expressed disappointment, sadness 
and increased stress when the CCTs ended. Participants 
were saddened, troubled, and confused by having a new 
or re-emerging burden of finding money or a way to get 
to clinic appointments, including relying on other family 
members. The start and stop of the CCTs also sent a con-
fusing message; participants recognized it as being there 
to motivate clinic attendance, yet it was then taken away. 
The implications of CCTs therefore have direct effects on 
the psychological state, wellness, and overall quality of 
life for participants.

“Some part of my heart sank…no job, hard to find 
money to get to clinic; have to rely on mum and hus-
band; but will continue with care.” Female, 21, CCTs 
Discontinued, Did Not Lapse Care.
“I didn’t feel well because I had expectations. That’s 
the money I had planned to use as transport to get 
back home.” Male 27, CCTs Discontinued, Did Not 
Lapse Care.
“You do issue us transport cash which I thought 
was to motivate us to come to the clinic but later 
you stopped it. It is generally too complicated to be 
understood.” Female, 31, CCTs Discontinued, Lapsed 
Care.

One participant also noted a concern about perceived 
stigma following CCT cessation— without the incentive 
and the autonomy it provided, other community mem-
bers may now learn about her HIV status as she turns to 
them to borrow money for clinic transport. That is to say, 
translating social capital in relationships to material sup-
port also means providing an explanation for the need to 
friends and family.

“Sometimes I have to borrow money for transport 
to come to the clinic, somebody might wonder why 
I come to the clinic regularly and might join the dots 
and get to know that I am living with HIV.” Female, 
22, CCTs Discontinued, Lapsed Care.

CCT discontinuation led to difficulties accessing care
The cessation of the CCTs led to missing clinic visits due 
to the inability pay for transportation to the clinic.

“Like this past month, I did not visit because I did 
not have transport. So, it would help me and I would 
go on time and not be late. This past one I missed 
because I did not have enough transport.” Female, 
27, CCTs Discontinue, Did Not Lapse Care.
“It was a challenge because I had to strategize on 
how I would come to the clinic; sometimes I just 
don’t have money to use for transport to come to the 

clinic; while I was still receiving the [CCTs], I could 
sometimes borrow money from someone with the 
surety that I would return the money once I came 
back from the clinic.” Male, 46, CCTs Discontinued, 
Did Not Lapse Care.

Additionally, for one participant the unexpected CCT 
cessation caused him to be stranded near the clinic as he 
looked for funds to get home:

“I didn’t go back to Siaya on that day and so I spent 
three days at my friend’s house as I was looking for 
my means of transport back home.” Male 27, CCTs 
Discontinued, Did Not Lapse Care.

Participants spoke of the ease CCTs afforded them— 
accessing care was no longer a problem—yet their 
struggle for transportation re-surfaced after the CCTs 
stopped, particularly among those coming from far.

“It [CCTs] eased my burden to some extent that 
would make it easier for me to come and go back 
home. That is the way it helped me mostly… I would 
like for it to be reinstated because it made it easier 
for me to move about.” Male, 23, Rongo, CCTs Dis-
continue, Lapsed Care.

CCT recommendations by participants
When asked about incentives in the future, some par-
ticipants advised against its deployment, while others 
wished it could be resumed. There was a feeling that if 
you live far and and used the funds for transport, one 
could easily default from their appointments, eventually 
become ill or die, and blame the hospital for not meeting 
their transportation needs if the CCTs were not resumed. 
Others expressed concern that the CCTs could foster 
dependency. Those wishing the CCTs could be resumed 
felt it would continue to motivate care attendance, alle-
viate transportation challenges, and also help with lost 
wages and food.

“The truth is that people are very poor and being 
given transport at the facility and ease the burden 
that comes with living with HIV but it can cre-
ate dependence.” Female, 22, CCTs Discontinued, 
Lapsed Care.
“I would like for it to be reinstated because it made 
it easier for me to move about.” Male, 23, CCTs Dis-
continued, Lapsed Care.
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Discussion
The parent AdaPT-R study to this sub-study demon-
strated that CCTs were effective at supporting care 
engagement while they were provided, yet, following 
their discontinuation, care engagement worsened. This 
sub-study’s findings revealed that along with high intrin-
sic motivation to attend clinic visits, the CCTs provided, 
at least for some, additional extrinsic motivation. Given 
high motivation, however, CCTs effects were more likely 
mediated by creating opportunities for care by, for exam-
ple, offsetting costs of transportation, particularly among 
those with constrained financial situations and/or living 
far way. A key finding was that CCT money was used to 
create opportunities outside of health that enabled par-
ticipants to better negotiate relationships, stigma, and 
support of others. These additional opportunities also 
entail commitments that make it difficult to redirect 
money to clinic once CCTs were stopped.

This study helps elucidate why patients’ care engage-
ment may be compromised after a financial incentive 
is discontinued, as observed in the parent AdapPT-R 
study. This sub-study found that patients had high inter-
nal motivation and the best intentions to attend clinic 
visits, yet motivation and intent were not enough when 
structural barriers resurfaced after cessation of CCTs. 
As behavioral economics has suggested, individuals tend 
to make decisions based on practicalities and current 
circumstances, not necessarily on what is best for their 
well-being and future health. If resources are scarce, indi-
viduals have fewer choices and may be not be able to pri-
oritize their health or consider the risks involved in their 
decisions. Unaddressed barriers to care, such as insuf-
ficient resources for transportation, may interfere with 
clinic attendance [4, 5]. A qualitative study in Uganda 
illustrated the unending challenge of finding funds to 
travel to the clinic, resulting in difficult life choices [6]. 
A study carried out in Mexico found that cash incentives 
were effective when in place, but, once stopped, engage-
ment in HIV care dropped significantly [7]. The CCTs in 
this study were a structural intervention that expanded 
patients’ options and autonomy to exercise choice in 
decision-making while it was provided [8, 9]. The ben-
efit of more choice options and less worry about finances 
was expressed by participants who felt empowered by the 
CCTs; it allowed them to prioritize their HIV clinic atten-
dance with greater ease. Discontinuing the CCTs con-
tributed to feelings of defeat when patients, who, despite 
internal motivation to engage in HIV care, experienced a 
sudden decline in their decision-making options, leaving 
them structurally unable to prioritize their HIV care [9].

Theorists suggest that incentivized habits can create 
familiarity, trust, and apparent health benefits that con-
tinue to bolster the desired behavior even after an incen-
tive is withdrawn (“crowding-in” theory) [10]. Therefore, 

we anticipated that the CCTs would nudge patients 
toward healthy behaviors, shifting the extrinsic motiva-
tion to intrinsic motivation for care continuity [11]. How-
ever, in contrast to existing theories that focus on the 
effect of incentives on motivation, patients in our study 
reported that CCTs seem to act entirely through creating 
opportunities to better engage in care. CCTs enable clinic 
visits to allow management of logistical and economic 
issues, but also through management of social barriers 
to getting care (i.e., lessening stigma). Whether during 
receipt of CCT or after discontinuation, participants did 
not report that the CCTs augmented or diminished moti-
vation for HIV care. While this could be due to social 
desirability bias, participants offered clear explanations 
for their motivation for care: the importance of contin-
ued health. CCTs do not appear to exert their effects 
through motivation, and stopping them does not appear 
to compromise motivation. The opportunities CCTs 
provide instead directly act on the economic and social 
conditions that determine health related (and non-health 
related) behaviors.

CCTs have been shown to prompt effective increases 
in HIV testing and linkage to care behaviors, the first 
steps in the care cascade [12–17]. In our study, further 
along the care cascade, clinic attendance continuity was 
difficult for patients when the structural barriers that 
time-limited CCTs mitigated, reemerged. In the face 
of persistent structural barriers, evidence suggests that 
CCTs may be effective when delivered consistently, but 
not enough to ensure sustained behavior change with-
out their presence [18]. Opportunities created by CCT 
were fungible. CCTs created economic and social com-
mitments to optimize other aspects of life outside of 
healthcare, such as school fees and food. This often-nec-
essary spending was not immediately easy to reallocate 
back to care engagement when CCTs were discontinued, 
thus explaining disengagement after stopping. Interven-
tions that address the structural barriers with long-term 
change will more readily support sustained clinic atten-
dance for PWH. As the behavioral economist Thaler has 
advised “if you want to people to do something, make it 
easy” [4]. It is essential to determine what is standing in 
the way of a desired behavior and then clear the path [4, 
5].

Giving an incentive, then taking it away, may make it 
more difficult for people to do what they want [5]. Incen-
tives may “crowd out” participants internal motiva-
tion for a desired behavior and thereby undermine the 
long-term sustainability of that behavior [19, 20]. In the 
AdaPT-R parent study, the CCT was found to be effective 
at preventing lapses while delivered, but after removal its 
effects were not durable at habit formation; in fact, the 
study found worse engagement in HIV care than those in 
standard of care after the CCTs were removed [21]. Due 
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to the high volume of lapses among those who discontin-
ued, the AdAPT-R study speculated that people not ini-
tially helped by the CCT were unintentionally harmed by 
its removal [22]. The renewed hardship in accessing care 
may have set back further than where they were initially 
by fostering unsustainable economic dependency on the 
incentive. Pre-incentive, PWH may have been internally 
motivated and coped with the resources at hand. Par-
ticipants then got used to the new norm of additional 
resources and options with the CCTs, only to have it 
removed without a mechanism to address their structure 
barriers. Without a plan or resources for transportation 
after its removal, participants may have been faced with 
making difficult choices between spending resources on 
life necessities or transportation to the clinic. The tempo-
rary administration of CCTs gives PWH a sense of what 
it’s like to be more financially secure, and then takes that 
autonomy away.

These results have implications regarding the sustain-
ability and recommended usage of CCTs. CCTs may help 
some PWH form good clinic attendance habits while 
they are consistently being provided; as an intervention 
in addressing financial barriers to care, CCTs are effec-
tive. However, once removed, that benefit diminishes. 
Most participants showed high levels of internal motiva-
tion to engage in their care; even those who disengaged 
were motivated to re-engage in the future. Yet, the finan-
cial burdens PWH in sub-Saharan Africa face are perva-
sive, and without an active method of addressing these 
burdens (i.e. CCTs), motivation alone is not enough to 
remain in care. Moreover, CCTs may in fact cause addi-
tional harm if they are only given temporarily. CCTs may 
be most beneficial for PWH if they are given consistently 
to provide reliable help to address financial constraints to 
getting to and from the clinic. Due to the high monetary 
costs of giving CCTs long-term, a targeted approach that 
assesses which PWH would benefit the most from CCTs 
may be more viable. For instance, a gradual incentive 
phase out approach, where the CCTs are decreased as 
care constraint reduction is demonstrated, could be con-
sidered [23]. Other options such as home or community 
delivery of ART could alleviate structural issues related 
to care engagement without the challenge of incentive 
durability. One economic evaluation of home delivery of 
ART in Zimbabwe suggested that for ART-stable PWH, 
community-based models cost less for both providers 
and PWH and did not impact care outcomes [24]. Other 
studies in sub-Saharan Africa have similarly suggested 
that community-based ART models provide compara-
ble care outcomes when compared to traditional facility 
care and may be cost-neutral or cost-effective [25–27]. 
It is possible that these community-delivery methods 
may be more cost-effective than paying for second- and 

third-line treatments that are necessary for patients who 
have missed critical appointments.

Limitations
Only PWH who were already attending care were 
included in the study; thus, the PWH who may have 
been suffering the most from barriers to care attendance, 
and may have benefited most from the CCTs, were not 
included. In addition, participants who were receiving 
CCTs but were not actively engaging in care were also 
not able to be included in the study, and our results there-
fore do not reflect this perspective. Another limitation is 
the fact that participants were interviewed after they had 
received news that their CCT was to be discontinued, 
but before their next clinic appointment, therefore before 
they actually coped with not receiving the CCT. Con-
sequently, participant responses and comments reflect 
their expectations and perceptions rather than their lived 
experiences. As with many qualitative, interview-based 
studies, there is always the risk of social-desirability bias 
influencing participants’ reports about their motivation.

Conclusions
This study helps us better understand the durability of 
financial incentives in the context of HIV care engage-
ment, particularly when incentives end. Participants in 
this study prioritized their health and were intrinsically 
motivated to remain in care even if the incentive ceased, 
yet once the time-limited incentives were removed, hard-
ships to accessing care re-emerged for some participants, 
particularly for those with unaddressed structural bar-
riers. CCTs do not appear to exert their effects through 
motivation, and stopping them does not appear to com-
promise motivation. Instead, CCTs appear to act through 
creating opportunities to better engage in care. Together 
with the quantitative findings in the parent AdaPT-R 
study, these results support the idea that careful consid-
eration be exercised when implementing incentives for 
sustainable engagement effects.

Abbreviations
HIV	� Human Immunodeficiency Virus
AdaPT-R	� Adaptive Strategy for Preventing and Treating Lapses of Retention 

in HIV Care
CCT	� Conditional Cash Transfer
ART	� Antiretroviral Therapy
PWH	� People with HIV
SSA	� Sub-Saharan Africa
SMART	� Sequential Multiple Assignment Randomized Trial
RCT	� Randomized Control Trial
SOC	� Standard of Care
ATE	� Average Treatment Effect
CI	� Confidence Interval
SMS	� Short Messaging Service/ Text Message Reminders
USD	� United States Dollars
SCRC	� Sociocultural Research Consultants
Ksh	� Kenyan Shilling



Page 9 of 10Giordano et al. BMC Public Health         (2025) 25:1104 

Supplementary Information
The online version contains supplementary material available at ​h​t​t​p​s​:​​​/​​/​d​o​​i​.​​o​r​​
g​​/​​1​0​​.​1​1​​​8​6​​/​s​1​2​​8​8​9​-​​0​2​5​-​2​​2​2​6​6​-​6.

Supplementary Material 1

Acknowledgements
This work is solely the responsibility of the authors and does not necessarily 
represent the official views of any of the institutions mentioned above. We 
would like to thank all the AdaPT-R study participants, study staff, front-line 
health care workers and the Family AIDS Care and Eduation Services (FACES) 
for their collaboration and support. Special thanks to Gladys Odhiambo (GO) 
for her invaluable contributions during the data collection phase of this study.

Author contributions
JG and JLK analyzed, interpreted the data, drafted and edited the manuscript. 
EHG and MP conceived this study. LM, MP, EHG, CSC, HT supervised the study 
design, data interpretation, and edited the manuscript. EAB, TAO, EA, HFA, EN, 
and SI operationalized the study and edited the manuscript. All authors have 
read and approved the final manuscript.

Funding
Research reported in this publication was supported by the U.S. National 
Institutes of Health’s National of Mental Health under award number R01 
MH104123. This work is solely the responsibility of the authors and does not 
necessarily represent the official views of any of the institutions mentioned 
above.

Data availability
The datasets used and/or analysed during the current study are available from 
the corresponding author on reasonable request.

Declarations

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Ethics approval+ consent to participate
The study was approved by the institutional review boards at the Kenya 
Medical Research Institute (KEMRI SSC No 2838) and the University of 
California, San Francisco (UCSF IRB No. 13-12810). All participants were 18 
years of age and older and provided written informed consent prior to 
participation. This research fully adhered to the Declaration of Helsinki.

Author details
1Perelman School of Medicine, University of Pennsylvania, Philadelphia, 
PA, USA
2Department of Obstetrics, Gynecology, and Reproductive Sciences, 
University of California San Francisco, San Francisco, USA
3Department of Biostatistics, University of North Carolina at Chapel Hill, 
Chapel Hill, USA
4Research Care Training Program, Center for Microbiology Research, 
Kenya Medical Research Institute, Kisumu, Kenya
5Division of Medical Ethics and Health Policy, University of Pennsylvania, 
Philadelphia, USA
6Division of Biostatistics, School of Public Health, University of California, 
Berkeley, Berkeley, USA
7Division of Infectious Diseases, Department of Medicine, Washington 
University in St. Louis, St. Louis, MO, USA

Received: 28 January 2024 / Accepted: 10 March 2025

References
1.	 Wolf S, Aber JL, Morris PA. Drawing on psychological theory to understand 

and improve antipoverty policies: the case of conditional cash transfers. 
Psychol Public Policy Law. 2013;19(1):3–14.

2.	 Frey BS, Jegen R. Motivation crowding theory. J Economic Surveys. 
2001;15(5):589–611.

3.	 Winkler-Schor S, Brauer M. What happens when payments end?? Fostering 
Long-Term behavior change with financial incentives. Perspect Psychol Sci. 
2024:17456916241247152.

4.	 Thaler RH, Sustein CR, Nudge. The Final Edition: Penguin Publishing Group; 
2021.

5.	 Sunstein CR, Sludge. What stops Us from getting things done and what to 
do. about It: MIT Press; 2021.

6.	 Tuller DM, Bangsberg DR, Senkungu J, Ware NC, Emenyonu N, Weiser SD. 
Transportation costs impede sustained adherence and access to HAART in a 
clinic population in Southwestern Uganda: a qualitative study. AIDS Behav. 
2010;14(4):778–84.

7.	 Galárraga O, Sosa-Rubí SG, Kuo C, Gozalo P, González A, Saavedra B, et al. 
Punto Seguro: A randomized controlled pilot using conditional economic 
incentives to reduce sexually transmitted infection risks in Mexico. AIDS 
Behav. 2017;21(12):3440–56.

8.	 Iguna S, Getahun M, Lewis-Kulzer J, Odhiambo G, Adhiambo F, Montoya L, et 
al. Attitudes towards and experiences with economic incentives for engage-
ment in HIV care and treatment: qualitative insights from a randomized trial 
in Kenya. PLOS Glob Public Health. 2022;2(2):e0000204.

9.	 Jennings L, Mathai M, Linnemayr S, Trujillo A, Mak’anyengo M, Montgomery 
BEE, et al. Economic context and HIV vulnerability in adolescents and young 
adults living in urban slums in Kenya: A qualitative analysis based on scarcity 
theory. AIDS Behav. 2017;21(9):2784–98.

10.	 Charness G, Gneezy U. Incentives to exercise. Econometrica. 2009;77:909–31.
11.	 Thaler RHSC, Nudge. Improving decisions about health, wealth, and happi-

ness. Yale University Press; 2008.
12.	 Thornton RL. The demand for, and impact of, learning HIV status. Am Econ 

Rev. 2008;98(5):1829–63.
13.	 Kim HB, Haile B, Lee T. Promotion and persistence of HIV testing and HIV/AIDS 

knowledge: evidence from a randomized controlled trial in Ethiopia. Health 
Econ. 2017;26(11):1394–411.

14.	 Kranzer K, Simms V, Bandason T, Dauya E, McHugh G, Munyati S, et al. Eco-
nomic incentives for HIV testing by adolescents in Zimbabwe: a randomised 
controlled trial. Lancet HIV. 2018;5(2):e79–86.

15.	 Thirumurthy H, Masters SH, Rao S, Bronson MA, Lanham M, Omanga E, et al. 
Effect of providing conditional economic compensation on uptake of volun-
tary medical male circumcision in Kenya: a randomized clinical trial. JAMA. 
2014;312(7):703–11.

16.	 Thirumurthy H, Masters SH, Rao S, Murray K, Prasad R, Zivin JG et al. The 
Effects of Providing Fixed Compensation and Lottery-Based Rewards on 
Uptake of Medical Male Circumcision in Kenya: A Randomized Trial. Journal 
of acquired immune deficiency syndromes (1999). 2016;72 Suppl 4(Suppl 
4):S299-305.

17.	 Operario D, Kuo C, Sosa-Rubí SG, Gálarraga O. Conditional economic 
incentives for reducing HIV risk behaviors: integration of psychology and 
behavioral economics. Health Psychol. 2013;32(9):932–40.

18.	 Galárraga O, Sosa-Rubí SG. Conditional economic incentives to improve HIV 
prevention and treatment in low-income and middle-income countries. 
Lancet HIV. 2019;6(10):e705–14.

19.	 Frey BS, Oberholzer-Gee F. The cost of price incentives: an empirical analysis 
of motivation crowding-out. Am Econ Rev. 1997:746–55.

20.	 Marshall M, Harrison S. It’s about more than money: financial incentives and 
internal motivation. Qual Saf Health Care. 2005;14(1):4–5.

21.	 Geng EH, Odeny T, Montoya LM, Iguna S, Kulzer JL, Adhiambo HF, 
Eshun-Wilson I, Akama E, Nyandieka E, Guzé MA, Shade S. Adaptive 
strategies for retention in care among persons living with HIV. NEJM Evid. 
2023;2(4):EVIDoa2200076.

22.	 Abuogi LL, Kulzer JL, Akama E, Odeny TA, Eshun-Wilson I, Petersen M, 
et al. Adapt for adolescents: protocol for a sequential multiple assign-
ment randomized trial to improve retention and viral suppression among 
adolescents and young adults living with HIV in Kenya. Contemp Clin Trials. 
2023;127:107123.

23.	 Galarraga O, Genberg BL, Martin RA, Barton Laws M, Wilson IB. Conditional 
economic incentives to improve HIV treatment adherence: literature review 
and theoretical considerations. AIDS Behav. 2013;17(7):2283–92.



Page 10 of 10Giordano et al. BMC Public Health         (2025) 25:1104 

24.	 Benade M, Nichols BE, Fatti G, Kuchukhidze S, Takarinda K, Mabhena-Ngorima 
N, et al. Economic evaluation of a cluster randomized, non-inferiority trial of 
differentiated service delivery models of HIV treatment in Zimbabwe. PLOS 
Glob Public Health. 2023;3(3):e0000493.

25.	 Duncombe C, Rosenblum S, Hellmann N, Holmes C, Wilkinson L, Biot M, et 
al. Reframing HIV care: putting people at the centre of antiretroviral delivery. 
Trop Med Int Health. 2015;20(4):430–47.

26.	 Nachega JB, Adetokunboh O, Uthman OA, Knowlton AW, Altice FL, Schechter 
M, et al. Community-Based interventions to improve and sustain antiretro-
viral therapy adherence, retention in HIV care and clinical outcomes in Low- 
and Middle-Income countries for achieving the UNAIDS 90-90-90 targets. 
Curr HIV/AIDS Rep. 2016;13(5):241–55.

27.	 Ibiloye O, Masquillier C, Jwanle P, Van Belle S, van Olmen J, Lynen L, et al. 
Community-Based ART service delivery for key populations in Sub-Saharan 
Africa: scoping review of outcomes along the continuum of HIV care. AIDS 
Behav. 2022;26(7):2314–37.

Publisher’s note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations.


