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Abstract

China is experiencing a rapid increase in the incidence of HIV infections, which it is addressing proactively with
broad implementation of antiretroviral therapy (ART). Within a cultural context extolling familial responsibility,
family caregiving may be an important component to promote medication adherence for persons living with
HIV in China. Based on 20 qualitative interviews with persons living with HIV and their family caregivers and a
cross-sectional survey with 113 adults receiving HIV care at Beijing’s Ditan outpatient clinic, this mixed-methods
study examines family caregivers’ role in promoting adherence to ART. Building upon a conceptual model of
adherence, this article explores the role of family members in supporting four key components enhancing
adherence (i.e., access, knowledge, motivation, and proximal cue to action). Patients with family caregiving
support report superior ART adherence. Also, gender (being female) and less time since ART initiation are
significantly related to superior adherence. Since Chinese cultural values emphasize family care, future work on
adherence promotion in China will want to consider the systematic incorporation of family members.

Introduction

In China, in 2009, an estimated 740,000 people (approxi-
mately 0.05% of the Chinese population) were living with

HIV, with 49,845 deaths reported due to HIV complications.1

Without a concerted and comprehensive governmental pre-
vention and intervention strategy, the number of HIV cases in
China would likely rise dramatically.2 One fifth of the world’s
population resides in China; thus, the impact of an unchecked
HIV epidemic could be staggering, with ripple effects
worldwide.

In response to the HIV epidemic, the Chinese government
initiated the ‘‘Four Free and One Care’’ policy, which aims to
provide free antiretroviral treatment (ART) for rural and
urban persons living with HIV with financial difficulties; free
voluntary HIV antibody testing, HIV testing of newborns,
and HIV testing and counseling for pregnant women; free

schooling for children orphaned by HIV; and, care and eco-
nomic assistance to the households of persons living with
HIV.3,4 Since China’s HIV epidemic has largely affected so-
cially marginalized populations (e.g., poor rural farmers and
injection drug users), stigma, discrimination and lack of fi-
nancial resources continue to present serious structural bar-
riers to accessing HIV care,5 including ART.6–8

In contrast to the more individualistic orientation charac-
teristic of the West, traditional values in Chinese society rely
on interpersonal and dyadic relations as the basis of social
status.9 Such relations are ritualistic and formal, and indi-
viduals rarely make decisions without first considering the
impact on family.10–12 Given the pivotal position of family in
Chinese society and the severe physical, emotional, and social
challenges facing people living with HIV, it is critical that we
begin to understand the caregiving assistance provided to
HIV patients and the impact of such care on adherence to
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ART. Furthermore, since part of China’s HIV epidemic is
concentrated in rural areas with limited access to formal
health care providers, family caregivers may be the only re-
source available to provide needed assistance, including ART
adherence support.

In an earlier article, we described the development and
testing of a conceptual model of the factors related to ART
adherence in China.5 The primary components of the model
included access to medications and treatment regimens (a
structural component); accurate knowledge about the medi-
cations such as dosing and potential side effects (a cognitive
component); motivation to adhere to the medications (a psy-
chological component); and, an internal or external proximal
cue to take the medication (a social/electronic component).5

Based on the findings in this mixed methods research, we
extend our original conceptual model to more fully incorpo-
rate the important influence of family within Chinese culture
and the larger social environment (Fig. 1).

Based on qualitative interviews with persons living with
HIV and their family caregivers and a cross-sectional survey
with persons receiving HIV care at the outpatient clinic of
Beijing’s Ditan Hospital, a national referral infectious disease
hospital, this mixed-methods study examines family mem-
bers’ role in promoting adherence to ART. We begin with an
analysis of the qualitative data that explores the role of family
caregivers in supporting the four key components enhancing
adherence (i.e., access, knowledge, motivation and proximal
cue to action). Next, we examine the survey data to investigate
whether family caregiving support promotes superior adher-

ence, after controlling for sociodemographic characteristics.
Considered together, data from both sources provide insight
into how family members support medication-taking behav-
iors and suggest potential ways to effectively integrate family
caregivers into intervention efforts to promote adherence.

Methods

The overall research was designed to examine barriers and
facilitators to ART adherence and to inform the development
and evaluation of a nurse-delivered intervention in a pre-
liminary randomized controlled trial to support and enhance
long-term ART use, through the potential use of electronic
reminders and/or counseling, either individually or with a
treatment adherence partner.13 This project was conducted
through an on-going collaboration among U.S. and Chinese
investigators at the University of Washington, China Centers
for Disease Control (CDC), and Ditan Hospital.

The data were collected at Ditan, which is regarded as one
of the premier specialist hospitals for HIV care in Beijing,
China. For both phases of the research, six physicians and one
senior nurse working at the Ditan HIV unit recruited potential
participants from both the inpatient and outpatient wards
during a hospitalization or routine care visit. The clinicians
informed patients about the study and referred them to re-
search personnel for further information. All study proce-
dures were reviewed and approved by the institutional
review boards of Ditan Hospital, China CDC, and the Uni-
versity of Washington. Study participants received a small
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FIG. 1. Conceptual model to guide integration of family members and caregivers in medication adherence interventions.
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monetary incentive of 150 RMB (*US$20) for their time. The
data presented in this article draw upon both qualitative and
quantitative components of the research.

Qualitative component

Semistructured interviews were conducted with 20 persons
affected by HIV, including patients living with HIV (n = 10) and
their family caregivers (n = 10). A caregiver was defined as a
family member or friend providing informal assistance and
available to support the family member living with HIV. The
semistructured interviews were conducted in Mandarin and
addressed to what extent and how caregivers assist family
members living with HIV and the barriers and facilitators
encountered in supporting ART adherence. Interviewers used
a guide to cover a range of topics, including what the caregiver
knew about (a) the patient’s treatment and side effect history
with ART; (b) current medications and adherence behaviors; (c)
knowledge of and instructions about medication taking, how
the medications work, and the consequences of missed doses;
(d) barriers and facilitators to adherence; and (e) any hopes or
worries about the medications and their loved one. Each topic
began with an open-ended question, such as ‘‘What kind
of things do you do to help [patient] take his medications?’’
and was followed by more specific prompts to elicit greater
detail. The qualitative interviews were conducted one-on-one
between the interviewer and the patient living with HIV or the
caregiver; patients and caregivers were interviewed separately
since Chinese culture tends to discourage open discussion
about a specific person when present. Interviewers, who
received a 2-day training in qualitative techniques, included
physicians, a nurse educator from Ditan Hospital and two of
the study investigators. The interviews were audio-recorded
and transcribed.

All transcripts were translated into English by four bilin-
gual research staff and were then coded using Atlas.ti
(Scientific Software Development, 2005), using a mixture of
top-down and bottom-up coding strategies based on our
model. While the top-down coding strategy is driven by
preexisting theory, the bottom-up coding strategy is driven by
the additional information observed in the data.14 A particu-
lar strength of this interactive and reiterative application of
the two approaches to qualitative data analysis is to attain
balance between the requirement for analytic precision and
flexibility for new patterns to emerge. The categorized data
indicate the proportions of the participants expressing certain
concepts and although these findings are by no means infer-
ential, they are suggestive and provide insights for relative
prevalence of concepts and directions for future research.15

Survey component

The survey component of the research involved face-to-face
interviews with 70 patients initiating ART (who were subse-
quently enrolled in the intervention) and an additional 50
ART-experienced patients who were not involved in the in-
tervention trial. While 120 patients completed the one-time
60-min interviewer-administered paper-and-pencil survey, 7
did not respond to the adherence questions, reducing the
sample size available for analysis to 113.

The survey consisted of standardized measures to assess
barriers and facilitators to ART adherence as well as physical
and mental health status. Those measures not available in

Mandarin were translated using standard translation and
back-translation procedures.16 The survey also included
questions that assessed the availability of family members to
assist with HIV care and caregiving support provided as well
as details about the patients’ relationships with their care-
givers, including frequency of contact, living arrangement,
and type of care received. Adherence was assessed by using
the Simplified Medication Adherence Questionnaire (SMAQ),
a six-item patient self-report measure, which has shown
strong reliability.17 In analyses, adherence was dichotomized
(adherent or nonadherent), based on one of two assessment
points depending on the patients experience with ART: at
baseline for those who had been taking ART when enrolled in
the study (ART-experienced) and at 25 weeks postinterven-
tion for those who were initiating ART (ART-naı̈ve). Re-
spondents were classified as nonadherent if they reported
forgetting to take their medications; being careless in taking
their medications; if they stopped taking their medications if
they felt worse; if they missed doses in the past week; if they
missed doses over the past weekend; or if they did not take
any medications for one or more days over the past 3 months.
If respondents answered affirmatively to any of the SMAQ
items they were considered nonadherent.

Descriptive and bivariate statistics were used to examine
the relation between adherence, family caregiving support,
and background characteristics. The relation between adher-
ence and family caregiving support was tested utilizing lo-
gistic regression, controlling for potential covariates.
Variables were selected for the multivariate model based both
on theoretical relevance and statistical significance in uni-
variate models. Exposure to the study intervention was con-
trolled in all analyses.

Qualitative Findings

Among the patients living with HIV that completed the
semistructured interviews, the mean age was 37 years; 8 of the
10 patients were male and 7 had a high school education or
less. The median time since receiving an HIV diagnosis was
1.5 years. All the patients living with HIV were on ART at the
time of the interviews. Eleven caregivers completed the in-
depth interviews. They had a mean age of 45 years; 9 were
female and nearly all (9) were HIV negative. One caregiver
was HIV positive and on ART at the time of the interview. Six
of the caregivers had a high school education or less and most
were employed, either working in manual labor (4) or pro-
fessional/managerial positions (4); 2 of the caregivers were
retired. In terms of the relationships between the caregivers
and the patients living with HIV, 5 were spouses/partners, 3
were parents and their adult children, and 2 pairs were sib-
lings. Seven of the caregivers lived with the patient. The
participants in this study described several ways family
caregiving supported or failed to support adherence, corre-
sponding to the four components of the model (access,
knowledge, motivation, and proximal cue to action).

Access

Providing financial support was the primary way that
family caregivers promoted access to ART, as identified by
both patients living with HIV (n = 7) and their caregivers
(n = 8). Other ways that family caregivers supported access
was through providing instrumental assistance (n = 5), such as
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picking up medications and providing transportation to
medical appointments. More than two thirds of the family
caregivers (n = 8) used their own salaries or other financial
resources to cover the cost of medications, treatment and
transportation, with three of the caregivers having money
loaned to them to provide support. Although under the ‘‘Four
Free, One Care’’ policy HIV medications are to be provided at
no-cost, many of the patients (n = 4) were ineligible due to
their residency status or other factors. More than two thirds
(n = 8) of the caregivers shared that paying for treatment and/
or medications created constant worry and severe economic
hardship for them and their families. As one sister explained:

I could not fall asleep. I heard that the medications were very
expensive. And I talked with my husband about selling our
house to get the money. We did not have much savings, so
selling the house was the only way out. (sister, age 42, care-
giver of an ART-experienced younger sister)

This was echoed by the patients we interviewed. Seven of
the ten persons living with HIV reported that they had gained
financial support from their caregivers and family. A woman
living with HIV described how her family had reassured her
that they would buy her medications even if it exhausted their
financial resources.

They were very worried, and didn’t know what to do. They
wondered how I could get it (HIV), and they tried their best to
get treatment for me. They told me, even if they needed to sell
the house or sell the car, they would get me the medications I
needed.’’ (woman living with HIV, age 25, ART-naı̈ve)

While the majority of caregivers were instrumental in
supporting access to ART and other treatment options, stigma
and shame limited ways that caregivers promoted access.
Four of the caregivers shared that they would not use the
patient’s medical insurance or seek care from local health care
providers because of stigma and the threat of disclosure,
which seriously constrained the caregivers’ capacity to sup-
port access to ART.

Knowledge

Accurate knowledge about dosing schedules, resistance,
and potential side effects is necessary for accurate and con-
sistent medication adherence. Four of the caregivers located
information about medications and treatment and provided it
directly to the family members living with HIV. For example,
the wife of an ART-naı̈ve patient comforted her husband, who
had suffered from severe dizziness, by sharing information
about the side effects of his medications.

My husband complains he has felt very dizzy recently. I told
him that dizziness is a side effect of the medications. I told him
that. I read the instructions and it says so. (wife, age 32, care-
giver of an ART-naı̈ve husband)

Four of those living with HIV confirmed receiving infor-
mation from their family caregivers. An older male patient
relied heavily on his caregiving daughter for information
about his medications, including where to get them, and how
and what to take.

I only went once to the clinic for testing. It was my daughter
and her husband who went to the clinic, talked to the doctor,
and got my medications. I only saw the doctor once. But my
daughter has sorted out where I can get the medications in my

county and what I should take. (man living with HIV, age 72,
ART-naı̈ve)

Despite their willingness to support adherence, the care-
givers also shared their worries and concerns about HIV
medications, including fears regarding their lack of effec-
tiveness (n = 5), drug resistance (n = 5), and side effects (n = 5).
Three caregivers stated that their lack of knowledge and their
own need for support presented barriers in helping their
family members adhere to ART. In addition, two caregivers
shared that their own limited educational level made it diffi-
cult to understand the medication’s instructions and regi-
mens. One mother who took care of her 32-year-old son
shared she needed more information and help in order to
better assist her son.

Now that my son is out of the hospital, I need more help from
the service agencies. I’m just learning about HIV and I don’t
know much. I need more information and help to take good
care of him. (mother, age 55, caregiver for an ART-naive son)

Motivation

Only two of the caregivers explicitly described how they
used their relationship or influence to motivate their family
member living with HIV to adhere to ART. As a caregiver
living in a rural area explained:

My husband could not refuse to take the medicine. I told him
we had been married for 50 years and lived in harmony, that he
should not die first and leave me alone. I told him, ‘‘You must
take the medicine for you and for me.’’ (wife, age 63, caregiver
for an ART-naive husband)

However, 7 of 10 of the patients identified the support of
their caregivers as enhancing their will to survive, which in
turn promoted their ART adherence. This discrepancy be-
tween caregiver and patient reports may be due in large part
to the tacit emotional bonds between caregivers and loved
ones, largely unspoken but reinforced through daily interac-
tions. This is exemplified in the following statement from a
young man about how his parents’ financial reassurance and
support, although never expressed verbally, had strength-
ened his will to survive.

My parents made it clear to me that they would get me med-
ications even if they needed to apply for loans. This really
moved me. My family, especially my parents, did not and
would not abandon me, and I am touched. Because they help
support me, and did not push me away, I want to survive. If
they had dumped me, I would have killed myself. Period. I
think this is why I have survived. (male living with HIV, age
30, ART-naı̈ve)

Proximal cue to action

The fourth component of the conceptual model is proximal
cue to action, suggesting internal or external cues can be
helpful to maintain consistent adherence. In general, the ma-
jority of persons living with HIV (n = 10) and their caregivers
(n = 10) in this study felt confident about their ability to assess
adherence and provide necessary support. The primary
strategy that eight caregivers used to promote adherence was
directly reminding the patient to take their medications. Two
caregivers described how they directly administered the
medications to their family member to insure adherence. In
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addition, one caregiver shared how she sought the support
and assistance of other family members as a strategy to sup-
port ART adherence. A maternal caregiver living in north-
eastern China explained:

Some may not be able to take their medicine according to the
instructions so they need someone to remind them. Even if the
patient is fully capable of taking his medications by himself, he
might still skip the medicine a couple times so he still needs
monitoring. This can guarantee that the patient takes the
medicine on time. (mother, age 55, caregiver for an ART-naive
son)

In order to carry out this support strategy, the caregivers
need to stay in close proximity with the family member living
with HIV. A lack of close proximity, such as not living to-
gether, may substantively limit the caregivers’ ability to re-
mind the patients to take their ART. Two of the caregivers
explained that not living with the HIV-infected family mem-
ber presented a barrier to supporting adherence and made it
difficult to remind or observe the patient taking their medi-
cations. This concern was also reiterated by two patients liv-
ing with HIV. A 32-year-old male who worked as a business
manager shared how the strategy of being reminded to take
his medications by his caregiver failed when he was not at
home.

I asked my parents to remind me to take my medications so I
would not forget. However, when I am at work or go out of
town for a business trip, this strategy doesn’t work at all. (man
living with HIV, age 32, ART-naive)

Survey Findings

Family support and adherence

Table 1 describes the background characteristics of the
patients who completed the survey; note they are demo-
graphically similar to participants in the qualitative inter-
views. More than two thirds (73%) of the patients reported
having a caregiver who helped them with their HIV care.
Primary caregivers were generally family members, mainly
wives (36%) or mothers (28%) with whom they generally re-
sided and had daily contact. Patients who were married or
partnered (v2 = 16.40), p < .001, with larger household size
were [t(111) = - 2.17], p < 0.05, were more likely to receive
family caregiving support.

Forty-eight percent of the patients reported being adherent
in taking their HIV medications. Those who were adherent
reported less time since initiating HIV medication
[t(111) = 2.41], p < .05, and were more likely to be living in an
urban environment (v2 = 4.81), p < 0.05. Also, they were more

Table 1. Background Characteristics of 113 HIV-Positive Patients in China

and Their Relationship to Family Caregiving Support, and Adherence

Family caregiver support Adherenta

Total Yes (n = 83) No (n = 30) p Yes (n = 54) No (n = 59) p

n (%) n (%) n (%) n (%) N (%)
Age, mean (SD) 36.7 (8.0) 36.8 (7.6) 36.2 (9.1) 0.71 37.1 (7.9) 36.3 (8.1) 0.63
Gender 0.42 0.10

Male 91 (80.5) 65 (71.4) 26 (28.6) 40 (44.0) 51 (56.0)
Female 22 (19.5) 18 (81.8) 4 (18.2) 14 (63.6) 8 (36.4)

Ethnicity 1.00 1.00
Han 105 (92.9) 77 (73.3) 28 (26.7) 50 (47.6) 55 (52.4)
Other 8 (7.1) 6 (75.0) 2 (25.0) 4 (50.0) 4 (50.0)

Education 0.65 0.85
High school or less 68 (60.2) 51 (75.0) 17 (25.0) 33 (48.5) 35 (51.5)
Higher than high school 45 (39.8) 32 (71.1) 13 (28.9) 21 (46.7) 24 (53.3)

Employed 0.70 0.84
Yes 58 (53.7) 41 (70.7) 17 (29.3) 29 (50.0) 29 (50.0)
No 50 (46.3) 37 (74.0) 13 (26.0) 24 (48.0) 26 (52.0)

Religion 0.98 0.14
Yes 19 (16.8) 14 (73.7) 5 (26.3) 12 (63.2) 7 (36.8)
No 94 (83.2) 69 (73.4) 25 (26.6) 42 (44.7) 52 (55.3)

Residence 0.86 0.03
Urban 93 (82.3) 68 (73.1) 25 (26.9) 14 (70.0) 6 (30.0)
Rural 20 (17.7) 15 (75.0) 5 (25.0) 40 (43.0) 53 (57.0)

Relationship 0.00 0.37
Married/partnered 62 (54.9) 55 (88.7) 7 (11.3) 32 (51.6) 30 (48.4)
Other 51 (45.1) 28 (54.9) 23 (45.1) 22 (43.1) 29 (56.9)

Household income 0.69 0.64
< $2,000 66 (58.9) 48 (72.7) 18 (27.3) 30 (45.4) 36 (54.6)

$2,000 + 46 (41.1) 35 (76.1) 11 (23.9) 23 (50.0) 23 (50.0)
Household size Mean (SD)

2.4 (2.2)
Mean (SD)

2.7 (2.3)
1.6 (2.0) 0.03 Mean (SD)

2.4 (1.6)
Mean (SD)

2.3 (2.7)
0.84

Time since ART initiation (weeks) 13.8 (8.8) 13.7 (9.0) 14.2 (8.5) 0.80 11.8 (3.4) 15.7 (11.5) 0.02

aAdherent = adherent in taking HIV medications.
Note: v2 tests, Fisher’s exact tests, and t tests were conducted. Missing cases were excluded from the analyses.
SD, standard deviation; ART, antiretroviral therapy.
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likely to have a caregiver who helped them with their HIV
care (v2 = 5.18), p < 0.05.

We examined whether family caregiving support remained
a significant predictor of adherence, after controlling for po-
tential covariates, including age, education, gender, urban
residence, relationship status, household size, length of time
on HIV medication, and the intervention. As shown in Table
2, those having family caregiving support were significantly
more likely to be adherent with ART than those without
family caregiving support even after controlling for the
potential covariates. Superior adherence also was related to
being female (versus male) and more recently initiating ART.

Discussion

Patients in this study with family caregiving support re-
ported superior ART adherence. In accordance with the re-
fined conceptual model presented, the family caregivers were
instrumental in supporting key components to enhance ad-
herence, including access, knowledge, motivation and proxi-
mal cue to action. While previous studies have examined the
influence of peer support on ART adherence,18,19 this is one of
the first studies to investigate the extent to which familial
helpers promote adherence. Furthermore, the findings un-
derscore the importance of extending adherence theories to
more fully incorporate the important influence of family
within Chinese culture and the larger social environment.

Our conceptual model illustrates how family care intersects
with the social context as an important influence on ART
adherence in China. It is imperative that adherence theories be
grounded in the sociocultural context and tailored to repre-
sent the specific dynamics of both the population and culture
to fully capture the complexities of relevant barriers and fa-
cilitators impacting adherence in resource-limited settings.20

In these environments, family and community members are
often the only feasible option to promote adherence to treat-
ment or provide other needed forms of support.21–23 The
family caregivers in this study were in a key position to
support ART adherence because of proximity (they most of-
ten lived within the same household and had daily contact),
intimate knowledge of the patient, and ability to negotiate
with other family members to support adherence.

The research findings reported here suggest multiple in-
tervention points for family caregivers to serve as treatment

partners within each of the key components of the conceptual
model. They are well positioned to support access (e.g., fi-
nancially supporting the cost of therapy, locating free or af-
fordable medications, and providing transportation to clinic
visits); provide knowledge (attending clinic visits, obtaining
up-to-date information about the medications and the dis-
ease, and understanding medication side effects); motivate
the patient (encouraging family members, reminding them
that they are valued and needed; letting them support other
family members); and, provide proximal cue to action (re-
minding family members to take their medications, moni-
toring their regimens, assisting with pillboxes, setting up
alarms and pagers, and helping with special instructions such
as preparing meals when medications are to be taken with
food).

While caregiver support may promote adherence, care-
givers will need training and support to insure their helpful-
ness and effectiveness as treatment partners. Interventions are
needed to assess and train family caregivers, as needed, so
that they have the knowledge and skills necessary to perform
such tasks as accurately administering medications regimens,
managing side effects and providing emotional reassurance
and support. It will also be important for caregivers to learn to
recognize other potential risk factors that may impact ad-
herence to ART (such as length of time since initiating ART)
and to insure they don’t engage in less helpful behaviors such
as ‘‘nagging’’ the patient about their medications.24

Although family members are a crucial resource in HIV
care, it is imperative that resources be made available to
mitigate disruptions in HIV-affected households. While uti-
lizing family caregivers may be an effective strategy to pro-
mote adherence, the deleterious impacts of providing care
must be considered. High levels of stress often lead to care-
givers’ poor physical and mental health.25,26 Caregivers
themselves require care and support and they too need help to
reduce their financial hardship and emotional strain and
worry about the future.

It is important to recognize that one third of the patients in
this study did not have family caregivers to support ART
adherence. In these cases, the patients may not have disclosed
their HIV diagnosis to their family or family relations may
already be strained. Due to severe HIV stigma in China pa-
tients may also be at risk of isolation and rejection from their
family,7,8 even if they are in dire need of family caregiving
support. In such cases family support may not be feasible or
desired.

While this study highlights the important role of HIV
family caregivers in China, the research is preliminary and
several limitations must be considered. First, the qualitative
interviews were conducted with a relatively small number of
patients and their family caregivers. Furthermore, many of
the interviews were conducted by physicians that were ac-
tively treating the patients, which may have biased the par-
ticipants toward reporting socially desirable experiences. In
addition, the persons living with HIV who completed the
survey were receiving treatment at a premier HIV hospital or
clinic. As with other self-report measures of adherence, the
measure used in this study may be biased by problems in
recall and social desirability and result in the overestimation
of adherence. Despite these limitations, this research offers
important insights into the ways in which family members
support ART adherence. Such information is needed to de-

Table 2. Predictors of ART Adherence Among 113
HIV-Positive Patients in China

Variable AOR (SE) p

Age 1.02 (0.03) 0.49
Gender 3.49 (2.15) 0.04
Education 1.46 (0.78) 0.48
Household income 1.63 (0.82) 0.33
Urban residence 0.36 (0.24) 0.12
Married/partnered 0.60 (0.32) 0.34
Household size 0.98 (0.11) 0.84
Time since ART initiation 0.92 (0.03) 0.02
Adherence intervention 4.24 (2.15) 0.004
Family caregiver support 3.75 (2.21) 0.03

Likelihood ratio v2 (10) = 30.73, p < 0.001.
ART, antiretroviral therapy; AOR, adjusted odds ratio; SE,

standard error.
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velop adherence interventions to support those living with
HIV and their families.

While the Chinese government has implemented the ‘‘Four
Free, One Care’’ policy to increase access to medications and
treatment, structural barriers remain.3,5,27 Given the familial
nature of Chinese society, limited access to formal care pro-
viders, and the need to develop culturally appropriate inter-
ventions, family caregivers are well positioned to promote
ART adherence. Yet to be effective, intervention efforts must
be tailored to the specific cultural dynamics, with strategies
developed to assist HIV affected families.
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