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Abstract
The informed consent is an ethical and legal requirement for potential participants 
to enroll in a study. There is ample of evidence that understanding consent informa-
tion and enrollment is challenging for participants in clinical trials. On the other 
hand, the reasoning process behind decision-making in HIV clinical trials remains 
mostly unexplored. This study aims to examine the decision-making process of peo-
ple living with HIV currently participating in antiretroviral clinical trials and their 
understanding of informed consent. We conducted a qualitative socio-constructivist 
study using semi-structured interviews. Eleven participants were selected by purpo-
sive sampling in Argentina until data saturation was reached. A content analysis was 
performed. The findings highlight the fact that some participants decided to enroll 
on the spot, while others made the decision a few days later. In all cases, the deci-
sion was based on different aspects of trust (in doctors, in the clinical research site, 
in the clinical trials system) but also on emotions associated with HIV and/or treat-
ment. Moreover, while people living with HIV felt truly informed after the consent 
dialogue with a researcher, consent forms were unintelligible and unfriendly. The 
immediacy of patient decision-making has rarely been described before. Enrollment 
in an HIV clinical trial is mainly a trust-based decision but this does not contradict 
the ethical values of autonomy, voluntariness, non-manipulation, and non‐exploita-
tion. Thus, trust is a key issue to be included in reshaping professional practices to 
ensure the integrity of the informed consent process.
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Introduction

Informed consent is the voluntary agreement of potential participants to enroll 
in a study, as well as an ethical and legal requirement [22]. The main objec-
tives of the informed consent process are to facilitate good decision-making and 
obtain valid consent [7]. Informed consent is valid when communication between 
researchers and potential participants is both effective and does not pre-condition 
the patient’s decision [7, 23]. However, a good decision is one aligned with the 
patient’s values and preferences and based on their understanding of the relevant 
information for that decision [7].

To obtain informed consent information must be transmitted—through the 
consent dialogue, including informed consent appointments with recruiters 
or researchers—and the informed consent form must be signed, including any 
approved informed consent documentation reviewed by an institutional board 
[2]. When signing the consent form, participants are supposed to be making an 
informed, deliberate decision [30] although a de facto signature does not always 
imply that participants have understood all the information provided nor that they 
have made a deliberate, rational decision [12]. Deliberate decisions are part of 
the reasoning theories in which the rational component—understanding the infor-
mation and risks/benefits assessment—is the main axis upon which the decision 
hinges. Rational decision-making requires effort and conscious analysis [29].

It is widely recognized that understanding consent information and enrollment 
can be challenging for participants in clinical trials (CTs) [17]. These challenges 
have mostly been studied in cancer CTs since cancer is the most common subject 
of CTs, although a recent literature review identified HIV and cardiovascular dis-
ease as the second and third most widely studied diseases [47]. Regarding HIV, 
issues of CT recruitment and enrollment include barriers and facilitators for peo-
ple living with HIV (PLWH) in general and also in racial/ethnic minorities [3, 
42], adherence to treatment [31], how to increase enrollment [20, 14], and the 
importance of partners and community in joining CTs [33, 32]. There is evidence 
showing that in HIV CTs participants do not always understand all the informa-
tion [44] and that understanding depends on several factors, such as sociocultural 
norms [34], cultural backgrounds, the health literacy of potential participants, and 
the written information of both informed consent forms and CT protocols [13].

Although these studies have yielded a substantial amount of knowledge about 
patients’ limited understanding of informed consent and the enrollment barriers 
and facilitators among PLWH, the reasoning process behind decision-making in 
HIV CTs remains mostly unexplored. In particular, several authors have pointed 
to the need to include patients in the development and execution of clinical stud-
ies [1, 18]. The aim of this study is to examine the decision-making process of 
PLWH currently participating in antiretroviral CTs and their understanding of 
informed consent. Through a qualitative approach, the results will supplement 
existing knowledge on decision-making, providing new insight into the process 
and deepening our understanding of informed consent.



137

1 3

Health Care Analysis (2023) 31:135–155	

Data and Methods

Methodological Approach

A qualitative social constructivist study was conducted [40]. This theoretical 
approach is based on the need to understand how people construct and interpret 
social reality in their daily lives, in this case, PLWH participating in CTs. This 
approach maintains that theories are not discovered but rather that the world 
we are investigating must be symbolically described through the joint engage-
ment of the interviewee and researcher in the process of constructing realities 
[11]. Given that we were trying to make sense of the decision-making process of 
PLWH participating in CTs, the data collection method consisted of face-to-face, 
semi-structured interviews. The idea behind this data collection technique, and 
by means of the interaction between the interviewer and interviewee, is that the 
latter conveys their world to the former, thus providing context to allow for the 
understanding of their meanings [6].

Research Context and Participants

The study was conducted at an HIV clinical research site (CRS) in Argentina 
from November 2016 to February 2017. This CRS is one of the main HIV clinical 
research sites in Argentina and has participated in several national and interna-
tional multisite antiretroviral CTs [21]. In Argentina, all citizens have access to 
the public healthcare system. Additionally, those employed contribute to social 
health insurance funds: specifically, health insurance is organized and arranged 
according to each professional union [5]. Most PLWH participating in our study 
would have received antiretroviral treatment via social health insurance funds or 
the public health system but antiretroviral drugs tested in CTs are not yet avail-
able through these channels. At this CRS, there are various doctors who are also 
sub-investigators for CTs conducted at the center and who perform medical fol-
low-ups and supervise studies. Each antiretroviral CT at the CRS has different 
recruitment strategies, but participants arrive through three main channels: (a) 
associated clinical centers and centers participating in projects with the CRS, (b) 
a network of infectious disease doctors who are periodically invited to recruit par-
ticipants, (c) the voluntary counseling program and HIV rapid testing unit at the 
CRS. Naive participants are recruited basically in two ways: they were diagnosed 
in either the voluntary counseling program of the CRS or in associated clinical 
centers. Therefore, some naive participants knew their treating doctor for only 
one visit and did not know the researcher or care provider before recruitment. 
When a patient arrives at the CRS for this first appointment, they are interviewed 
by the CT doctor/sub-investigator, who briefly explains the study and provides the 
informed consent for them to read. The amount of reading time is based on the 
length of the consent form. The length of the text is variable as it depends on the 
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specific study protocol (2 to > 30 pages). Therefore, reading time depends on text 
length and can take up to one hour. After reading the form, time for discussion is 
allowed to check understanding, resolve doubts and deliberate about alternative 
options. The patient can have as much time as needed to clarify their doubts, but 
it usually takes about 45 min to an hour. During the dialogue it is made very clear 
that even if they do not participate in the CT, they can still use the CRS services 
or return to their regular care physician. It is emphasized that their HIV care will 
not be affected whether or not they decide to participate.

For this study, participants were selected by purposive sampling, based on the 
following criteria: PLWH over the age of 18 participating in any oral antiretroviral 
CT at the CRS, regardless of whether it was their first time in a CT or they had prior 
experience. Any other method of drug administration or CT design, such as new 
prevention or detection strategies, were ruled out because participants might have 
different experiences. To gather broader perspectives about the topics under discus-
sion, we strived to ensure maximum diversity in terms of sex (men and women), 
age (25–66), months into the current antiretroviral CT (1–12), education level, and 
experience with antiretroviral treatment, HIV diagnosis and CT participation. Only 
two people refused to participate, due to lack of time for interviews. Thus, 11 partic-
ipants were included in the study (Table 1) and none were financially compensated 
for their participation.

Data Collection

The first author explained the project and inclusion criteria to recruiters at the CRS. 
Recruitment was performed in person by doctors during CT follow-ups or by the 
interviewer (MF), either in person or by phone. MF was there for a six-month post-
doctoral stage and had not met study participants beforehand. Semi-structured face-
to-face interviews were conducted by MF, who is trained in qualitative methods. 
The interview followed a script to explore the participant’s decision-making process 
and understanding of the informed consent.

The script consisted of three main issues: experiences participating in antiretro-
viral CTs, how decisions were made, and informed consent (dialogue and forms). 
It began by contextualizing the interview and the CT in which the interviewee was 
participating so the group would feel at ease and then went deeper into the study 
topics. Some of the questions asked to guide the interviews were: “How would you 
describe your experience of participating in antiretroviral CTs? Could you explain 
what you know about the CT you are participating in? Why did you agree to par-
ticipate in a CT? What information did you receive when you were invited to par-
ticipate in a CT and what did you discuss with your doctors? How would you define 
informed consent? What do you expect the end of the trial to be like? Could you 
tell me about your rights as a participant in a CT? Could you tell me which is the 
most important for you?” The first draft of the script was reviewed by one PLWH 
who had experience with antiretroviral CTs and by one health professional working 
in CTs. The interviews lasted from 35 min to 1 h 40 min and were audio-recorded 
and transcribed verbatim. The interviews were conducted until data saturation was 
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reached, which was based on repeated responses within the interview of each par-
ticipant [43].

Data Analysis

A content analysis was performed manually by two authors (MF, AH). They first 
coded the interviews independently and then jointly to build the framework of the 
initial codes. They then worked independently to sort codes into different catego-
ries and subcategories by comparing differences and similarities. Lastly, working 
together, they identified final categories and abstracted them into main categories 
(Table 2), resolving any differences by consensus. Additionally, two expert research-
ers (AR, AA), who did not participate until the core team reached consensus about 
findings, reviewed both the coding process and the findings.

Ethical Considerations

The Research Ethics Committee of Fundación Huésped approved the study (Study 
Fh-23). Individuals participated voluntarily, signing the informed consent document 
after receiving thorough information about the study and being assured of their right 
to withdraw at any time. Written informed consent explicitly included the possibility 
of the results being published. This was also explained in the consent dialogue. Par-
ticipants were reassured about data anonymity and confidentiality.

Rigor

The strategies used to maintain the credibility of the study included an interview 
guide to ensure coverage of important research topics. For the sake of credibility, 
participants were sent the transcriptions of their interviews and asked to modify 
anything that did not accurately reflect their discourse. To avoid recall or social 
desirability bias, they were asked not to change the content, just the wording. Two 
researchers with experience in decision-making and qualitative methods conducted 
an independent analysis to reinforce confirmability. And to better ensure the accu-
racy of the results, a first draft of the paper was submitted to one participant for 
validation. Dependability was strengthened by the accuracy and description of data 
collection. Analysis and participants’ quotations illustrating the main themes con-
tributed to the consistency of findings.

Findings

All participants, aged 25 to 66, were enrolled at the time in a phase III or IV antiret-
roviral CT. We categorized our findings around two main subjects: “Decision man-
agement: deciding on the spot or days later” and “The importance of personal com-
munication in informed consent”.
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Decision Management: Deciding on the Spot or Days Later

Five people decided on the spot, immediately after the informed consent explana-
tion, while six people decided several days later. The issues involved in postpon-
ing the decision or not were common and simultaneously influenced the decision, 
just to different degrees. They are grouped into Multiplicity of trust and Emotions 
associated with HIV and/or antiretroviral treatment.

Multiplicity of Trust

Trust guided both types of decision: granting consent on the spot or doing so 
later. But trust was key in multiple directions: trust in the doctor and institu-
tion for people who had been living with HIV for some time, and trust in the 
CT system—i.e., access to lifesaving ART—for those who were newly diagnosed. 
Most participants decided to participate because they trusted the physicians who 
informed them in the consent dialogue. The value associated with health profes-
sionals was not just their clinical expertise but the humanized care they offered: 
newly diagnosed people who experienced emotions such as fear of HIV progress-
ing to AIDS felt the support of the professionals in coping with the diagnosis.

I felt emotionally supported [by doctors], and comfortable, and I needed 
that. When you have been recently diagnosed with HIV and you receive 
all of that [emotional support and information] … that is what you need to 
decide (P6).

Treatment-experienced people also valued this human quality in doctors and 
sometimes associated it with a decrease in the feeling of being a "guinea pig". For 
those newly diagnosed, this feeling was also mentioned but dissipated as a trust-
worthy relationship with the practitioner developed.

It is related to feeling treated like a human being. When one [professional] 
shows a humanized attitude towards PLWH, it diminishes this sensation, it 
diminishes that guinea pig feeling (P3).
[Guinea pig feeling] It starts to dissipate when you understand that they are 
not playing with you, they are helping you because they are trying to make 
a change (P4).

Participants also trusted the institution. The CRS has a good reputation in 
Argentina, and most participants had a poor opinion of the public health and 
social health insurance funds systems because of what they consider dehuman-
ized care.

(…) the staff who work there [public hospital] aren’t prepared (…) They told 
me I was seropositive. Such a blow to deal with. I said, “What did you say?” 
(P7).
(…) with the FH reputation, if they decided to try a new medicine with me, I 
would do it (P1).
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Trust in the CT system was also important. In this case, trust was oriented mainly 
towards the expectation of receiving higher quality care by participating in the CT. 
Participants expected better and longer follow-up and closer support from the doc-
tor if they consented. Doctors’ support was not limited to the consent dialogue but 
included them staying by the patient’s side throughout the trial. This trust in the 
CT system also indicates that they would have access to a better and more tolerable 
ART. In fact, for people recently diagnosed participating in the CT was access to 
lifesaving ART.

Before I used to take five pills, that is, two medications (...) With this one I 
take only one, just one, and I had no changes (...) I am happy because it is 
much simpler with one.... I always felt good (P3).

Trust in the CT system was also based on its efficacy. At the CRS, the prescrip-
tion of medication and clinical follow-up are guaranteed within a single CT appoint-
ment while in the public system patients needed at least two appointments to get 
standard treatment. Some participants with experience in antiretroviral CTs wanted 
to sort out the overbearing bureaucracy required to obtain antiretroviral treatment in 
the public system.

I needed a break from the social health insurance funds [system]. Adverse 
effects do not fuck me up, what does fuck me up is bureaucracy, wasting my 
time in bureaucracy and queuing, waiting for everything, when everything 
could be easily done in one day (…) social health insurance funds are a disas-
ter (P3).

Emotions

People recently diagnosed with HIV had different conflicting emotions, including 
fear of HIV progressing to AIDS, fear of the HIV diagnosis itself, and uncertainty 
about their future living with HIV. Such feelings either encouraged or constrained 
their perception of antiretroviral treatment and their ability to assess whether one 
medication was better than another. However, the core emotion related to treatment, 
which was also common among people with experience with treatment, was that 
they felt they had no choice: they needed treatment to control the virus, and not tak-
ing treatment was not an option, so they considered the trial an opportunity to get it.

When you are diagnosed with HIV, and they tell you: you need ART, there is 
no decision to make… you go into the trial (P6).
At the time of diagnosis, you are in a situation of vulnerability because any 
treatment offered to you will seem good due to fear… a lot of fear about what 
was going to happen to me… I have a big mambo in my mind, I couldn’t 
understand it at all, I had HIV overnight. Now, after 6 years [it] is totally dif-
ferent (P3).

Although they felt vulnerable, they never expressed that doctors or CRS were 
doing something wrong or taking advantage of them. The ignorance and fear 
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mentioned here were related to uncertainty about their future living with HIV, fear 
of the HIV diagnosis itself, and fear of HIV progressing to AIDS.

Fear of adverse effects of CT treatment and side-effect fatigue was also important 
for those who decided on the spot, whether they were experienced or naive partici-
pants. They all wished to avoid antiretroviral treatment toxicity. Those with experi-
ence with trials or antiretroviral treatment wanted to get off their current antiretrovi-
ral treatment regimen, while those new to trials were hoping for combinations with 
less toxicity following the information received in the consent dialogue process.

I changed [and joined the CT] for two reasons, and I’m going to confess: my 
triglyceride levels had been triggered and I had sexual dysfunction due to rito-
navir (P5).
I thought that my body would not be able to hold up, to deal with side effects 
(P4).

Participants who made their decision a few days later made it on their own or 
with the support of their social network (family, partners, friends). They were also 
afraid of side effects and becoming fatigued by the adverse effects of CT treatment. 
Management of this fear was different: some decided to stop reading the informed 
consent forms while others did not want fear to rule their lives and decided not to 
give in to it.

I read everything at home, calmly… at the beginning, I was afraid of the large 
number of adverse effects, but later I said to myself: you do not have to live 
with fear (P11).
I read as much as I could, and I checked it with my doctor and my friend (P9).

The Importance of Human Communication in Informed Consent

From the participants’ perspective, while the consent dialogue was understandable, 
the informed consent forms were not easy to comprehend and the right to leave a 
trial was a real, and sometimes unresolved, concern. We divided this section in two 
main categories: Explaining informed consent: the human factor and Unfriendly 
informed consent forms.

Explaining Informed Consent: The Human Factor

Our participants considered the consent dialogue a complete dialogue with their 
physicians because they received all the necessary information to decide about 
enrollment. Through that conversation, they found that everything became clear, 
they resolved doubts about CTs, side effects and about the metaphor of being 
“guinea pigs.” They also valued personalized attention, humanized care and the time 
spent resolving doubts.

My doctor told me exactly what the CT protocol was going to be like and 
gave me a bunch of papers to read and decide whether or not to participate. 
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He told me I would receive the medication for two years and I would go 
through a lot of analysis (P10).
She [the physician] told me that I was not a guinea pig (…) (P7).

Although they described the consent dialogue as helpful and clear, when asked 
how they resolved their doubts about the written information, some participants 
seemed to hesitate about their previous assessment of the interaction. When asked 
what would have helped them resolve their doubts, they suggested that their phy-
sician should have talked more about their doubts regarding side effects. Some 
participants pointed out that physicians should decode technical or scientific 
words in the informed consent form.

A good professional (…) should be able to communicate well and decode 
all scientific or technical words into a language the patient would under-
stand (P5).

Unfriendly Informed Consent Forms

For most participants, some of the information in the informed consent form was 
difficult to understand. These documents used too many scientific words that made 
them hard to read and understand, with adverse effects as the highest concern. More-
over, there was much more information that frightened rather than reassured them. 
Most participants would emphasize the possibility of not experiencing adverse 
effects in the informed consent forms so that the benefits could be better explained 
(which would encourage participation).

When you see all the adverse effects, it’s horrible, you think that taking this 
medication is suicide (…) A more positive perspective is necessary to focus on 
the beautiful part of participation (P9).
They could use much easier to read language, I mean, without being collo-
quial, it could be more understandable (P5).

Many participants were not aware of the duties and rights mentioned in the 
informed consent form. Although all rights and duties needed a clearer explana-
tion, the right to leave the trial raised many doubts because there was no information 
about the different aspects of this transition: what would be the new drug combi-
nation or who would oversee the transition to standard care. This was a real con-
cern for study participants, but the informed consent form only explained the right 
to leave the trial, not the details of the transition or who would be responsible for it, 
either when interrupting the trial or at the planned end of it. The uncertainty of tran-
sitioning (following CTs) was associated with distrusting institutions that provided 
standard care because study participants were seeking high-quality health care, the 
same as that received while participating in the ART-CT.

You have the right to leave but then what will happen? You must start again 
[…] What happens to me? This is not answered in the informed consent sheet 
(…) Where do I go? Do I stay here [at the institution]? (P9).
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Discussion

This study highlights the fact that some participants decided to enroll on the spot, 
while others made the decision a few days later. In all cases, the decision was based 
on different aspects of trust (in doctors, in the CRS, in the CT system) but also on 
emotions associated with HIV and/or treatment. Moreover, while PLWH felt truly 
informed after the consent dialogue with a researcher, consent forms were unintel-
ligible and unfriendly.

It is assumed that informed consent is valid when the potential participants 
receive sufficient relevant information, adequately understand this information, and 
decide without coercion or influence. Considering our results, a threefold debate 
arises as to the validity of the decisions made: a) whether decisions based on a mul-
tiplicity of trust (in the doctor, CT system, etc.) and emotions are ethically valid or 
not, since preferences and values are prioritized; b) whether deciding on the spot is 
consistent with the rational or deliberative model of decision-making; c) whether 
differences in the understanding of the information provided in the consent dialogue 
and the written information determine the validity of the decision, given that there 
is no structured protocol for the consent dialogue that ensures enough information is 
provided.

Decisions Based on a Multiplicity of Trust and Emotions

Regarding the first debate—trust and emotion-based decision—several studies have 
identified the health professional as potentially the most challenging variable to 
influence patients’ participation in CTs (for cancer, HIV and cardiovascular disease, 
surgery) [12, 47, 28, 2535]. In Western countries [9], patients usually trust health-
care professionals but distrust the healthcare system [15]. That was the case in our 
results, where PLWH distrust the public system but there is a general atmosphere 
of social confidence in the CRS. Trust in the CT system was also important in the 
PLWH in our study. Access to unavailable or privately funded drugs or perceived 
benefits of participating had a positive impact on patient enrollment [4]. Regarding 
emotion-based decisions, a cancer RCT setting showed that the decision to partici-
pate was more emotionally driven than consciously deliberated [16]. When compar-
ing the cognitive processing strategies used by cancer patients and the general popu-
lation to decide whether to enroll in a potential trial, emotions played a substantive 
role in the cancer patients’ decision-making while cognitive processing strategies 
guided the decisions of the general population [51]. Evidence reveals that when fac-
ing situations that pose a serious life threat (such as being diagnosed with cancer or 
HIV), there are many difficulties in cognitively processing information, and deci-
sions are often made based on emotions [16].

A recent study noted that under appropriate circumstances, trust-based con-
sent was not morally inferior to informed consent [28]. In other words, the essen-
tial moral values that validate informed consent (autonomy, voluntariness, non‐
manipulation, and non‐exploitation) may be present in both information-based and 
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trust-based decisions. Various authors suggest that the values of would-be partici-
pants that influence their decisions may be considered just as valid as the value of 
rationality stemming from understanding the information and deciding by weighing 
pros and cons [31, 27]. Therefore, the fact that the values of the patient (such as trust 
or different emotions) take precedence in the decision-making does not invalidate 
the informed consent process. However, it should be noted that, from the perspective 
of relational autonomy, this trust in the professional should be questioned upfront 
given the power hierarchies inherent to the physician/sub-investigator/potential 
participant relationship [4]. These power differences and the inherent nature of the 
patient/doctor relationship raise questions about whether patients might feel socially 
limited or pressured to participate in research [4].

Deciding on the Spot and the Deliberative Model of Decision‑Making

Regarding the second debate, it should be noted that the immediateness of patient 
decision-making has rarely been described before and the authors found no evidence 
to date in antiretroviral CTs but did find some in cancer trials. In one study, the 
decision to participate in CTs was immediate in one-third of participants while it 
took some time for another third [49]. In another study, the decision was obvious or 
immediate when patients were invited to a CT adapted to their type of cancer [16]. 
Immediate decisions are usually associated with intuitive decision-making and, at 
times, guided by emotions [16]. One paradigm of cognitive psychology advocates 
two different ways of going through the decision-making process: a slow, cogni-
tive, self-deliberative and conscious way (mentioned above as rational decision-
making), and a fast, automatic and unconscious way [19]. While the former relies 
on deliberation, the latter relies on experience and emotions. Some authors refer to 
it as the heuristic-systematic model [19]. Heuristics is a set of cognitive tools that 
people use to quickly solve problems with limited information in complex environ-
ments, and it is not a less effective version of rationality. We cannot state whether 
on-the-spot decision-making in our results was deliberative or not when one study 
indicates that the minimum time required for a person to make a deliberate deci-
sion and sign the consent form is four days [36]. When discussing the immediacy 
of the decision to participate, other authors suggest that written information may 
be less important than previously considered [16], and even that some participants 
have already made their decision before the consent dialogue, which supports the 
assumption that understanding the consent form or consent dialogue may not be 
important to them [27, 36]. However, some authors consider immediate decisions 
equally valid for informed consent [16] because they respond to one of the possible 
ways human beings make decisions, according to the theories of dual processing in 
decision-making [16].

The Importance of Personal Communication on Informed Consent

Regarding the third debate, our results suggest that the consent dialogue was more 
understandable than the informed consent form. Recently published evidence points 
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out that one-to-one discussions with study participants is most effective in improv-
ing their understanding of the informed consent [39], given that written information 
has less impact on their decision than a verbal exchange [16, 24]. In participant-led 
appointments, participants express their concerns, and it is easier to check what have 
they understood, although not all necessary information is offered [46]. Moreover, 
it is unusual to ask would-be participants for feedback about the informed consent 
process [10]. It remains an aspect to be improved since the proportion of partici-
pants who understand the informed consent process has not increased over the last 
30  years [45]. While the content and presentation of informed consent form are 
well regulated [46], there is no supervision of the amount of oral information or 
the way it is expressed in the consent dialogue, so its effects on participants’ under-
standing [8], as well as the possible use of coercion [50], remain unknown. There 
is still some tension between what potential participants need to decide and what is 
legally and ethically required, even though both the content and presentation of the 
informed consent form are highly standardized [46]. However, a recent study shows 
that patients do not specifically emphasize key aspects as rights despite these being 
defined as priority areas when making an informed decision [26]. Therefore, two 
questions come to mind: how detailed does information need to be in the consent 
dialogue for a person to sign the informed consent? And, when and how it should be 
provided [46]?

Our results demonstrated that PLWH wanted more detailed information about the 
right to withdraw from the trial at any moment and transition to standard HIV care. 
The transition to regular care raised many doubts. The evidence clearly recommends 
describing post-trial services in CT protocols and the informed consent form or 
offering additional assistance to help trial participants express their ambivalence or 
doubts about the challenges of a future transition to routine care [13, 52]. Although 
current ethical guidelines propose obligations of CT researchers, such as the need 
to ensure continued access to necessary HIV treatments, psychosocial support and 
other services [37], PLWH are scared and worried when the transition to regular 
HIV care nears [37, 41]. Evidence points to psychological stress related to loss of 
quality care and loss of material benefits, concerns about how to access care after 
exiting the trial, difficulties associated with linkage to care facilities, and difficulties 
in coping with treatment and transportation costs [37, 38]. CTs offer participants 
many advantages that are not found at the regular HIV care centers [41].

This study has some limitations. This is a small sample from a specific setting. 
However, it provides a detailed description of the population, and it is one of the 
main clinical research sites for HIV in Argentina. Thus, the study provides cred-
ible, reliable results and stands out as one of the few examples in the literature on 
the reasoning process of decision-making in HIV CTs. The results are presented 
as a first step towards future in-depth research. Other limitations include the fact 
that the purposive sampling was guided by very specific criteria (being part of 
an ongoing trial and having made the decision in the past). Additionally, involv-
ing doctors in the qualitative recruitment process likely conditioned the response 
of the participants; as shown in the findings, participants trusted their doctors. 
Although we acknowledge that both limitations might lead to a selection bias, 
our results shed light on an area of HIV healthcare where evidence is scarce and 
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raise new issues that deserve further investigation, all of which can be consid-
ered a strength. Interviewing participants an average of six months after mak-
ing the decision rather than while they are in the process may also have induced 
a recall bias. To circumvent this bias, we suggest that future studies focus on 
exploring decision-making at the consent dialogue session. Moreover, the opin-
ion of patients who did not grant consent was not included in this study as it was 
not possible to access them. Lastly, we only explored the perspective of patients. 
Comparison with patients who refused to participate and an evaluation of health-
care provider perspectives would be necessary to better understand the dynamics 
of this decision-making process in context. Nonetheless, the contribution of this 
study is the multiplicity of trust- and emotion-based influences and the value of 
dialogue to clear up the elusiveness of a consent form.

Conclusions

Our findings suggest that decisions to enroll in an antiretroviral CT are trust-
based and emotionally guided. All potential participants made their decision 
either on the spot or a few days later. Doctors play an important role because 
they often provide information about CTs and create a climate of trust in which 
patients feel comfortable agreeing to participate in research. Trust-based and 
emotionally guided decisions do not invalidate informed consent as they do not 
contradict per se the ethical values of autonomy, voluntariness, non-manipula-
tion, and non‐exploitation. But from a relational autonomy approach, trust-based 
decisions could be compromised.

Given this scenario, the integrity of the staff or, at least, the integrity of the con-
sent process could be ensured by a) training professionals on how to obtain informed 
consent—staff members report that they learned by doing and not through training, 
b) including an observer to monitor recruitment and ensure that no type of coercion 
takes place during the process. To ensure that all the relevant information is pro-
vided in the consent dialogue it is necessary to: a) develop a standard script to guide 
the discussion/conversation around all the essential issues in the consent process; b) 
assess the understanding of the consent process and measure whether people who 
have consented are, or feel, fully informed and are deciding freely. Transition to HIV 
regular care could also be mitigated using patient navigators, as has previously been 
proven effective.

Author Contributions’  MF: conceptualization, methodology, analysis, supervision, validation, drafting 
the work, review and editing. AA: conceptualization, methodology, validation, review and editing. AH: 
conceptualization, analysis, methodology and validation. AR: conceptualization, methodology, review 
and editing. CC: conceptualization, review and editing. VF: conceptualization, review and editing. MIF: 
conceptualization,review and editing. OS: conceptualization, review and editing, supervision. All authors 
read and approved the final manuscript.

Funding  Open Access Funding provided by Universitat Autonoma de Barcelona. This research did not 
receive any specific grant from any funding agencies in the public, commercial, or not-for-profit sectors.



152	 Health Care Analysis (2023) 31:135–155

1 3

Availability of Data and Material  The data that support the findings of this study are available on request 
from the corresponding author [AAM]. The data are not publicly available due to containing information 
that could compromise research participant privacy/consent.

Declarations 

Conflict of interest  The authors have no relevant financial or non-financial interests to disclose.

Ethics Approval  The Research Ethics Committee of an HIV clinical research site in Argentina approved 
the study (Study Fh-23).

Consent to Participate  Individuals participated voluntarily, signing the informed consent document after 
receiving thorough information of the study and being assured of their right to withdraw at any time. Par-
ticipants were reassured in regard to anonymity and confidentiality.

Consent for Publication  In the information handout, participants were informed that the results of this 
study could be presented at conferences or in academic publications and were reassured that under no 
circumstances would their identity be disclosed.

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 Com-
mons 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 http://​creat​iveco​mmons.​org/​licen​
ses/​by/4.​0/.

References

	 1.	 André Knottnerus, J., & Tugwell, P. (2012). The patients’ perspective is key, also in research. Jour-
nal of Clinical Epidemiology, 65, 581–583. https://​doi.​org/​10.​1016/j.​jclin​epi.​2012.​03.​007

	 2.	 Association of clinical research professionals (ACRP). (2013). The process of the informed consent. 
Virginia

	 3.	 Balfour, L., Corace, K., Tasca, G. A., Tremblay, C., Routy, J.-P., & Angel, J. B. (2010). Altruism 
motivates participation in a therapeutic HIV vaccine trial (CTN 173). AIDS Care, 22(11), 1403–
1409. https://​doi.​org/​10.​1080/​09540​12100​36935​22

	 4.	 Bell, J. A. H., & Balneaves, L. G. (2015). Cancer patient decision making related to clinical trial 
participation: An integrative review with implications for patients’ relational autonomy. Supportive 
Care in Cancer, 23(4), 1169–1196. https://​doi.​org/​10.​1007/​s00520-​014-​2581-9

	 5.	 Belló, M., & Becerril-Montekio, V. M. V. (2011). The health system of Argentina. Salud Publica de 
Mexico, 53(SUPPL. 2), 275–286. https://​doi.​org/​10.​1590/​S0036-​36342​01100​08000​06

	 6.	 Berenguera, A., Fernández, M., Pons, M., Pujol, E., Rodríguez, D., & Saura, S. (2014). Listen, 
Observe and Understand. Reclaiming the Narrative in Health Sciences. Contributions of Qualita-
tive Research. (Institut Universitari d’Investigació en Atenció Primària Jordi Gol, Ed.). Barcelona: 
Institut Universitari d’Investigació en Atenció Primària Jordi Gol

	 7.	 Bromwich, D., & Millum, J. R. (2016). Informed consent to HIV cure research. Journal of Medical 
Ethics. https://​doi.​org/​10.​1136/​medet​hics-​2015-​103122

	 8.	 Brown, R. F., Butow, P. N., Butt, D. G., Moore, A. R., & Tattersall, M. H. N. (2004). Developing 
ethical strategies to assist oncologists in seeking informed consent to cancer clinical trials. Social 
Science and Medicine, 58(2), 379–390. https://​doi.​org/​10.​1016/​S0277-​9536(03)​00204-1

	 9.	 Burkhalter, J. E., Aboulafia, D. M., Botello-Harbaum, M., & Lee, J. Y. (2018). Participant character-
istics and clinical trial decision-making factors in AIDS malignancy consortium treatment trials for 

http://creativecommons.org/licenses/by/4.0/
http://creativecommons.org/licenses/by/4.0/
https://doi.org/10.1016/j.jclinepi.2012.03.007
https://doi.org/10.1080/09540121003693522
https://doi.org/10.1007/s00520-014-2581-9
https://doi.org/10.1590/S0036-36342011000800006
https://doi.org/10.1136/medethics-2015-103122
https://doi.org/10.1016/S0277-9536(03)00204-1


153

1 3

Health Care Analysis (2023) 31:135–155	

HIV-infected persons with cancer (AMC #S006). HIV Clinical Trials, 19(6), 235–241. https://​doi.​
org/​10.​1080/​15284​336.​2018.​15373​49

	10.	 Campbell, L. M., Paolillo, E. W., Bryan, R., Marquie-Beck, J., Moore, D. J., Nebeker, C., & Moore, 
R. C. (2020). Informing informed consent for HIV research. Journal of Empirical Research on 
Human Research Ethics, 15(4), 235–243. https://​doi.​org/​10.​1177/​15562​64620​933766

	11.	 Charmaz, K. (2006). Constructing Grounded Theory: A Practical Guide through Qualitative Analy-
sis-Kathy Charmaz-Google Libros (1rst ed.). Thousand Oaks: California: SAGE Publications

	12.	 Christofides, E., Dobson, J. A., Solomon, M., Waters, V., & O’Doherty, K. C. (2016). Heuristic 
decision-making about research participation in children with cystic fibrosis. Social Science and 
Medicine, 162, 32–40. https://​doi.​org/​10.​1016/j.​socsc​imed.​2016.​06.​017

	13.	 Ciaranello, A., Walensky, R., Sax, P., Chang, Y., Freedberg, K., & Weissman, J. S. (2009). Access to 
medications and medical care after participation in HIV clinical trials: A systematic review of trial 
protocols and informed consent documents. HIV Clinical Trials, 10(1), 13–24. https://​doi.​org/​10.​
1310/​hct10​01-​13

	14.	 Corbie-Smith, G., Odeneye, E., Banks, B., Shandor Miles, M., & Roman Isler, M. (2013). Develop-
ment of a multilevel intervention to increase HIV clinical trial participation among rural minorities. 
Health Education & Behavior, 40(3), 274–285. https://​doi.​org/​10.​1177/​10901​98112​452124

	15.	 Cunningham, C. O., Sohler, N. L., Korin, L., Gao, W., & Anastos, K. (2007). HIV status, trust in 
health care providers, and distrust in the health care system among Bronx women. AIDS Care-Psy-
chological and Socio-Medical Aspects of AIDS/HIV, 19(2), 226–234. https://​doi.​org/​10.​1080/​09540​
12060​07742​63

	16.	 Dellson, P., Nilsson, K., Jernström, H., & Carlsson, C. (2018). Patients’ reasoning regarding the 
decision to participate in clinical cancer trials: An interview study. Trials, 19(1), 528. https://​doi.​
org/​10.​1186/​s13063-​018-​2916-9

	17.	 Ellis, P. M. (2000). Attitudes towards and participation in randomised clinical trials in oncology: A 
review of the literature. Annals of oncology : Official journal of the European Society for Medical 
Oncology / ESMO, 11(8), 939–945.

	18.	 Elmer, M., Florek, C., Gabryelski, L., Greene, A., Inglis, A. M., Johnson, K. L., Keiper, T., Ludlam, 
S., Sharpe, T. J., & Shay, K. (2020). Amplifying the voice of the patient in clinical research: Devel-
opment of toolkits for use in designing and conducting patient-centered clinical studies. Therapeutic 
Innovation and Regulatory Science, 54(6), 1489. https://​doi.​org/​10.​1007/​s43441-​020-​00176-6

	19.	 Evans, J. S. B. T. (2008). Dual-processing accounts of reasoning, judgment, and social cognition. 
Annual Review of Psychology, 59, 255–278. https://​doi.​org/​10.​1146/​annur​ev.​psych.​59.​103006.​
093629

	20.	 Freedberg, K. A., Sullivan, L., Georgakis, A., Savetsky, J., Stone, V., & Samet, J. H. (2001). Improv-
ing participation in HIV clinical trials: Impact of a brief intervention. HIV Clinical Trials, 2(3), 
205–212. https://​doi.​org/​10.​1310/​PHB6-​2EYA-​GA06-​6BP7

	21.	 Fundación Huésped. (n.d.). Fundación Huésped. Prevención - Ciencia - Derechos. Retrieved August 
16, 2017, from https://​www.​huesp​ed.​org.​ar/?​gclid=​CjwKC​Ajw2s_​MBRA5​EiwAm​WIac_​ec8Id​Kl_​
uukZb​78UHY​tI67b​8vQGD​M39si​tSzGs​UDTfd​jWlwT​sLSho​C3fMQ​AvD_​BwE

	22.	 Gillies, K., Huang, W., Skea, Z., Brehaut, J., & Cotton, S. (2014). Patient information leaflets (PILs) 
for UK randomised controlled trials: A feasibility study exploring whether they contain informa-
tion to support decision making about trial participation. Trials, 15, 62. https://​doi.​org/​10.​1186/​
1745-​6215-​15-​62

	23.	 Harper, F. W. K., Franks, M. M., Albrecht, T. L., Ruckdeschel, J. C., Eggly, S., & Foster, T. (2007). 
Oncologists’ recommendations of clinical trial participation to patients. Patient Education and 
Counseling, 70(1), 143–148. https://​doi.​org/​10.​1016/j.​pec.​2007.​09.​019

	24.	 Houghton, C., Dowling, M., Meskell, P., Hunter, A., Gardner, H., Conway, A., Treweek, S., Sut-
cliffe, K., Noyes, J., Devane, D., Nicholas, J. R., & Biesty, L. M. (2020). Factors that impact on 
recruitment to randomised trials in health care: a qualitative evidence synthesis. Cochrane Database 
of Systematic Reviews. https://​doi.​org/​10.​1002/​14651​858.​MR000​045.​pub2

	25.	 Jenkins, V., Farewell, V., Farewell, D., Darmanin, J., Wagstaff, J., Langridge, C., & Fallowfield, L. 
(2013). Drivers and barriers to patient participation in RCTs. British Journal of Cancer, 108(7), 
1402–1407. https://​doi.​org/​10.​1038/​bjc.​2013.​113

	26.	 Kao, C. Y., Aranda, S., Krishnasamy, M., & Hamilton, B. (2018). Identifying essential information 
to support patient decision-making regarding participation in cancer clinical trials: A Delphi study. 
European Journal of Cancer Care, 27(6), e12954. https://​doi.​org/​10.​1111/​ecc.​12954

https://doi.org/10.1080/15284336.2018.1537349
https://doi.org/10.1080/15284336.2018.1537349
https://doi.org/10.1177/1556264620933766
https://doi.org/10.1016/j.socscimed.2016.06.017
https://doi.org/10.1310/hct1001-13
https://doi.org/10.1310/hct1001-13
https://doi.org/10.1177/1090198112452124
https://doi.org/10.1080/09540120600774263
https://doi.org/10.1080/09540120600774263
https://doi.org/10.1186/s13063-018-2916-9
https://doi.org/10.1186/s13063-018-2916-9
https://doi.org/10.1007/s43441-020-00176-6
https://doi.org/10.1146/annurev.psych.59.103006.093629
https://doi.org/10.1146/annurev.psych.59.103006.093629
https://doi.org/10.1310/PHB6-2EYA-GA06-6BP7
https://www.huesped.org.ar/?gclid=CjwKCAjw2s_MBRA5EiwAmWIac_ec8IdKl_uukZb78UHYtI67b8vQGDM39sitSzGsUDTfdjWlwTsLShoC3fMQAvD_BwE
https://www.huesped.org.ar/?gclid=CjwKCAjw2s_MBRA5EiwAmWIac_ec8IdKl_uukZb78UHYtI67b8vQGDM39sitSzGsUDTfdjWlwTsLShoC3fMQAvD_BwE
https://doi.org/10.1186/1745-6215-15-62
https://doi.org/10.1186/1745-6215-15-62
https://doi.org/10.1016/j.pec.2007.09.019
https://doi.org/10.1002/14651858.MR000045.pub2
https://doi.org/10.1038/bjc.2013.113
https://doi.org/10.1111/ecc.12954


154	 Health Care Analysis (2023) 31:135–155

1 3

	27.	 Kaye, D. K. (2020). Why “understanding” of research may not be necessary for ethical emer-
gency research. Philosophy, Ethics, and Humanities in Medicine, 15(1), 6. https://​doi.​org/​10.​1186/​
s13010-​020-​00090-7

	28.	 Kongsholm, N. C. H., & Kappel, K. (2017). Is consent based on trust morally inferior to consent 
based on information? Bioethics, 31(6), 432–442. https://​doi.​org/​10.​1111/​bioe.​12342

	29.	 Lamb, C. C., Wang, Y., & Lyytinen, K. (2019). Shared decision making: Does a physician’s deci-
sion-making style affect patient participation in treatment choices for primary immunodeficiency? 
Journal of Evaluation in Clinical Practice, 25(6), 1102–1110. https://​doi.​org/​10.​1111/​jep.​13162

	30.	 Lidz, C. W. (2006). The therapeutic misconception and our models of competency and informed 
consent. Behavioral Sciences and the Law, 24, 535–546. https://​doi.​org/​10.​1002/​bsl.​700

	31.	 MacPhail, C., Delany-Moretlwe, S., & Mayaud, P. (2012). I did not see a need to get tested before, 
everything was going well with my healh: A qualitative study of HIV-testing decision-making in 
KwaZulu-Natal South Africa. Patient Preference and Adherence, 6, 579. https://​doi.​org/​10.​2147/​
PPA.​S30759

	32.	 Mbunda, T., Tarimo, E. A. M., Chalamilla, G., Bakari, M., Sandström, E., & Kulane, A. (2016). 
The influence of community members on participation by youth in an HIV vaccine trial in Tanzania. 
PLoS ONE, 11(12), e0168660. https://​doi.​org/​10.​1371/​journ​al.​pone.​01686​60

	33.	 Montgomery, E. T., van der Straten, A., Stadler, J., Hartmann, M., Magazi, B., Mathebula, F., 
Laborde, N., & Soto-Torres, L. (2015). Male partner influence on women’s HIV prevention trial par-
ticipation and use of pre-exposure prophylaxis: The importance of understanding. AIDS and Behav-
ior, 19(5), 784–793. https://​doi.​org/​10.​1007/​s10461-​014-​0950-5

	34.	 Moodley, K. (2003). HIV vaccine trial participation in South Africa? An ethical assessment. The 
Journal of Medicine and Philosophy, 27(2), 197–215. https://​doi.​org/​10.​1076/​jmep.​27.2.​197.​2986

	35.	 Mueller, M.-R. (2004). Clinical, technical, and social contingencies and the decisions of adults with 
HIV/AIDS to enroll in clinical trials. Qualitative Health Research, 14(5), 704–713. https://​doi.​org/​
10.​1177/​10497​32304​263627

	36.	 Nakada, H., Yoshida, S., & Muto, K. (2019). “Tell me what you suggest, and let’s do that, doc-
tor”: Patient deliberation time during informal decision-making in clinical trials. PLoS ONE, 14(1), 
e0211338. https://​doi.​org/​10.​1371/​journ​al.​pone.​02113​38

	37.	 Nalubega, S., Cox, K., Mugerwa, H., & Evans, C. (2021). Facilitated transition in HIV drug trial 
closure: A conceptual model for HIV post-trial care. PLoS ONE, 16(4), e0250698. https://​doi.​org/​
10.​1371/​journ​al.​pone.​02506​98

	38.	 Nalubega, S., Cox, K., Mugerwa, H., & Evans, C. (2020). Ethical and practical considerations in 
HIV drug trial closure: perspectives of research staff in Uganda. medRxiv, 2020.11.14.20231720. 
https://​doi.​org/​10.​1101/​2020.​11.​14.​20231​720

	39.	 Nishimura, A., Carey, J., Erwin, P. J., Tilburt, J. C., Murad, M. H., & McCormick, J. B. (2013). 
Improving understanding in the research informed consent process: A systematic review of 54 
interventions tested in randomized control trials. BMC Medical Ethics. https://​doi.​org/​10.​1186/​
1472-​6939-​14-​28

	40.	 Norman K. Denzin, & Yvonna S. Lincoln. (2011). The SAGE Handbook of Qualitative Research 
(4th ed.). Thousand Oaks: California: Sage Publications

	41.	 Odero, I., Ondenge, K., Mudhune, V., Okola, P., Oruko, J., Otieno, G., Akelo, V., & Gust, D. A. 
(2019). Participant satisfaction with clinical trial experience and post-trial transitioning to HIV care 
in Kenya. International Journal of STD and AIDS, 30(1), 12–19. https://​doi.​org/​10.​1177/​09564​
62418​791946

	42.	 Rivera-Goba, M. V., Dominguez, D. C., Stoll, P., Grady, C., Ramos, C., & Mican, J. M. (2011). 
Exploring decision-making of HIV-infected Hispanics and African Americans participating in clini-
cal trials. The Journal of the Association of Nurses in AIDS Care : JANAC, 22(4), 295–306. https://​
doi.​org/​10.​1016/j.​jana.​2010.​10.​007

	43.	 Saunders, B., Sim, J., Kingstone, T., Baker, S., Waterfield, J., Bartlam, B., Burroughs, H., & Jinks, 
C. (2018). Saturation in qualitative research: exploring its conceptualization and operationalization. 
Quality and Quantity, 52(4), 1893–1907. https://​doi.​org/​10.​1007/​s11135-​017-​0574-8

	44.	 Ssali, A., Poland, F., & Seeley, J. (2016). Exploring informed consent in HIV clinical trials: A case 
study in Uganda. Heliyon, 2(11), e00196. https://​doi.​org/​10.​1016/j.​heliy​on.​2016.​e00196

	45.	 Tam, N. U. T., Thoa, L. T. B., Long, N. P., Trang, N. T. H., Hirayama, K., Karbwang, J., & Huy, N. 
T. (2015). Compréhension du consentement éclairé par les participants à des essais cliniques sur 
trois décennies: Revue systématique et méta-analyse. Bulletin of the World Health Organization, 
93(3), 186–198. https://​doi.​org/​10.​2471/​BLT.​14.​141390

https://doi.org/10.1186/s13010-020-00090-7
https://doi.org/10.1186/s13010-020-00090-7
https://doi.org/10.1111/bioe.12342
https://doi.org/10.1111/jep.13162
https://doi.org/10.1002/bsl.700
https://doi.org/10.2147/PPA.S30759
https://doi.org/10.2147/PPA.S30759
https://doi.org/10.1371/journal.pone.0168660
https://doi.org/10.1007/s10461-014-0950-5
https://doi.org/10.1076/jmep.27.2.197.2986
https://doi.org/10.1177/1049732304263627
https://doi.org/10.1177/1049732304263627
https://doi.org/10.1371/journal.pone.0211338
https://doi.org/10.1371/journal.pone.0250698
https://doi.org/10.1371/journal.pone.0250698
https://doi.org/10.1101/2020.11.14.20231720
https://doi.org/10.1186/1472-6939-14-28
https://doi.org/10.1186/1472-6939-14-28
https://doi.org/10.1177/0956462418791946
https://doi.org/10.1177/0956462418791946
https://doi.org/10.1016/j.jana.2010.10.007
https://doi.org/10.1016/j.jana.2010.10.007
https://doi.org/10.1007/s11135-017-0574-8
https://doi.org/10.1016/j.heliyon.2016.e00196
https://doi.org/10.2471/BLT.14.141390


155

1 3

Health Care Analysis (2023) 31:135–155	

	46.	 Wade, J., Donovan, J. L., Lane, J. A., Neal, D. E., & Hamdy, F. C. (2009). It’s not just what you say, 
it’s also how you say it: opening the “black box” of informed consent appointments in randomised 
controlled trials. Social Science & Medicine, 68(11), 2018–2028. https://​doi.​org/​10.​1016/j.​socsc​
imed.​2009.​02.​023

	47.	 Walsh, E., & Sheridan, A. (2016). Factors affecting patient participation in clinical trials in Ireland: 
A narrative review. Contemporary Clinical Trials Communications, 3, 23–31. https://​doi.​org/​10.​
1016/j.​conctc.​2016.​01.​002

	48.	 Ward, P. R., Rokkas, P., Cenko, C., Pulvirenti, M., Dean, N., Carney, S., Brown, P., Calnan, M., & 
Meyer, S. (2015). A qualitative study of patient (dis)trust in public and private hospitals: the impor-
tance of choice and pragmatic acceptance for trust considerations in South Australia. BMC Health 
Services Research, 15(1), 297. https://​doi.​org/​10.​1186/​s12913-​015-​0967-0

	49.	 Wright, J. R., Whelan, T. J., Schiff, S., Dubois, S., Crooks, D., Haines, P. T., DeRosa, D., Roberts, 
R. S., Gafni, A., Pritchard, K., & Levine, M. N. (2004). Why cancer patients enter randomized clini-
cal trials: exploring the factors that influence their decision. Journal of Clinical Oncology : Official 
Journal of the American Society of Clinical Oncology, 22(21), 4312–4318. https://​doi.​org/​10.​1200/​
JCO.​2004.​01.​187

	50.	 Xu, A., Baysari, M. T., Stocker, S. L., Leow, L. J., Day, R. O., & Carland, J. E. (2020). Researchers’ 
views on, and experiences with, the requirement to obtain informed consent in research involving 
human participants: A qualitative study. BMC Medical Ethics, 21(1), 93. https://​doi.​org/​10.​1186/​
s12910-​020-​00538-7

	51.	 Yang, Z. J., McComas, K. A., Gay, G. K., Leonard, J. P., Dannenberg, A. J., & Dillon, H. (2012). 
Comparing decision making between cancer patients and the general population: Thoughts, emo-
tions, or social influence? Journal of Health Communication. https://​doi.​org/​10.​1080/​10810​730.​
2011.​635774

	52.	 Yehia, B. R., Long, J. A., Stearns, C. R., French, B., Tebas, P., & Frank, I. (2012). Impact of tran-
sitioning from HIV clinical trials to routine medical care on clinical outcomes and patient percep-
tions. AIDS Care, 24(6), 769–777. https://​doi.​org/​10.​1080/​09540​121.​2011.​630368

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

Authors and Affiliations

Maria Feijoo‑Cid1,2 · Antonia Arreciado Marañón1,2   · Ariadna Huertas3 · 
Amado Rivero‑Santana4,5 · Carina Cesar6 · Valeria Fink6 · 
María Isabel Fernández‑Cano1,2 · Omar Sued6

 *	 Antonia Arreciado Marañón 
	 antonia.arreciado@uab.cat

1	 Department of Nursing, Faculty of Medicine, Universitat Autònoma de Barcelona, 
Can Domènech, Edifici M, Campus de la Universitat Autònoma de Barcelona, 
08193 Bellaterra (Cerdanyola del Vallès), Barcelona, Spain

2	 Grup de REcerca Multidisciplinar en Salut i Societat (GREMSAS), (2017 SGR 917), Barcelona, 
Spain

3	 Hospital Germans Trias i Pujol, Barcelona, Spain
4	 Canary Islands Foundation-Health Research (FIISC), Tenerife, Spain
5	 Red de Investigación en Servicios de Salud en Enfermedades Crónicas (REDISSEC), Madrid, 

Spain
6	 Fundación Huésped, Buenos Aires, Argentina

https://doi.org/10.1016/j.socscimed.2009.02.023
https://doi.org/10.1016/j.socscimed.2009.02.023
https://doi.org/10.1016/j.conctc.2016.01.002
https://doi.org/10.1016/j.conctc.2016.01.002
https://doi.org/10.1186/s12913-015-0967-0
https://doi.org/10.1200/JCO.2004.01.187
https://doi.org/10.1200/JCO.2004.01.187
https://doi.org/10.1186/s12910-020-00538-7
https://doi.org/10.1186/s12910-020-00538-7
https://doi.org/10.1080/10810730.2011.635774
https://doi.org/10.1080/10810730.2011.635774
https://doi.org/10.1080/09540121.2011.630368
http://orcid.org/0000-0002-3360-1430

	Exploring the Decision-Making Process of People Living with HIV Enrolled in Antiretroviral Clinical Trials: A Qualitative Study of Decisions Guided by Trust and Emotions
	Abstract
	Introduction
	Data and Methods
	Methodological Approach

	Research Context and Participants
	Data Collection
	Data Analysis
	Ethical Considerations
	Rigor

	Findings
	Decision Management: Deciding on the Spot or Days Later
	Multiplicity of Trust
	Emotions

	The Importance of Human Communication in Informed Consent
	Explaining Informed Consent: The Human Factor
	Unfriendly Informed Consent Forms


	Discussion
	Decisions Based on a Multiplicity of Trust and Emotions
	Deciding on the Spot and the Deliberative Model of Decision-Making
	The Importance of Personal Communication on Informed Consent

	Conclusions
	References




