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What is mHealth?
Mobile health (mHealth) interventions rely on wireless and mobile device technology to link patients and 
providers. These interventions therefore hold particular promise for those facing formidable barriers to care 
in terms of availability, geography, cost, and infrastructure. Health organisations around the world have been 
experimenting with mHealth approaches for enhanced health care delivery since the 1990s. The past decade 
has seen an increase in these approaches among organisations and health facilities serving HIV-affected 
communities in sub-Saharan Africa where barriers to care are prominent. During this time, health researchers 
and providers observed how the advent of text messaging, the rise of social media, and the increased mobile 
phone penetration across the region cultivated positive attitudes toward digital health services among people 
living with HIV (PLHIV), and particularly among adolescents and young people (AYP). 

mHealth interventions can take a variety of forms and employ multiple tools to deliver virtual support to 
AYPLHIV. The aims of these interventions are to promote ART adherence, improve SRHR education, provide 
psychosocial support, and enhance overall care.

Why is virtual support important now?
Resource constraints and barriers to care within the South African health system have created an increased 
need for virtual support, making it an essential and incessantly burgeoning avenue for programme development 
over the years. Subsequently, a heightened sense of urgency for virtual support options and differentiated 
service delivery models emerged in 2020 as the Covid-19 pandemic threatened to not only strain,but completely 
destabilise, essential health care delivery. Particularly, after South Africa instituted a national lockdown in March 
2020, four major challenges arose, which compromised continuity of care for AYPLHIV:19,20

1. There was an urgent need to decongest health facilities to reduce the possibility of exposure, and to 
free up resources for managing Covid-19 cases. 

2. The capacity of health workers was strained by the competing demands of managing a public health 
crisis and ensuring continuity of care.

3. Avoiding unnecessary exposure through in-person or on-site services was recommended for those 
with co morbidities.

4. Lockdown conditions physically interrupted access, resources, and relationships necessary for 
delivering care. 

In response to these challenges, health facilities and community-based organisations (CBOs) mobilised to 
implement emergency response plans for ensuring continuity of services for their most vulnerable community 
members. These emergency measures included plans to incorporate mHealth tools for individual case 
management and support groups.

The urgent need for virtual support services to substitute in-person services during a crisis created an opportunity 
for rapid experimentation  and deployment of mHealth interventions. The innovations that emerged from this 
experimentation phase are important not only in the pandemic context, but for supporting future improvements 
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to differentiated service delivery (DSD) models, multi-month dispensing (MMD) approaches, and community ART 
distribution efforts. The mHealth tools implemented by health facilities and CBOs during the pandemic period 
showed that virtual support can be effective and can create positive experiences for AYPLHIV. The strategies 
implemented during this period also provide important learnings about the best practices for incorporating 
virtual support services into programming, and for specific mHealth tools and interventions. This is especially 
crucial as documentation and publications on effective mHealth models for AYPLHIV in South Africa remain 
scarce.

Situational Analysis
PATA facilitated a Virtual Support Working Group (VSWG) in partnership with the members of the Unfinished 
Business II (UBII) consortium, including Wits RHI, Anova Health Institute (ANOVA), AIDS Foundation South 
Africa (AFSA), Health Systems Trust (HST), and Clinton Heath Access Initiative (CHAI). Unfinished Business, 
supported by the ELMA Foundation aims to improve national paediatric ART coverage in South Africa by 
identifying effective systems to find, refer, trace, initiate, and case-manage children and adolescents with HIV. 

Taking a consortium approach, the VSWG held regular workshops and meetings between June and September 
2020 for knowledge sharing between the UBII partners. The ultimate aim of the VSWG was to document a set 
of best and promising practices for applying mHealth interventions in the uninterrupted treatment, care, and 
support of AYPLHIV. 
As such, the working group was formed to facilitate a linking and learning platform to strengthen continued 
comprehensive care for AYPLHIV through mHealth strategies, focussing on individual case management, 
support groups, and Youth Care Clubs (YCC), in the context of Covid-19 restrictions.  

Three methods were used to compile these findings: 

1. A literature review on mHealth interventions for PLHIV (31 publications)

2. Case studies of virtual support interventions adopted during lockdown (3 UBII implementation 
partners)

3. An analysis and mapping of available mHealth tools and the best practices for each (13 virtual support 
interventions)

Take-away: The high penetration rate of mobile technologies and internet access in South Africa
makes mHealth a viable option for sustainably delivering health services for AYPLHIV. However, various 
structural barriers have led to modest advances in mHealth adoption and integration to date. 
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Main Findings
From the literature

Technology readiness in South Africa: South Africa is among the top five countries in sub-Saharan Africa 
for mobile internet connectivity in terms of infrastructure, affordability, consumer readiness, and content 
and services.1 72% of South Africans aged 15-24 have cell phones.2 The high penetration rate of mobile 
technologies and internet access make mHealth a viable option for sustainably delivering health services 
for AYPLHIV. However, various structural barriers – namely operating costs and infrastructure – have led 
to modest advances in mHealth adoption and integration to date.

Lack of data for mHealth in South Africa: There are limited studies of mHealth technologies for AYPLHIV 
in South Africa or similar contexts (i.e. countries that are low- to middle-income, in sub-Saharan Africa, 
or have similar socioeconomic dynamics).3,13 Information about the operational models that underpin 
differentiated service delivery (DSD) programmes in South Africa, which often incorporate mHealth tools, 
is also scarce.26 This means mHealth research from the global health community must be used to provide 
a foundation of knowledge. However, it also shows that emergent data from current South African health 
providers may be necessary to guide the adoption of mHealth strategies that are effective in the local 
context. This highlights the imperative of documenting the learnings of the UBII implementation partners 
within the VSWG.

Demand for interactive mHealth: A range of mHealth technologies are available to enhance virtual 
support services: software systems, telehealth, mobile apps, and social media and websites.4 However, 
very few interventions for HIV treatment and care focus on the use of interactive technologies, or 
the application of technologies for interactive programs like support groups, counselling services, and 
peer-to-peer communication. Yet, there is a high demand among young people for tools that are more 
interactive and customised to individuals.5,6

No focus on youth: Globally and regionally, there are few mHealth interventions that are tailored 
specifically to children and young people. Most interventions documented in the literature focus on adult 
PLHIV more generally.

The prevalence of low-interaction tools: Most mHealth interventions in South Africa and similar contexts 
are aimed at increasing retention and adherence through less interactive and transactional activities such 
as appointment reminders, automated messages promoting ART adherence, and posts of standard health 
information.7,8,9 This is usually done through telehealth, which includes SMS reminders and phone calls, 
and static websites. 

The importance of support clubs: In sub-Saharan Africa in general, DSD models for increasing retention 
and adherence are most successful when they incorporate some form of interpersonal support service.10 
In South Africa, the DSD interventions with the greatest impact on viral suppression and retention have 
been adherence clubs and community clubs.11 In Nigeria, support group participants experience less 
stigma, have better adherence, and engage in less risky behaviour.12 This highlights the importance of 
mHealth interventions that facilitate support group experiences.
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The need for customised messaging: Particularly for one-way SMS message approaches, clients with 
different levels of adherence require different interventions. Optimal adherents benefit most from 
positive messaging content, whereas those struggling benefit most from reminders and data-informed 
counselling.10 Similarly, for social media-based support groups, it is recommended that the intervention 
content be tailored by age, disaggregating between those aged 15-19, and 20-24.14

Value of high-interaction interventions: PLHIV value interactive mHealth interventions, not only as a 
resource for obtaining vital care, but as a way of connecting with peers, feeling supported, and satisfying 
psychological needs. A 2018 study of social media-based support groups in Nigeria showed that although 
groups with more interaction tools did not show higher retention, participants reported that they enjoyed 
the groups and that the opportunity to interact with their peers was what they valued most about the 
programme.13,14 

Value of low-interaction interventions: The impact of low-interaction SMS and interactive voice 
response (IVR) interventions on actual patient outcomes in low- to middle-income countries has been 
inconclusive.15 There is also limited data on the long-term effectiveness of such tools. However, although 
they are limited in impact, less interactive, one-size-fits-all approaches, such as SMS reminders, are 
relatively useful and affordable to implement as a basic mHealth measure.16

Telehealth as a middle ground: Telephone calls to patients, which can be more interactive and 
personalised, are more effective for virtual counselling.15 Therefore, although phone calls do not facilitate 
the same peer-to-peer interaction as online platforms, they may be preferrable to SMS interventions for 
providing psychosocial support.

Secondary benefits of mHealth interventions: mHealth tools that are designed to address specific 
psychosocial support needs can also provide secondary psychological benefits, including increased self-
confidence, empowerment, self-efficacy, satisfaction, and quality of life.17,18,19 

Virtual group participation concerns and benefits: Low literacy rates amongst vulnerable clients in South 
Africa make aural services like telephone calls and video chats preferrable to text-based interventions in 
terms of increasing participation from AYPLHIV during online group sessions.20 However, there is also 
evidence that “lurkers” – people who do not actively post in group chats or discussions but who are still 
exposed to the interaction of others – can still benefit greatly from the intervention.21 

Barriers to mHealth: mHealth interventions are intended to increase access by eliminating transportation 
costs, allowing people to connect with peers and professionals from anywhere, and making key health 
information public. Yet, there are still barriers to these tools, the greatest of which are data costs for 
mobile phones, connectivity and internet issues, and privacy concerns that arise from taking calls in 
public spaces or in the home.22,23,24,25

A hybrid approach: The most relevant study available (social media-based support groups for AYPLHIV in 
Nigeria) shows that AYPLHIV overwhelmingly prefer online support groups, either alone or in combination 
with in-person groups, over in-person groups alone.14 An overall review of mHealth interventions in low- 
to middle-income countries also suggests that multiple interventions are better than one for improving 
adherence.15 From these findings, combined with the barriers to mHealth, the overriding recommendation 
is to use virtual support tools to supplement traditional support approaches, rather than as an alternative 
or a replacement.
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From UBII partners

Wits RHI Youth Care Clubs

• mHealth interventions and tools: Virtual support groups (WhatsApp
groups and Facebook Messenger); online resources (B-wise website
and MTV Shuga series)

• Process: Wits RHI took a systematic approach to adapting their
case management approach under lockdown. They developed a standard operating procedure that 
allowed them to sort clients based on their needs and limitations (e.g. access to a smartphone), 
and direct them to a programme with an appropriate combination of support and ARV delivery 
interventions.

• Approach: Wits RHI ultimately adopted a hybrid approach by holding socially-distanced on-site 
support groups and retaining mHealth tools for less interactive services, such as client reminders. 
They drew heavily on the YCC workbook, complemented with the B-wise and MTV Shuga 
platforms to deliver engaging content for their group members.

• Learning: The challenges of connectivity, text-based communication in groups, and data costs make 
it difficult to substitute digital tools for in-person psychosocial services.

• Next challenge: The most pressing challenge is to promote self-responsibility and to empower 
AYPLHIV to be proactive in seeking out their own health information and tracking their progress.

• Future mHealth work: Wits RHI wants to prioritise a digital tool that allows AYPLHIV to access their 
viral loads and adherence status from anywhere.

Anova Youth Care Clubs

• mHealth interventions and tools: Virtual support groups (WhatsApp groups);
digital newsletter (via Facebook and WhatsApp); online resources 
(My Future First Facebook page and MTV Shuga series)

• Process: Anova leveraged the youth ambassadors who led monthly support
group sessions to ensure that all clients were onboarded onto the virtual support platform. Youth 
ambassadors captured all the information of their group members and then proceeded to lead group 
support sessions via WhatsApp.

• Approach: Anova adopted a hybrid approach, creating hard copies of their newsletter ‘Cool 
Communications’ to distribute with ARV refills in order to fill information gaps for those with 
connectivity or mobile data issues. They also integrated the support group session content into 
these newsletters for those who were unable to make the online sessions.

• Learning: Preparing staff to effectively facilitate online support activities is a significant challenge. 
Anova has compiled a set of guidelines for facilitators to assist with this.

• Next challenge: The most pressing challenge is to prioritise the mental health care requirements of 
AYPLHIV with more interventions that specifically address these sensitive and complex needs.

• Future mHealth work: Anova is piloting a mental health screening tool delivered via a USSD 
platform or hardcopy that would assist with referring AYPLHIV, and youth more broadly, to the 
right care.

https://bwisehealth.com/
https://www.mtvshuga.com/
https://www.facebook.com/MyFutureFirstSA
https://www.mtvshuga.com/
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AFSA
• mHealth interventions and tools: Virtual support groups (WhatsApp 

groups); online resources (MTV Shuga series)
• Process: AFSA adapted the content for their in-person support 

groups, which followed the YCC curriculum, to suit the online 
platform. This led to eliminating sensitive topics related to mental 
health that facilitators could not effectively manage in the virtual 
setting.

• Approach: AFSA adopted a fully virtual approach with online support groups that were limited to 
text-based communication in order to reduce data usage for participants. Facilitators were trained in 
the YCC model in order to prepare them for online groups.

• Learning: Managing participation on the online groups proved very challenging and facilitators 
did not feel fully prepared. Two facilitators were assigned to each group to ensure better group 
management. Data issues and the limits of text-based communications are thought to be the biggest 
inhibitors of consistent, active participation from clients. However, AFSA also prioritised support 
groups for caregivers, who proved to be some of the most active participants in terms of asking 
questions and offering each other support.

• Next challenge: The most pressing challenge is to eliminate the practical barriers of cost and 
anonymity for AYPLHIV to use group-based digital communication platforms.

• Future mHealth work: AFSA would like to join a consortium for piloting and exploring in depth 
the Ringa Nathi platform, which addresses participant confidentiality issue by enabling anonymous 
groups on WhatsApp.

https://www.mtvshuga.com/
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From the mHealth mapping tool

Over the course of multiple workshops and meetings, the VSWG analysed the different mHealth tools and 
interventions available to implementation partners in South Africa and produced a map of mHealth tools. 
From this mapping exercise, the following best/promising practices for the different virtual support tools were 
documented:

• Telephonic calls should be made either to prioritised cases (i.e. high viral load, newly disclosed) on 
a scheduled rotational basis, or to individuals on a needs-to basis (e.g. referrals for mental health or 
social protection, loss to follow-up tracing)

• Hotlines should be used for urgent responses in case of emergency or specific queries.

• SMS messages and SMS chatbots are useful as an inexpensive way to send generic messaging related 
to HIV, TB, SRHR, and general public health information in bulk.

• WhatsApp groups are useful to provide text-based support within a closed group when customised 
platforms are not possible. Risks that must be managed are opt-in/opt-out options for members, group 
admins’ use of organisational devices and credentials (not personal accounts and devices), short-term 
data cost support, and incentivising engagement.

• Anonymous WhatsApp groups can be created with tools like Ringa Nathi. This is a potential 
application for UB and must be explored in conjunction with data-free platforms like Moya.

• WhatsApp chatbots such as MomConnect and Big Sis can be shared as a complementary 
information-giving mHealth service.

• Facebook Live as a desktop and mobile app can be used to organise scheduled group sessions with a 
set agenda, but group rules should be instituted for best results.

• Existing mobile phone apps such as B-wise can be shared to provide existing, complementary 
information to both clients and community health workers.

• Customised open-source mobile apps such as Khuluma and Zvandiri Lounge are most suitable for 
supporting or mentoring an established “internal” group of staff or peer supporters. They offer an 
anonymised digital platform for small groups to share concerns and receive remote support.

• Customised apps for targeted support developed by organisations themselves are not advised. 
Organisations should explore existing apps (such as B-wise) or open-source, customisable platforms 
(like Rocket Chat) rather than start from scratch.

• Existing data-light mobile phone apps and websites such as Boost and Jembi’s HIV Clinical Guide 
are available and can be shared as complementary tools to provide existing information to health 
providers, community health workers, and peer supporters.

• Reverse-billing technology such as Veedo could be explored as a consortium in order to share server 
costs across a group.

• Cloud-based technology that eliminates data costs such as Moya are a cost-effective way to 
facilitate messaging and digital chat without data or internet. Organisations must explore features for 
anonymity and how media and video can be reversibly billed to the sender.

https://moya.app/
http://www.health.gov.za/momconnect/
https://global.girleffect.org/products-showcase/big-sis-chatbot-springster/
https://bwisehealth.com/
https://www.shmfoundation.org/projects/project-khuluma
https://www.shmfoundation.org/projects/zvandiri
https://rocket.chat/
https://boost.avert.org/
https://play.google.com/store/apps/details?id=com.medicalappstudio.hivclinicalguide
https://moya.app/
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