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Abstract

Background: There has been growing interest in the use of incentives to increase the uptake of health-related
behaviours and achieve desired health outcomes at the individual and population level. However, the use of incen-
tives remains controversial for ethical reasons. An area in which incentives have been not only proposed but used is
HIV prevention, testing, treatment and care—each one representing an interconnecting step in the "HIV Cascade."

Methods: The main objective of this qualitative case study was to document the experiences of health care and
service providers tasked with administrating incentivized HIV testing, treatment, and care in British Columbia, Canada.
A second objective was to explore the ethical and professional tensions that arise from the use of incentives as well
as strategies used by providers to mitigate them. We conducted interviews with 25 providers and 6 key informants,
which were analyzed using applied thematic analysis. We also collected documents and took field notes.

Results: Our findings suggest that incentives target populations believed to pose the most risk to public health. As
such, incentives are primarily used to close the gaps in the HIV Cascade by getting the "right populations" to test, start
treatment, stay on treatment, and, most importantly, achieve (and sustain) viral suppression. Participants considered
that incentives work because they "oring people through the door" However, they believed the effectiveness of
incentives to be superficial, short-lived and one-dimensional—thus, failing to address underlying structural barriers to
care and structural determinants of health. They also raised concerns about the unintended consequences of incen-
tives and the strains they may put on the therapeutic relationship. They had developed strategies to mitigate the
ensuing ethical and professional tensions and to make their work feel relational rather than transactional.

Conclusions: We identify an urgent need to problematize the use of incentives as a part of the "HIV Cascade" agenda
and interrogate the ethics of engaging in this practice from the perspective of health care and service providers. More
broadly, we question the introduction of market logic into the realm of health care—an area of life previously not sub-
ject to monetary exchanges.
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in behavioural economics. This field posits that incen-
tives can increase the perceived reward of health-related
behaviours and, in turn, increase the likelihood that peo-
ple will engage in such behaviours [2]. However, the use
of incentives remains controversial for ethical reasons.
Ethical concerns include but are not limited to free and
informed consent, autonomy and decision-making, pri-
vacy, vulnerability, the potential risk for undue induce-
ment and coercion, and changes to the therapeutic
relationship [3]. An area in which incentives have been
not only proposed but used is HIV prevention, testing,
treatment and care—each one representing an intercon-
necting step in the "HIV Cascade" [4, 5]. Incentives have
been advanced in HIV following the adoption of global
targets to achieve "90-90-90" (90% of all people liv-
ing with HIV tested, 90% of all people diagnosed taking
antiretroviral treatment, and 90% of all people on treat-
ment achieving viral suppression [6, 7].

There are two applied categories of health-related
incentives: positive and negative. Positive incentives
reward and reinforce the desired behaviour or the
achievement of a specific outcome [8]. For example,
receiving a $20 monthly cash incentive to complete a
Hepatitis B immunization program [8]. Positive incen-
tives can take the form of cash payments, prizes, vouch-
ers, gift cards, a chance to participate in a draw, and
other rewards such as food, clothing, or personal hygiene
products. They have been used in various clinical areas
to encourage clinic attendance, follow-ups, treatment
adherence, immunization, screening, smoking cessa-
tion, weight loss or maintenance, healthy eating, exercise,
substance use reduction or abstinence, and breastfeed-
ing [8-21]. Negative incentives involve withdrawing a
potential reward when an individual fails to adopt the
desired behaviour or achieve a specific outcome [8]. For
example, someone who takes part in an abstinence-based
group program and whose urine sample turns out to be
positive for drugs would not enter the weekly prize draw.
Negative incentives can also involve extra financial costs
intended to discourage unhealthy behaviours, such as
raising taxes on cigarettes, alcohol, or high-calorie food
and beverages [8].

The majority of research in this field has focused on
the acceptability and effectiveness of using incentives
for health-related behaviours. Two complementary
systematic reviews on acceptability have been pub-
lished to date, one compiling articles published before
2014 [14] and one for articles published between 2014
and 2018 [15] for a total of 128 studies conducted in
settings comparable to our study setting, namely the
US, the UK, Canada, Belgium, The Netherlands, New
Zealand, and Australia. In the most recent review, the
authors conclude that the acceptability of incentives
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remains "polarized” [15]. They go on to identify several
factors that influence acceptability, including perceived
fairness (i.e., who is targeted, who benefits, and who is
potentially left out), impact on autonomy (i.e., hinder-
ing or maximizing autonomy), intervention design (i.e.,
type of incentives, length of intervention, messaging,
and actors involved), and compatibility with equitable
health care goals [14, 15]. It is important to note that
acceptability studies have been primarily conducted
with members of the ‘general’ public and health-related
groups. Perspectives of health care and service provid-
ers made up only 18% of the literature (n=23). Of the
total literature reviewed, twelve articles focused exclu-
sively on providers with only two articles specific to
HIV providers and eleven combining perspectives of
both providers and clients [14, 15]. While this literature
is helpful to think critically about incentives in health
care, it largely overlooks the professional and ethical
tensions that arise when bringing incentives into clini-
cal or community practice settings—especially when
working with people who experience inequities in
health care.

Concerning effectiveness, the literature published
to date is unanimous that incentives can be effective at
encouraging health-related behaviours and meeting tar-
get health outcomes—more effective than usual care [1,
20, 22, 23]. However, they do not yield long-term sustain-
able changes, which results in decreased effectiveness
over time [1, 22, 23]. In the field of HIV, the evidence is
mixed. For example, research demonstrates that incen-
tives can be effective in encouraging one-time or periodic
health-related behaviours such as HIV testing [24, 25].
However, incentives are not as effective for sustained,
more complex and long-term, health-related behaviours
such as condom use, treatment adherence, and engage-
ment in care or sustained health outcomes such as viral
suppression [24, 26]. The literature on incentives reflects
the various steps of the HIV Cascade, namely preven-
tion, testing, treatment, and care. The bulk of the litera-
ture on prevention focuses on cash transfer programs for
youth and women, aimed at addressing structural risk
factors (e.g., poverty and gender inequality), rewarding
outcomes such as having a negative STI or HIV test or
behaviours such as safer sex (e.g., condom use, number
of partners, non-transactional sex) [24, 27-31]. There
is also a body of literature on the use of incentives (e.g.,
cash, food and transportation vouchers, lottery, gifts) to
increase uptake of male circumcision for HIV preven-
tion [32]. For testing, incentives (e.g., cash, lottery, food
vouchers) have been studied across various high-risk
populations and in various settings, including clinical and
non-clinical settings [24, 25, 33]. Finally, the literature on
treatment and care, which is more recent and emerging,
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features interventions to optimize treatment adherence,
linkage to care, retention in care, and viral suppression
[24, 34-39].

The number of scholarly articles on the ethics of incen-
tives in health care has been growing. Still, empirical data
on the experience of health care and service providers
using incentives in this context is lacking. In preparation
for our study, we reviewed the theoretical literature on
the ethics of using health-related incentives [2, 3, 40-53].
This literature draws on classic principles of health care
ethics, and most commonly cites the following ethical
issues:

+ The grey area between a "nudge" (i.e.,, motivation)
and a "shove" (i.e., coercion)

+ The focus on people who experience the most ineq-
uities in health

+ The implications for client autonomy and freedom of
choice

« The transformative effects on client-provider rela-
tionships

« The infringements on privacy due to the need for
reporting and monitoring

+ The impact on intrinsic motivation, stigma, discrimi-
nation, and shame

+ The attribution of responsibility on the individual as
opposed to structures and systems

« The worsening or creation of health and social ine-
qualities

Further empirical work is needed to understand how
these issues arise in practice and how providers mitigate
them. This work is particularly important in areas such
as HIV, where incentives are increasingly being touted as
the key to closing the gaps in the HIV Cascade and, in
turn, achieving global 90-90-90 goals to "end the AIDS
epidemic by 2030" [6].

The main objective of this study was to document the
experiences of health care providers (e.g., physicians,
nurses, social workers) and service providers (e.g., com-
munity-based workers, peer workers) with incentivized
testing, treatment, and care in British Columbia, Canada.
A second objective was to explore the ethical and profes-
sional tensions that arise from the use of incentives as
well as strategies used by providers to mitigate them. The
province of British Columbia (BC), Canada, was selected
as an ideal case study for three main reasons. First, BC
is one of three provinces that account for most people
living with HIV in Canada, with close to 12,000 people
at the end of 2016 [54]. Second, BC is the birthplace of
HIV Cascade-specific initiatives, such as Treatment as
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Prevention® and the Seek and Treat for Optimal Pre-

vention of HIV/AIDS program (henceforth STOP HIV/
AIDS®).? Third, BC has a long tradition of using incen-
tives to reach people at risk or living with HIV dating
as far back as a decade. For example, in July 2010, test-
ing fairs were held in the Downtown Eastside (DTES), a
Vancouver neighbourhood with considerably high rates
of drug use, HIV, poverty, mental illness, and overdose
[55]. Residents of the DTES received a $5 gift card and
a free meal in exchange for completing a rapid HIV test
on site [55]. These testing fairs paved the way for the nor-
malization of incentivized HIV testing in British Colum-
bia—and Canada more broadly. The extensive use of
incentives in the field of HIV and the steady growth of
incentivized HIV care in Canada, and more specifically in
BC, provided a unique ‘case’ for our study. In this paper,
we present our study findings and discuss what we can
(and should) learn from the experiences of providers who
work with incentives in HIV care.

Methods

We conducted a qualitative case study as defined by Stake
[56, 57], which offers a flexible approach to examining the
complexities of a particular case in its real-life context.
The use of incentives in the care of people at risk or living
with HIV in BC provided an instrumental case to gain
a deeper understanding of a broader phenomenon (i.e.,
incentivized health care). When selecting an instrumen-
tal case, it is important to ensure that the case is typical
or representative of other cases; likely to lead to a level
of understanding that is applicable beyond the bounda-
ries of the case itself; and easily "accessible" (i.e., sites
can be easily identified, informants can be reached and
are willing to participate, documents can be accessed,
etc.) [56]. The selected case for this study met all three
criteria: it is typical of incentivized care, it is likely to
lead a level of understanding that is applicable beyond
HIV, and it is easily accessible. We decided to use Stake
[56] because of the philosophical underpinnings of his
approach. Stake’s approach recognizes context and sub-
jectivity as essential elements of understanding [58]. He
also acknowledges the involvement of the researcher
throughout the research process and the importance of
using inductive, from the ground up, strategies to gener-
ate knowledge that is reflective of the context in which
the study is being conducted, the range of perspectives
captured during data collection, the interpretation(s) of
the researcher(s) and the complexity of the issue(s) under
investigation [58]. From this perspective, the goal of case

! https://cfenet.ubc.ca/tasp
2 https://stophivaids.ca/
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Table 1 Interview guide
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Background context

Using incentives

Incentives broadly

. Please describe your current role

a) What is your training and background?

b) What are your main responsibilities?

¢) How long have you been working in this role?

2.What happens in a typical day for you?

a) Who do you see?
b) Who do you interact with?

. Please tell me about your experience with incentives

a) What was the context

b) How were you involved in the process or implementation?
¢) What were the overall objectives?

2. Please tell me about how incentives were used in the program

a) What was your role?
b) How were you supported in this role?

3. How did your colleagues respond to the use of incentives?
(

(

a) Can you share examples of positive and negative responses?

4. How did the patients/clients respond to the use of incentives?

a) Can you share examples of positive and negative responses?
b) Did any issue arise? If so which one and how were they addressed?

5. How did incentives impact your practice/service?

1

. Based on your experience, what were the benefits of using incentives?

2. Based on your experience, what were the challenges of using incentives?
3. What role do you think incentives should have in health care?

4 How can we ensure incentives are provided equitably?

5. How can we best support health care and service providers?

(
(

a) What are the current gaps? (e.g., training, support, best practices)
b) How and who should we address these gaps?

study research is not to generalize from a single case
but to produce an in-depth understanding of a carefully
selected case that permits us to learn and think about a
broader phenomenon [59].

Instrumental case studies draw on multiple sources of
data [56, 57]. For this study, we included four sources of
data: participant interviews, key informant interviews,
documents, and field notes. We recruited health care
providers (i.e., physicians, nurses, social workers) and
service providers (i.e., community-based workers, peer
workers) who work in not-for-profit community-based
organizations, health centres, or HIV clinics or programs
by circulating email invitations and recruitment e-cards.
Participants were eligible to take part in this study if
they: identified as a health care or service provider, had
worked with people at risk or living with HIV in the past
five years, and had a least one experience working with
incentives. We conducted semi-structured in-depth
interviews with twenty-five providers. We achieved data
saturation after twenty interviews. However, we com-
pleted five additional interviews to confirm that we had
indeed reached saturation. Interviews lasted, on average,
45-90 min and focused on the actual hands-on experi-
ence of working with incentives with particular emphasis
on context, role, use, benefits, limitations, ethical ten-
sions, and broader implications (see Table 1).

We sent email invitations to nineteen key informants
with expertise in professional practice, ethics, HIV, law,

and policy. Six key informants agreed to participate and
completed a semi-structured interview lasting, on aver-
age, 45-60 min. The other potential key informants
either did not respond or declined, citing a lack of knowl-
edge of incentives as the main reason. Key informant
interviews focused on gathering background information
on the use of incentives and, more specifically, on the his-
tory of this practice, the context in which it was imple-
mented, the rationale for using it, the process used for
implementing, evaluating, and supporting this practice,
and frameworks (e.g., legal, professional, ethical) that
may offer new insights into this practice and ethical ten-
sions. These interviews allowed us to contextualize the
use of incentives on a historical, political, professional,
and theoretical level. During the interviews, key inform-
ants referred to additional documents to contextualize
this practice further and inform our analysis (e.g., books,
news stories, articles published in magazines or peer-
reviewed journals, policy documents, reports, websites,
written anecdotes, etc.). All interviews (participants and
key informants) were audio-recorded and transcribed.
Finally, extensive field notes were taken throughout
the study to guide the data collection process, capture
emerging ideas, identify areas that needed more clarity or
background, inform the analysis, and create an audit trail.
Field notes included but were not limited to key ideas dis-
cussed during interviews, recurring themes, expressions
used by participants, references to initiatives, programs,
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or projects with historical significance, contextual ele-
ments, analytical insights, and so forth.

Data analysis was primarily driven by participant inter-
views with other sources of data informing the process
and acting as a necessary background for interpreting and
situating the findings. To analyze the participant inter-
views, we used Applied Thematic Analysis (ATA) [60].
In summary, ATA involves four general steps: (1) read
and code transcriptions, (2) identify possible themes,
(3) compare and contrast themes, identifying structure
among them, and (4) produce a thematic scheme to
describe the research phenomenon. To complete the first
step and develop a matrix, we analyzed six interviews
that were selected based on data richness, diversity of
experiences, and completeness (i.e., based on the inter-
view guide). The matrix included six high-level themes,
which emerged from the six interviews and reflected the
interview guide, namely, (1) context, (2) goals, (3) incen-
tives, (4) successes, (5) limitations, and (6) strategies.
Then, the six interviews were analyzed by another mem-
ber of the research team to ensure that the matrix devel-
oped throughout the first round was indeed complete.
Those interviews were loaded into NVivo, which was
used to complete the analysis process. Using the same
matrix, the remaining interviews were analyzed in NVivo
by a research assistant working under the supervision of
the lead researcher. This matrix allowed us to work sys-
tematically through large amounts of data while keeping
the focus of the analysis on specific content areas and
identifying emerging themes. As the process evolved, we
were able to refine the themes and identify sub-themes to
develop a more nuanced, structured understanding of the
findings.

Results

We interviewed twenty-five providers, including nurses,
social workers, community-based workers and peer
workers (see Table 2). The majority of participants were
nurses (n=15). Out of the twenty-five participants, nine-
teen self-identified as women. The majority of them were
in their thirties or forties. Two participants had com-
pleted a high school degree, six had completed a college
degree, and seventeen had completed post-secondary
education. More than 50% of the participants (n=14)
had been working in their current position between 5
and 10 years. Finally, 60% (n =15) had been working with
people at risk or living with HIV for the same amount of
time.

Interestingly, our sample also included perspectives of
less experienced (less than five years) and more experi-
enced providers (more than ten years). It is also worth
noting that most participants had used incentives while
working in various positions, including but not limited
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Table 2 Sample characteristics
What year were you born?

19505-1960s 4

19705-1980s 15

1990s 6
How would you describe yourself?

Man 5

Woman 19

Non-binary 1
What is your highest level of education?

High school 2

College 6

Undergraduate 16

Graduate 1
What is your position?

Registered nurse 15

Social worker 2

Community worker 3

Peer worker 5
How long have you worked in this position?

<5 years 6

5-10 years 14

>10 years 5
How long have you worked with people at risk or living with HIV?

<5 years 6

5-10 years 15

>10 years 4

to their current position. As such, they were able to draw
on a wealth of experience to explain the complexities of
incentivized HIV care—and the tensions that arise from
this practice. Four core themes emerged from the par-
ticipant interviews: (1) Target populations and desired
outcomes, (2) Perceived effectiveness, (3) Unintended
consequences, and (4) Professional and ethical tensions.
We present each theme in the sections that follow, but
first, we want to set the stage for the findings and briefly
describe some of the contextual factors extracted from
both participant and key informant interviews.

Context: situating our case study

We identified three contextual factors deemed to have
played a significant role in the implementation and nor-
malization of incentivized HIV care in BC, namely, (1)
the launch and scale-up of STOP HIV/AIDS®, (2) the
blurring of lines between research and clinical care, and
(3) the transactional nature of survival micro-economies
among the most marginalized groups of people at risk
and living with HIV. As mentioned above, these factors
were discussed in both participant and key informant
interviews. They do not speak directly to the experience
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of using incentives. Still, they help locate this experience
in a broader context and define our case—hence why we
present it first and separately from the findings arising
from the participant interviews.

The "birth" of incentives as we know them today in BC
can be traced back to 2010 when the provincial govern-
ment invested $48 million in scaling-up testing, treat-
ment, and care via a three-year pilot project called STOP
HIV/AIDS®. The goal of this program was to expand
access to treatment as a tool for HIV prevention, with a
particular focus on populations that are “hard-to-reach’,
“hard-to-treat”, and “hard-to-retain” in care. In 2013,
STOP HIV/AIDS® became a $20 million per year prov-
ince-wide program that continues to be active today.
This program has been credited for the steady decline
in the number of new HIV cases and pioneering new
approaches to care—including incentivized approaches.
As one participant recalls, and as mentioned in the intro-
duction, STOP HIV/AIDS® launched with a campaign of
incentivizing HIV testing, particularly among hard-to-
reach populations with high rates of undiagnosed HIV.

The STOP Program had just started, and part of
that program was to get people tested in the Down-
town Eastside. About 5000 people were tested down
there over a 6 to 8-month period. The incentive for
them was a $5 gift card. (Participant 7)

This campaign paved the way for incentivizing other
areas of HIV care, such as treatment, retention in care,
and treatment outcomes. It also paved the way for not-
for-profit community-based organizations, health cen-
tres, and HIV clinics or programs across BC to take up
incentives—albeit with more limited financial resources
and not on the same scale as STOP HIV/AIDS®.

Against this backdrop, three phenomena overlapped
and created the perfect conditions to move incentives
from research to care. First, there was an intensification
of HIV research in BC, which resulted in a constant flow
of new opportunities to participate in studies and col-
lect incentives. Second, studies that collected data for
research purposes started using the same data for clinical
purposes. An example shared by a few participants is one
where a research participant providing a blood sample
as part of a study would consent for results to be sent to
their treating physician. Third, there had been a history
of poor and marginalized people taking part in research
as part of a survival economy. By the time incentives
crossed over from research to care, those targeted were
already familiar with the concept. One of our key inform-
ants summarized it as follows:

I think there was a precedent in a particular popu-
lation that was targeted for this—like in the com-
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munity, not so much in the clinic—but in the com-
munity. I mean, it was the same population who
had been getting incentives for research projects
for a while. So I mean, it was kind of out there
in that regard before. So everybody was familiar
with the concept around: "If you go and talk to this
researcher, you'll get something.” And then the test-
ing fair thing was, you know, it really affected sort of
the same population. (Key informant 3)

This quote leads us to our final contextual factor: the
transactional nature of the micro-economies poor and
marginalized people develop to survive. As many partici-
pants noted during interviews, 'time is money’ when you
live in poverty and need to hustle every day to take care
of your basic needs. When faced with many competing
priorities, decisions about health care may be relegated to
the bottom of the list because they take considerable time
(e.g., getting to a healthcare appointment and waiting to
be seen). That is where incentives come in. If you need to
get a blood test done, you may decide to go to the study
site that gives you a $50 cash incentive for the blood test
instead of your clinic, even if this contributes to poten-
tial delays or fragmentation in your care. Building on the
same logic, if your clinic starts giving you a cash amount
every day and a meal to take your medications, you may
find time to go and take your medications. These exam-
ples, shared by participants, capture the transactional
nature of survival micro-economies and reasons why
such economies contribute to the success of incentives
in these contexts. However, when incentives become the
new standard of care, they can also make the care feel
transactional and impact the therapeutic relationship.

1 find it harder to build that rapport based on just,
you know, getting to know someone and gaining
their trust. It takes a lot longer with someone who is
used to getting paid to do things or getting things for
something, than say someone that has never experi-
enced that (...). I find that a lot of people expect, you
know, "Oh well, you know, where’s my money?" I get
that a lot, "Well, I'll go on meds if you pay me.” And
it’s sort of like, "Well, I don’t have any money.” (Par-
ticipant 1)

Theme 1: Target populations and desired outcomes
Participants explained that incentives are not for every-
one who faces barriers to accessing health care. Instead,
they target specific populations based on their HIV risk.
That is, people who are at risk of contracting HIV but are
unlikely to test, diagnosed but not linked to care, linked
to care but lost to follow-up, diagnosed but not on treat-
ment, or treated but not fully adherent and suppressed.
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Participant: Only people who come here are getting
incentives. People who are getting tested at my regu-
lar clinic aren’t getting incentives. So it'’s kind of, like
is this fair? I don’t know (...).

Researcher: So, why is this testing incentivized and
not the other?

Participant: Probably because it’s higher. Like the
population we see is maybe a little bit higher-risk—
or not maybe, is definitely a higher-risk (...). They
could be infecting a bunch of people. (Participant 9)

These target populations are not only seen as having
the most to gain through testing, treatment, and being
retained in care; they also pose the most risk to public
health, which is why they receive incentives, and others
do not.

From a public health perspective, those are the peo-
ple we need to be testing. Just in terms of protecting
other people, you know, with transmission and infec-
tivity. (Participant 10)

Participants saw incentives as deeply rooted in a particu-
lar public health logic. Still, they also saw some benefits
in using them for a different (and more therapeutic) goal,
namely, as tools for health promotion, engagement, and
trust-building. One participant explained:

I believe the goal is to suppress people’s viral loads,
like to prevent infection to others. Also, to maintain
people’s health and wellbeing over the long-term
(-..). And have them engage with health care in some
manner. And build trust and rapport with margin-
alized folks. (Participant 4)

As such, we identified a recurring tension between
desired public health outcomes, which were top-down
and measurable (e.g., number of tests done, number of
new HIV cases found, number of pills missed, number of
appointments attended, etc.), and those sought by par-
ticipants, which were bottom-up and relational. Partici-
pants were aware that the primary goal of incentives was
to "drive those numbers up," but they nonetheless tried
using person-centred strategies. These strategies are dis-
cussed in the last section of the findings.

Participants had worked with a range of populations
including adults and youth experiencing homelessness,
gay, bisexual, and other men who have sex with men,
people who use substances, people living with mental
illness, sex workers, and undocumented migrant work-
ers (including sex workers). They used incentives in
two different ways. One, via brief, targeted initiatives
designed to encourage participation in a group activity
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or uptake of HIV testing. Two, via medium- to long-
term programs designed to optimize medication adher-
ence and viral suppression, decrease substance use or
maintain engagement in care. The following quotations
illustrate the types of situations that would make some-
one eligible for one of those programs:

You have to be HIV-positive and very difficult to
engage in a traditional care model. So let’s say you
usually don’t follow through with your medication,
you have unstable housing, or you live a relatively
high-risk lifestyle. Or just basically, you're not engag-
ing with the health care system. (Participant 11)
People are sick. Some people are quite sick. They
have a ton of co-morbidities. And a lot of challeng-
ing relationships, or a lot of lifestyle factors that
affect their ability to come to the clinic every day.
So clients that are lost to care. They don’t attend
medical appointments. (Participant 13)

Clients who have fallen off taking their antiretroviral
medications or their methadone. People that have
no fixed address or homeless, so hard to locate. Yeah,
lots of barriers to accessing health care, mental
health, addiction. Just not wanting, not ready to, you
know, go to a clinic and see a doctor. (Participant 17)
Individuals that the doctors are like, "You know
what, theyre having difficulty managing their
medications. They’re detectable, or they used to be
undetectable.” Or their partner is off antiretroviral
medications. Like I think it usually is a few extra
risk factors (...). And it will come to a team con-
versation, and everyone will agree that this person
should get into the program. (Participant 18)

Participants described persons enrolled in incentive-
based programs as typically struggling with multiple
concurrent health conditions and street-entrenched.
They lived busy, ‘chaotic, and complicated day-to-day
lives with a clear focus on survival. Incentives worked
to some extent because they brought hard-to-reach,
hard-to-treat, and hard-to-retain populations through
the door. However, as will be discussed in the next sec-
tion, incentivizing is not a panacea when dealing with
complex structural, social, and health issues. Incentives
may drive numbers up, but according to participants,
their effectiveness is superficial, short-lived, context-
dependent, and one-dimensional.
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Theme 2: Perceived effectiveness

The vast majority of participants had used a range of
positive incentives, alone or in combination, including
a coin system ($1 or $2), cash amounts ranging from
$5 to $50 (CAD), gift cards, draws (including con-
tingency management fishbowl style®), food (snacks
to full meals), candies, cigarettes, gifts, and clothing
items. When asked why incentives work, participants
were unanimous. They explained that incentives have
the power to turn something that was not a priority
into one, primarily (or exclusively) because a financial
or material reward awaits and makes it worthwhile
equivalent to the time, energy, and commitment. In the
words of one participant:

Yeah. I mean, they definitely work. I think that there’s
a lot of people who would not get tested for various
reasons if an incentive was not available to them.
Some of those reasons are just priorities in their life:
they're facing poverty, they're busy, they can’t get
tested. Or they to engage in other health care, and
they need that $40 as well. (Participant 10)

In addition to this, participants explained that incentives
work because they "break the ice" and send a signal to
people who are living complicated lives that their time
matters. This goes back to the idea that time is money,
as previously mentioned, and taking care of one’s health
takes time.

It breaks the ice, I think. It motivates people, you
know, to take a step or to engage in a program that
they otherwise might not. So I think it’s a bit of
an ice-breaker in a sense. I believe that it can be,
depending on the use or the context, really validat-
ing for a person in the sense that it acknowledges a
valuing of their time and participation. (Participant
16)

Some participants identified poverty and hunger as the
main reasons incentives work, that their effectiveness
relies primarily on target populations desperately need-
ing money (or gift cards that are more often than not
exchanged for cash), goods, and food.

3 Patients demonstrating the identified target behaviour earn draws from a
fishbowl in a systematic manner, either in a set number or with an escalat-
ing schedule. Probability is introduced via an intermittent reinforcement
schedule in which some draws are winning (“small prize”) and others have no
prize value (“good job”). A typical fishbowl is comprised of 500 slips, about
half of which are winning. Prize earnings indicated on winning slips vary in
magnitude from $1 to $100, with the majority of winning slips comprised of
the smallest magnitude ($1). A smaller number provide large magnitude (e.g.,
$20) prizes, and one slip in the bowl is the maximum prize ($100) [61].

Page 8 of 18

While participants agreed that incentives work, they
considered their effectiveness superficial, short-lived, and
one-dimensional. On the surface, the mere fact of incen-
tivizing something when working with poor and mar-
ginalized populations increases your metrics of success
(e.g., number of tests done, number of new HIV cases
found, number of pills missed, number of appointments
attended, etc.). However, as many participants pointed
out, this is an overly simplistic way of addressing complex
public health issues such as HIV prevention. Further-
more, this approach makes it easier to "gloss over those
bigger problems and bigger needs" (Participant 10).

We're just like, "let’s test and then move on.” So I
mean incentives, I understand incentives. It was very
easy to understand. "Okay, we're getting more people
tested, that’s great.” But then it’s like, "What else are
we doing?” (Participant 9)

This quotation captures a general concern shared by
participants that incentives place too much emphasis
on metrics rather than tackling existing structural bar-
riers, social determinants of health (especially poverty
and housing), gaps in knowledge, and failings of the
health care system. The vast majority of participants also
observed that incentives do not typically lead to profound
and permanent changes in behaviours; instead, they tend
to produce superficial changes that are short-lived. Once
the incentives stop, the behaviours stop as well.

Many participants had seen incentives work to
change behaviours and lead to desired outcomes in the
short term, and then quickly stop working when incen-
tives stopped (e.g., end of the intervention or program).
Because of this, they considered the effectiveness of
incentives to be short-lived and one-dimensional. This
led to participants questioning if they are indeed the
right tools to use (and fund) when working with people
who struggle with treatment and care—and especially as
we know from the beginning that they may not be finan-
cially sustainable over time. This participant summed it
up:

I think if we had unlimited amounts of money in
healthcare, then it would be great to have incentives.
Just from the data that we took from it and experi-
ence, I don’t think that it’s worth it. I think we can
utilize other engagement tools (...). I think in some
cases, there’s a place for incentives, but I also think
that it can raise issues when theyre taken away
and people stop adhering to treatment or whatever
they’re being incentivized to do. So yeah, overall I
would probably not choose to practise them. (Par-
ticipant 5)
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We identified three scenarios that capture the short-lived
and one-dimensional nature of incentives. In the first sce-
nario, an incentivized intervention is funded but only for
a specific dollar amount and a limited amount of time.
This intervention may be useful, but it stops producing
results when the intervention stops, bringing you back to
square one.

You know, because the money runs out or, you know,
they realize that they don’t want to take a medica-
tion or don’t want to get their blood work done and
they're still not going and doing it, so there’s some-
thing else going on. (Participant 1)

In the second scenario, an incentivized intervention is
offered overtime, but reaches a plateau effect and ceases
to produce the type of effectiveness noted initially—
pointing to more complex and deeply-rooted issues that
cannot be solved by incentives alone.

Initially, there is a really powerful effect of incen-
tives. But yeah, it can get to the point where if a per-
son’s getting the same incentive time and time again,
that there is, the value of it decreases, I think. That it
becomes a less, less sought-after reward, less excep-
tional, more normal and, therefore, less impactful.
(Participant 16)

In the third scenario, an incentivized intervention
designed to boost the perceived reward of engaging in
treatment and care becomes deceiving or normalized
over time; thus, it is no longer seen as valuable, worthy of
time or energy. To sum up, participants recognized that
incentives could be useful but only as a "Band-Aid solu-
tion." They did not solve the more significant issues, nor
did they produce deeper, long-lasting, or all-encompass-
ing behavioural changes.

I think incentives are like a bandage solution. 1 find
that it’s effective, it’s useful, but it doesn’t really solve
the key problems, especially among people I work
with. Because the two key things are lack of stable
housing, and the chaotic lifestyle associated with
substance use. So I guess my point is incentives are
very useful as a band-aid solution but not solving
bigger problems in society. (Participant 11)

Theme 3: Unintended consequences

When they are implemented in the context of health
care or service provision, incentives can have unin-
tended consequences. Participants felt that they had lit-
tle space to talk about these consequences in practice,
and they typically dealt with them to the best of their
ability, on a case-by-case basis and using strategies they
had learned in practice. Because they were tasked with
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administering incentives, but not necessarily included
in decisions that shaped how and which incentives were
used, their insights were extremely valuable to under-
stand issues that may arise at the point of care. A good
example of this is the preferred use of gift cards over
cash incentives.

To be honest, our hands were forced. I would have
rather given just cash. People would tell stories
about how wed provide them with these gift cards,
and then theyd have to go out and find someone to
buy them off of them because they didn’t actually
want to shop at that store. They wanted to use the
money in some other ways. So it would have been
preferable to give cash. (Participant 16)

From an administrative, accountability, and liability
standpoint, gift cards may make perfect sense. They are
easy to account for, easy to buy, easy to manage, and so
forth. They also direct people to spend money on items
deemed acceptable and essential such as food and cloth-
ing. However, in reality, gift cards can be problematic. In
addition to being paternalistic and restrictive, as pointed
out by participants, they may force someone into a space
where they do not feel safe or force them to resell at
street value (i.e., half of the card amount). As such, they
put participants in a difficult position.

Gift cards just suck, because a lot of times clients get
gift cards to like [name of a chain store] and it’s like,
you can’t really buy anything for that amount. It's
like you can buy a meal and probably a coffee. And
you can’t really go and sell that downtown. And also,
if it's a place that you don’t want to go to, like [name
of a chain store]. It's so frustrating because it’s like
we're telling them to go there and it’s a really uncom-
fortable place to go. (Participant 20)

For these reasons, participants found that gift cards were
not ideal. However, they did mention that gift cards pro-
vided a sense of safety because dealing with cash incen-
tives could pose a risk.

I'm alone in that room. [ find there are often secu-
rity issues on their own just being in the space I
use—that’s a whole other story. But, so I don’t, I don’t
know if I feel comfortable having like a lot of cash
and then handing it out. (Participant 23)

Participants raised safety concerns for themselves and
people who were on the receiving end of cash incen-
tives. For example, when places that give out incentives
became known to the community, it could put people at
risk of being targeted—especially if they received cash.
As one participant recalled: "I've taken people out back
doors. You know, because somebody is waiting for them,
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because either they have a drug debt or a controlling
partner” (Participant 26).

Throughout the interviews, we not only learned that
incentives could have unintended consequences on the
safety of providers and those who receive them, but we
also found that incentives could inadvertently contribute
to a sense of unfairness among the broader community.
In other words, distributing incentives unevenly among
populations of people at risk or living with HIV could
be perceived as unfair. This situation created two signifi-
cant challenges. First, participants had to engage in the
process of triaging to ensure eligibility while trying to
skillfully justify why this triaging was necessary and redi-
recting people who were not eligible to another service or
resource.

We have had people who have shown up at the
group, and we have actually had to ask them or let
them know that they’re not eligible (...). So it’s sort
of a triaging type process that happens. Yeah, it's a
bit of an artful one, especially if it’s in a mixed kind
of community where, for example, some people are
HIV positive, but not everybody is. And those who
are positive are getting access [to the incentives]
(-..). Usually, people [who are not eligible] are really
understanding (...). Some people will be, you know,
will, or have argued their case (...). And again, my
goal would be helping them connect with another
resource. (Participant 16)

Second, participants had to make sure that people who
felt excluded, let down or treated unfairly did not put
themselves at risk to gain access to incentives. In other
words, they had to make sure that incentives were not
sending "the wrong message" by linking heightened HIV
risk with greater access to resources and support:

A lot of folks in the Downtown Eastside or partners
of people living with HIV want to try to get in. They’ll
say, "I should just contract HIV, at least I get, you
know, money and housing and better food and this
and that.” And that’s actually, you see people doing
that, and it’s really sad. (Participant 1)

I've actually had people say, "What do you gotta
do to get this type of service? Do I gotta get myself
HIV?" And I was like [gasp]. It's like a huge system
flaw, I think. I just think that we don’t put obviously
enough, there just, there just isn’t enough for the peo-
ple with addiction and mental health issues. (Par-
ticipant 21)

Participants explained that they had to be very care-
ful when talking to people who did not fit the eligibil-
ity criteria to ensure they were not incentivizing the
"wrong thing." For example, when people who struggle
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with treatment and have a detectable viral load receive
incentives, it may have the unintended effect of encour-
aging people who would otherwise not be eligible to get
off their medications and become detectable—and then
access incentives.

I had to be very careful with what I was saying,
because of that. I was very concerned. So I was very
careful with how I kind of explained everything. But
yeah, I had some people saying, like, "Oh, your viral
load is 89. We can’t take you.” They're like, "Oh, well,
I’ll come back next week.” (Participant 4)

Because of this, some participants felt that incentives
could be counterproductive, especially when the needs
for support and care are so great across the community.
Finally, participants highlighted that incentives could
have unintended consequences on relationships and
engagement in care. From a relational perspective, it was
not always easy for them to be in a position of having to
administer incentives. It made the relationship feel more
"transactional,” as explained by this participant:

Of course, money changes everything. Money always
changes everything, even if it’s five dollars; it changes
things, you know? And so, I don’t know that it would
be holistic or, you know, person-centred to say, okay,
"If you do this, I'm going to give you $5." It could
change the dynamic in that way where you are the
gateway to something that they don’t have enough
of because they're completely marginalized (...). It
could end up being damaging to the relationship.
(Participant 8)

It also reinforced power dynamics by positioning the par-
ticipants as the "holder of incentives"—the person who
decides who gets incentives, how much they receive, if
and when incentives are taken away or stopped, when
rules can or cannot be bent, and so forth. It was evi-
dent in our analysis that participants exercised enor-
mous power and flexibility in the actual administration
of incentives. To quote one participant: "I mean literally
the buck stops with me. I do have the power or the abil-
ity to bend the rules, or to sweeten the deal or whatever
it might be" (Participant 16). Power dynamics were front
and centre as participants described their experiences.

Being a health care provider, you just naturally have
power in that. Like there is an undeniable power
dynamic, especially if there’s any kind of sense that
you're holding something that someone wants and
you have the ability to take it away. So, and that’s a
hard thing to name in a really gracious and graceful
way. And I haven’t met a lot of people who are really,
really great at that. (Participant 25)
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Because incentives could intensify power dynamics and
make the relationship feel more transactional, they could
also have some unintended consequences on engagement
in care. Participants expressed two main concerns: (1)
fragmentation resulting from clients organizing their care
based on which clinics, organizations, and programs are
giving out incentives, and (2) disengagement from areas
of care not incentivized. Overall, the use of incentives did
not always align well with the participants’ actual role as
service and care providers. As such, it raised some pro-
fessional and ethical tensions, which are detailed next.

Theme 4: Professional and ethical tensions

Participants described how incentives created new
responsibilities in addition to their regular work, which
was already challenging. They were now responsible for
managing three things. First, they had to manage incen-
tives. Depending on the incentives used, this could mean
anything from handling money or gift cards, carrying
cigarettes, buying people food or coffee, or supervis-
ing draws and giving out rewards. In the absence of best
practices and given the need for a tailored approach, each
participant had developed an ad hoc system for manag-
ing incentives, but it was not always an easy task. They
were not only responsible for distributing incentives but
also keeping track of them (e.g., filling out paperwork),
which at times made them feel like "bank tellers."

I said, "This is like ridiculous. It's too much.” Like it’s
not money out of my pocket, but it was just dealing
with, it was just something that I didn’t want to deal
with. I had enough to deal with. I'm a medical pro-
fessional, I'm not a bank. (Participant 6)

Second, they were responsible for ensuring that the "right
people” got incentives and following the rules. It could
put them in a difficult position because care and service
provision to marginalized communities often requires
rule-bending. Bending the rules with incentives had dif-
ferent implications and was only done rarely—and only if
seen as the right thing to do for the person.

We have a policy that we only give one meal because
we have a limited number of meals to give to clients.
But because you know this client really well and let’s
say they have just lost their home, and you know
they've been sleeping under the bridge. And other
clients have homes, so we end up sometimes making
that kind of decision, "Okay, today were giving this
person a second meal to go.” (Participant 11)

Third, they had to manage the relationship by using
incentives in ways that fostered trust and engage-
ment without being at odds with their professional val-
ues, standards, and goals. These included maintaining
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transparency, establishing clear boundaries, managing
expectations, demonstrating flexibility, and being client-
centred. However, the general feeling expressed by par-
ticipants was that they were not prepared or equipped
to work with the complexity of incentives or address the
ethical tensions they may generate.

We identified several ethical tensions throughout the
analysis. For this paper, we will focus on the most com-
mon: clarifying motives, obtaining free and informed
consent, and balancing harms and benefits. The inter-
views revealed an interesting form of ethical reasoning.
Participants wanted to make sure incentives were used
for the "right" reasons, namely, for health, access, and
care engagement purposes. Doing it for the "right" rea-
sons made incentives feel more ethical. In this sense,
rewarding people for doing something positive for their
health, for their care and themselves felt better—and
more aligned with professional goals and values.

I mean, sometimes we do buy people a snack and
meals out of our own pocket because there’s no
money in the program to do that. And I think all of
us kind of made that decision because we knew that
this is the last dot that will connect us with the cli-
ent who is very difficult to engage. You know what
I mean? So, yeah, the reason I struggle with it is
because I know, professionally, I'm not supposed to
really spend my own money to buy something spe-
cifically for one client. And, we try to make sure that
like people know that we’re not doing this because we
want a favour back from them. But it’s really, really
grey, 1 find. (Participant 11)

Participants felt conflicted about the prospect of giving
out incentives for the "wrong" reasons (i.e., to get peo-
ple to do things in return and to produce standardized
results). In the interviews, there was a great deal of back
and forth between expressing ethical discomforts and
yet, hoping and believing that incentives could be used
for the "right" reasons.

Like, I definitely have a reservation about providing
incentives for people to do things. I have concerns
about coercion under those circumstances. And I can
understand that it may be in the client’s best inter-
est according to the health care provider’s percep-
tion. So I do have concerns about that. And like, in
my experience, I did sometimes feel kind of teetering
on that edge of like, "Is this coercion, or is this ethi-
cal? Because I'm giving you something so that you do
something, but it’s not from your own free will. It's
because you're receiving something from me." Like
it’s a transaction. And so, that I feel, there’s some-
thing wrong there. Like in my, I feel in my body like



Gagnon et al. BMC Med Ethics (2020) 21:105

there’s something wrong with that sometimes. Not all
the time. I feel that giving incentives to help facilitate
someone’s wellbeing and livelihood, and survival is
completely different. (Participant 4)

Participants were aware of and concerned about the
coercive power of incentives. At the same time, they were
tasked with achieving specific targets for testing, treat-
ment, and care and had to balance using incentives in
ways that seemed ethically permissible to them.

And like, so ethically, sometimes like paying people
to, like, it’s basically, it'’s not a cash payment, but it is
like a payment to get tested. It’s kind of like ethically
a little bit, like internally I'm kind of questioning
like, "Should we? Should we be doing that?" But then
also, it is providing connection to a service as well as
a follow-up ability for that person because they do
get something out of it. I think incentives are a useful
tool at the end of the day. I think that if it's work-
ing for a population and we're getting results, then I
think it is useful. I just wonder about, is it a slippery
slope? (Participant 9)

The challenge of obtaining free and informed (explicit
or implicit) consent when using incentives topped the list
of ethical issues identified by participants. All of them
described situations in which people just wanted to be
"signed up," such as this one:

A lot of people who I reviewed the consenting pro-
cess with didn’t even want to hear what I had to say
about it. They were just like, "Just sign me up. I just
want the money.” Which was quite problematic but,
at the same time, quite understandable. (Partici-
pant 4)

As this participant pointed out, incentives influenced
the consent process in ways that were problematic but
understandable. Problematic because it made it nearly
impossible to establish that participation in incentivized
initiatives and programs was indeed voluntary—free of
coercion or perceived coercion. Understandable, because
incentives were seen as a source of survival income and
could not be turned down. Participants struggled with
this.

I don’t know. I think that’s one I continue to struggle
with. And I don’t, yeah, I'm not sure because I think
the idea of true consent with incentives is really hard
to achieve and pull out.” (Participant 25, p. 12)

To mitigate this ethical tension, some participants had
developed strategies including reviewing the details
of what the incentivized initiative or program entailed
before enrolling the person, assessing for readiness,
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watching for non-verbal cues that the person may not be
comfortable, focusing on goal setting and trust-building,
keeping lines of communication open and checking in
with the person regularly, reminding the person that they
do not have to participate, and so on.

As far as testing goes, if somebody, we do assess peo-
ple to see for readiness of testing. And if they abso-
lutely, like if they express things that make me con-
cerned that they’re not going to be safe if they were to
have a positive HIV test, we wouldn’t do the test. But
I know that many people come in and just answer
the questions and say, "It’s fine,” they want the test-
ing so they can get the money. So that, that group of
people does concern me a little bit, just in terms of
people doing, the testing fully consenting and being
prepared for an HIV test and HIV results. (Partici-
pant 10)

Despite using strategies, participants considered the con-
sent process to be particularly difficult.

I thought, "So, we have these gift cards. It could be
a tool more for engagement instead of coercion.”
I don’t know. I think the ethics—and I'm glad that
you're doing this research because I think it can get
a little tricky with what’s ethical and what’s not. And
if somebody is not ready to get in to do HIV testing,
I don’t think that—especially with the folks I work
with, like a lot of them don’t have secure housing or
don’t have food security. And so, kind of dangling a
carrot in front of them, I don’t know, I'm not, I'm not
comfortable with that. (Participant 23)

Participants had many unanswered questions about the
ethics of using incentives. They were unsure about what
was ethical and what was not. They also found it chal-
lenging to determine what coercion might look like in
the context of incentives. For example, was $5 enough to
make someone take an HIV test they did not want to take
that day? Was a cigarette or coffee enough to have some-
one take 10 min to talk to you when they have competing
priorities? Was a free meal every day enough to have peo-
ple take medications they did not want to take?

Again, to help mitigate these everyday ethical ten-
sions, participants adopted an approach of balancing
harms and benefits. Having no control over the design of
incentivized initiatives and programs, they could at least
try to maximize benefits and minimize potential harms.
As such, they focused most of their efforts on the rela-
tional rather than the transactional aspects of their work.
Incentives were seen through that lens—as tools for
engagement and relationship building.

So, for clients that we had trouble engaging with all
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other methods, usually who were off their medica-
tions and just not accessing care, started coming, in
which case we were able to develop rapport then and
develop relationships. And people would, because
they were safe in those relationships, would access
care more and start thinking about medications and
their health. (Participant 5)

However, they agreed that this approach came down to
harm reduction. In other words, by working to keep the
relationship feel authentic instead of transactional, they
were trying to reduce the harms that come with using
incentives into the context of service and care provision.
The service and care provision had to change to achieve
real, long-lasting, transformational changes. This is what
participants were genuinely advocating for.

Yeah. It's really hard to figure out. Because on the
one hand, it's like how sustainable is that to con-
tinue to have that transactional relationship? (...)
Wouldn’t it be better to build in like the deeper kind
of like, I don’t know, work with people around their
health and health outcomes and what the barriers
are? And kind of fund more providers to be able to
have those conversations and ensure more doctors
are trained and like increase like the amount of pri-
mary care providers and family doctors who can
take patients and have, give them more time to have
these conversations with folks? Those are the things
I feel have more value than giving people money to
take their medications. (Participant 25)

Overall, they considered that incentives—as a "Band-
Aid" solution—fail to address structural barriers to care
and structural determinants of health. Instead, they bring
people at risk or living with HIV who experience the
most inequities into a system that is not serving them.
Using incentives was not going to fix this.

Omn the care side of things, it does seem like we're just,
were maintaining a status quo and offering people
money to participate in a system that isn’t really
serving them, which is a shame. (Participant 10)

Discussion

The main objective of this study was to document the
experiences of health care and service providers with
incentivized testing, treatment, and care in BC, Canada.
Another aim was to explore the ethical and professional
tensions that arise from this practice as well as strategies
used by providers to mitigate them. Our findings suggest
that participants did not implement incentives across
the board, but instead selectively for target populations
believed to pose the most risk to public health. As such,
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they used incentives to close the gaps in the HIV Cas-
cade by getting the "right populations” to test, start treat-
ment, stay on treatment, and, most importantly, achieve
(and sustain) viral suppression. Incentives “worked” to
some extent; they "brought people through the door"
and "broke the ice" when engaging with clients who are
hard-to-reach, hard-to-treat, and hard-to-retain in care.
However, participants considered the effectiveness of
incentives to be superficial, short-lived and one-dimen-
sional—thus, failing to address underlying structural bar-
riers to care and structural determinants of health. They
also raised concerns about the unintended consequences
of incentives on safety, inequity, risk, power dynamics,
and engagement in care. Finally, our findings show that
incentives came with added responsibility, such as man-
aging interactions with clients and minimizing the poten-
tial strain on the therapeutic relationship. Participants
had developed strategies to mitigate the ensuing ethical
and professional tensions and to make their work feel
relational rather than transactional.

Our findings locate the introduction of incentives at
the heart of a large-scale medico-scientific and political
project with a clear and ambitious goal: stopping HIV/
AIDS by optimizing treatment as a tool for prevention
for target—at-risk—populations [62, 63]. They raise sev-
eral important issues worth noting here. The first issue
is the convergence of a new way of conceptualizing HIV
care—in the form of a linear cascade—with a new type of
conditioning (i.e., incentivized care). Both focus on indi-
vidual behaviours as the source of the problem and the
primary site of intervention. Both are outcome-driven.
Both detract attention away from the broader conditions
shaping the experience of being at risk for or living with
HIV. The second issue is the introduction of market logic
into the realm of health care—an area of life previously
not subject to monetary exchanges [64]. According to
this logic, health interventions should be "utility-max-
imizing," meaning that they should be worth the time,
energy, and commitment [65]. When the goal is to direct
people to adopt particular health-related behaviours or
to meet health outcomes, one way to maximize utility is
to offer incentives in return [5]. As suggested in our find-
ings, this logic is particularly effective when working with
poor and marginalized communities because it draws on
a familiar (transactional) frame of reference and boosts
the utility of engaging care. These findings are consistent
with the literature, which shows that incentives typically
target low-income communities [3, 51]. Unsurprisingly
then, and as highlighted in our findings, incentives usu-
ally target people who experience the most "budget con-
straints” [5]—a term used by behavioural economists.
These constraints shape health care decisions in two
ways: they can lead to disengagement in care by making
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it challenging to attend clinic appointments, for example,
but with incentives, the same constraints can act favour-
ably and increase the perceived utility-maximizing of
engaging in care. To put it simply, if you need the money
and the clinic gives you money to attend your appoint-
ments, you are more likely to attend. Finally, our findings
revealed a third issue. During the analysis, it became clear
that incentives were not simply about maximizing utility.
If this were the case, they would not be contingent upon
doing something: getting a test done, attending a clinic
appointment, taking medications, achieving an undetect-
able viral load, and so forth. Our findings called for the
need to think about incentives from a behaviour modifi-
cation lens. Using that lens, we see similarities between
our findings and those of scholars who have studied the
ethics of behaviour modification programs (for example,
see [66]). These programs, introduced after World War
I1, were the first to legitimize the use of a token system of
punishment and reward to modify "deviant behaviours"
[67]. We see, in the rise of incentives in HIV care, a simi-
lar legitimizing of behaviour control that calls for critical
analysis.

This study indicates an urgent need to problematize
the use of incentives as a part of the HIV Cascade agenda
and to interrogate the ethics of engaging in this practice
from the perspective of providers. As Seckinelgin [68]
points out, the HIV Cascade is not designed to address
the complexity of issues faced by people at risk and liv-
ing with HIV—nor is it suited to inform policy and prac-
tice. Adopting this sequential model of care engagement
driven by the goal of achieving sustained viral suppres-
sion and, more broadly, achieving public health goals of
preventing HIV and cutting costs, shapes how provid-
ers intervene [68—72]. As such, our findings reaffirm the
need to examine the ethical implications of using incen-
tives against the backdrop of the HIV Cascade. In light
of the experiences described by participants, and given
the context in which they used incentives and the pop-
ulations they used them with, we see significant ethical
issues that merit further analysis in subsequent studies.
We also see the need to engage with new ethical frame-
works, grounded in relational and critical perspectives,
as a complement to existing frameworks that rely heav-
ily on classic principles of health care ethics [2, 3, 40,
42, 46, 47]. Interestingly, the existing literature suggests
a tendency to use those principles to justify the need for
incentives or to propose ways of using incentives "ethi-
cally" rather than engaging in an analysis of incentives
per se. As such, we agree with Stephens [50] that a rig-
orous ethical analysis of incentives in health care starts
with using frameworks that speak to the social and struc-
tural underpinning of health inequities and resist locat-
ing the responsibility for health at the level of individual
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behaviours. He argues that ignoring those fundamen-
tal aspects of health could increase social injustice and
worsen health inequalities.

Our study points to deeper ethical issues that are dif-
ficult to mitigate by health care and service providers,
especially those deeply committed to social justice and
health equity. For example, incentives explicitly tar-
get people who experience the most health and social
inequities and who are not in a position to decline the
incentives—or what is being asked of them [51]. That is
the primary motive for targeting them in the first place:
"They are too poor to say no," as Voigt [51] puts it. Fur-
thermore, they capitalize on existing micro-economies
of survival by transforming health care relations and
health care settings into sources of income (albeit a small
income). From the perspective of providers, one must ask
if this practice contributes to or ameliorates oppressive
economic conditions [73]. We would argue that targeted
incentives designed to be of the smallest value possible
to yield results contribute to oppressive economic condi-
tions [74]. Ameliorating these conditions would require
a commitment to universal forms of supports such as
housing, guaranteed minimum income, and food secu-
rity. As pointed out by our participants, these forms of
supports—or lack thereof—are powerful determinants
of care engagement, medication adherence, and viral
suppression [75-77]. Incentives shift the orientation of
care away from such determinants and onto individual
behaviours. As a result, the primary site of intervention
becomes the individual who is attributed full responsi-
bility for achieving sustained viral load suppression and
bearing the downstream public health impact of their
behaviours. Finally, there has been very little consid-
eration given to the potential immediate and long-term
harms of incentives [52] despite research showing their
limited effectiveness [1, 22, 23]—including the long-term
impact on caring relationships, engagement in care, and
health outcomes. From an ethical standpoint, we argue
that the potential harms of engaging in a practice that
targets poor and marginalized populations, individualizes
complex health issues, monetizes health care relation-
ships, and contributes to oppressive economic conditions
have the potential to outweigh incremental changes in
metrics that are not sustainable over time.

We close this discussion by taking a closer look at the
experiences of participants and the impact of incentives
on the client-provider relationship. The majority of our
participants had multiple experiences of using incen-
tives in various roles. Overall, they reported mixed views
about their experiences, in part because they saw incen-
tives as having both positive (albeit limited) and negative
effects and also because they were unclear about the ethi-
cal implications of using them in practice. Our findings
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are consistent with previous studies indicating that pro-
viders who use incentives report positive and negative
effects on their care, relationships with clients, and health
outcomes [14, 15, 78]. What is clear from our study and
the literature is that using incentives in the context of a
caring relationship raises many questions and concerns
for providers—primarily related to power and autonomy.
Tracing the history of incentives, Grant (2002) reminds us
that they have always been "offered by people with power
to people without it" [43]; first offered by employers to
factory workers to enhance productivity (and profits) and
now by providers to clients to optimize care engagement
(and clinical outcomes). Grant [43] calls for incentives
to be considered "a member of the set of ways in which
power and influence are exercised—that is, as a form of
control, rather than simply as an alternative to it." In the
context of a caring relationship, this exercise of power
and influence serves three separate yet complementary
functions. First, it increases the effectiveness of incen-
tives by giving them legitimacy as health care interven-
tions. Second, it makes it more difficult for clients to say
no, because of what this refusal could mean for their care
or their relationships with providers. Third, it depoliti-
cizes and neutralizes an economic intervention designed
to modify behaviours considered expensive, risky, and
unhealthy. In our study, providers used the concept of
coercion to explain the nature of their questions and
concerns. However, this concept fails to capture the sub-
tle ways in which incentives mobilize power and influ-
ence. We argue that incentives are located somewhere
between the "carrot” and the "stick" within a complex
web of power relations, norms, and responsibilities that
merit further analysis, especially in light of the HIV Cas-
cade. In light of our findings, we see the need for further
analysis of questions related to autonomy, power, vulner-
ability, and choice in incentivized care. The literature on
research incentives can help tackle such questions, but as
incentivized care continues to gain momentum, we also
the importance of conducting more research and devel-
oping theoretical tools specific to the context of care.
Finally, we believe that supporting providers who navi-
gate a complex ethical terrain is paramount.

Conclusion

This study offers a significant contribution to a small
body of literature on the experience of health care and
service providers tasked with administrating incentives
in HIV Care in BC, Canada. We see four main strengths
in this study: (1) richness of the data due to the range of
experiences providers had accumulated across various
roles, populations, and settings; (2) emphasis on study-
ing hands-on experiences as opposed to acceptability,
which has mostly focused on perceptions and attitudes to
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date; (3) inclusion of key informants capable of providing
a broader context for the study including historical con-
text; and (4) rigorous analysis including two-person vali-
dation of the matrix. However, some limitations should
be considered when interpreting our findings. The study
was based in the province of British Columbia and, as a
result, may not reflect the reality of providers in other
provinces or countries, especially in jurisdictions with
higher rates of HIV infection and less access to health
care. The majority of participants were nurses (n=15),
and as a result, they engaged in a discussion of their
experience with incentives from a nursing standpoint and
in light of their delineated scope of practice, professional
roles and responsibilities, and ethical standards. Further-
more, it was limited to the care of people at risk or liv-
ing with HIV, which may limit the transferability of the
findings. Nevertheless, we found enough similarities in
the literature to be confident that the findings are indeed
transferable and relevant to the state of research on the
topic. Finally, the study did not include the perspective
of clients, and as such, it provides a one-sided view of
incentives limited to the provider and not the recipient.
It was also limited to the individual rather than the social.
While participants did point to broader social issues to
support some of their concerns about the use of incen-
tives, the goal was to have them speak primarily from a
place of experience and explore the use of incentives
within a care context. For this reason, their analysis of
this practice (and its impact) was grounded in individual
and relational care more so than at a social level where
benefits to society might come into play.

In light of our findings, we agree with Klein [3] that
"the extent to which incentive programs are medical [or
health] interventions rather than economic interven-
tions is not clear." Because incentives are designed to
be of the smallest amount possible for maximum effect
and because they are targeted at hard-to-reach, hard-
to-treat, and hard-to-retain populations who are typi-
cally poor and marginalized, we believe the latter to be
more accurate. Economic interventions seek efficiency;
they demand measurable results; and are more inter-
ested in conditioning than health. Still, in light of our
findings, we agree with Klein [3] that "it is also not clear
the extent to which incentive programs are medical [or
health] interventions rather than public health inter-
ventions." This is an essential point because it speaks to
underlying motives and benefits. Our study shows that
incentives are consistent with the public health goal of
reducing and eventually ending HIV transmission by
ensuring that everyone who is HIV-positive is tested,
treated, retained in care, and virally suppressed. How-
ever, as pointed out by Seckinelgin [68], people who are
at risk or living with HIV "do not live in the cascade."
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Many of them live busy, chaotic, and complex day-to-
day lives with a focus on survival. What does health
look like for them? What matters to them? Beyond the
virus. Providing ethical care in the era of the HIV cas-
cade starts by shifting from "care of the viral to care of
the vital" [71]. Regardless of whether the context is well
resourced or considered ‘developing’ with a high bur-
den of disease, we argue that incentives should only be
considered following a process of consultation where
the incentives have been deemed meaningful by recipi-
ents, and should only be used alongside efforts to pro-
mote health equity, social justice, and systemic change.
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